PREVEAZO()

(_/ health plan=

Medical Package ID: HMOO5149

SChedUIE Of Benefits Certificate ID: HMOO05149-PHA02249-0120
Network Group Plan

This Schedule of Benefits and the Member Certificate together with the emplo
applications, amendments and any other coverage documents constitute the
documents describe the essential features of your coverage and what rules yo
services.

Group Master Policy,
ract of insurance. These
t follow to obtain covered

The Employer Group Master Policy may or may not include expanded eligi d those

accordance with the coverage which was in effect at th
be Medically Necessary as determined by Us.

red. Services must always

The benefits of the Member Certifica Subject to the following:

Cost Sharing Category Amount
Policy Deductible per Contract Period: Single: $2100
Family: $4200

Policy Coinsurance after Deducti

Paid by Plan: 100%
Paid by You: 0%

Out-of-Pocket Expense Maximum pe Single: $2100
Family: $4200
e All references to “ ing to your Deductible, as defined in your group Member
Certificate.
e Ifyou sel e, please read carefully:
o le amount must be satisfied before benefits are payable under this Policy.
Your plan i ini dar year basis, so all references to the term "Contract Period" are

referring to

more details or cal mer Care Center at 877.230.7555 (TTY: 711).

The Member is responsible for all costs that exceed the benefit maximum indicated for that service.

Underwritten by Dean Health Plan, Inc.
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IMPORTANT: This Schedule of Benefits is only a summary of your benefits. A complete description of the
benefits and applicable exclusions and limitations are included in your Policy. Benefits on this Schedule are
provided only when services are received according to the terms set forth in the Policy. You may view your
Policy any time at prevea360.com.

We cover services only when We find them to be Medically Necessary and consistent with the rules explained
in your Policy documents. If a particular service, procedure or item is not specifically referenced in your
Policy documents, coverage will be based on these rules. Generally, if not specifically referenced, the service,
procedure or item will be subject to your Deductible and Policy Coinsurance amounts. Please contact the
Customer Care Center if you have questions regarding whether and how a particular service, procedure or
item is covered.

A. General Medical
Benefits Amount You Pay

Office Visit (Primary Care Provider & Optometry) 0% coinsurance aft

Chiropractic Services

Specialty Office Visits

Diabetic Education

Preventive Services
One annual wellness visit

B. Medical Supplies/Durable Medica

Benefits

Medical Supplies and Durable Medical Equipm

Diabetic Supplies

C. Diagnostic Services
Benefits mount You Pay

X-Rays and Labs, includin dings % coinsurance after deductible

Other Diagnostic Services 0% coinsurance after deductible

MRI/MRA 0% coinsurance after deductible

CAT Scans 0% coinsurance after deductible

PET Scans 0% coinsurance after deductible

Readings f 0% coinsurance after deductible

MRI/MRA,

D. Hearing & Services

Benefits Amount You Pay

Hearing Services 0% coinsurance after deductible
Diagnostic Hearing Services 0% coinsurance after deductible
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D. Hearing & Vision Services (continued)

Benefits

Amount You Pay

Hearing Aids - Adults
Limited to one aid per ear every 36 months.

0% coinsurance after deductible

Hearing Aids - Children through age 18
Limited to one aid per ear every 36 months.

0% coinsurance after deductible

Cochlear Implants

0% coinsurance after deductible

Routine Vision Exam - Children through age 18

0% coinsurance after deductible

Routine Vision Exam - Adult

Non-Routine Vision Exam

Vision Services

Diagnostic Vision Services

Eyeglasses - Children through age 18

E. Hospital & Surgical Services
Benefits

Inpatient Hospital

Inpatient Rehabilitative Confinement
Limited to 90 days per Member p
Period

Outpatient Hospital

insurance after deductible

ance after deductible

0% coinsurance after deductible

Ambulatory Surgical Cent

0% coinsurance after deductible

Detoxification Services

0% coinsurance after deductible

F. Skille

Benefits

Amount You Pay

Licensed Sk
(Excludes Cus
Expenses)

Limited to 30 da finement

0% coinsurance after deductible

Home Health Care
Limited to 60 visits per Contract Period

0% coinsurance after deductible

Hospice Care

0% coinsurance after deductible

WI10619-SGHMOSOB-PR
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G. Emergency & Urgent Care Services

Benefits Amount You Pay

Ambulance Services 0% coinsurance after deductible
Emergency Room Services 0% coinsurance after deductible and/or 0%
You may be responsible for other charges in coinsurance after deductible

addition to the facility
Copay/Deductible/Coinsurance.*
Copay is waived if admitted for Observation or

Inpatient.
Urgent Care Facility 0% coinsurance after deductible and/or 0%
You may be responsible for other charges in coinsurance after deductibl

addition to the visit
Copay/Deductible/Coinsurance.*

* Other charges will result from services rendered by other providers who t

H. Section Intentionally Omitted
I. Therapies, Rehabilitation & Habili

Benefits

Autism Spectrum Disorder - Intensive - Physicj
and Facility Charge
The Member is eligible for 4 cumulative years
intensive-level services

Autism Spectrum Disorder - Intensive,- Related oinsurance after deductible
Services
The Member is eligible for 4 cumula
intensive-level services

Autism Spectrum Disorder 0% coinsurance after deductible

Physician and Facility Cha

Autism Spectrum Disorder - 0% coinsurance after deductible

Related Services

Outpatient 0% coinsurance after deductible
Therapy
Limited to

Period
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I. Therapies, Rehabilitation & Habilitative Services (continued)

Benefits

Amount You Pay

Habilitative Services
Limited to 20 visits per therapy type per Contract
Period

0% coinsurance after deductible

Phase Il Cardiac Rehabilitation

0% coinsurance after deductible

Radiation Therapy

0% coinsurance after deductible

J. Dental Services
Benefits

Amount You Pay

Trauma/Accidental Injury to Teeth

0% coinsurance after

Oral Surgery Consult

Oral Surgical Services

TMD Surgical Services

TMD Office Consult

TMD DME

K. Behavioral Health & Addictio

Benefits

Inpatient/Residential Care - Behavio
Addiction Services

oinsUrance after deductible

% coinsurance after deductible

Intensive Outpatient/Day
Hospitalization

0% coinsurance after deductible

L. Transp
Benefits

Amount You Pay

Transplant ¢

0% coinsurance after deductible

WI10619-SGHMOSOB-PR 5
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M. Other Services
Benefits

Amount You Pay

Acupuncture

Not Covered

Anesthesia Services

0% coinsurance after deductible

Allergy Injections

0% coinsurance after deductible

Infertility Services

Not Covered

Surgical Services

Travel Immunizations

Maternity Services

Diagnostic Services

Physician and Hospital Services

¢ We intend for this Plan to be a “High D

Savings Account” ("HSA™), as described
Individuals must carefully review their o

advisors/financial advisors to

CTIBLE HEALTH PLANS:
Plan” (“HDHP”) compatible with a “Health
the Internal Revenue Code, as amended.

which they will be eligible for tax benefits
r things, individuals will often be unable to

WI10619-SGHMOSOB-PR 6
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Each year, this Polic

dle amount must be satisfied before benefits are payable under this Policy.
ocket Expense Maximum amount must be satisfied in full before We pay
ges under this Policy.
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Pharmacy Package ID: PHA02249

N. Outpatient Prescription Drugs - Tier Option

Cost-sharing applicable after Policy Deductible is met

Benefits

Amount You Pay

TIER 1 Outpatient Prescription Drugs
Preferred Generic
30-day supply

0% coinsurance after deductible

TIER 2 Outpatient Prescription Drugs
Non-Preferred Generic, Preferred Brand
30-day supply

0% coinsurance after deductible

TIER 3 Outpatient Prescription Drugs
Non-Preferred Generic, Non-Preferred Brand
30-day supply

0% coinsurance after deductj

TIER 4 Outpatient Prescription Drugs
Specialty Drugs
30-day supply

0% coinsurance after

Mail Order

90-day supply (Tiers 1 - 3) i ce after
deductible; Tier 4 Not Cover

WI10619-SGHMOSOB-PR
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health plan*

PREVEAB@ZJ

Group Networ

an
Member 1T e

ers to your benefit questions:

are Center prevea360.com

55 (TTY: 711) CLICK

Business Address: Mailing Address:
Prevea360 Health Plan Prevea360 Health Plan
2710 Executive Dr P.O. Box 56099,
Green Bay, WI 54304 Madison, WI 53705

Underwritten by Dean Health Plan, Inc.
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IMPORTANT INFORMATION

GROUP NETWORK MEMBER CERTIFICATE

The Member Certificate is a description of the health insurance benefits provided to
Prevea360 Health Plan (Prevea360) Subscribers and their Qualified Dependents through the
Group Policyholder. This Certificate summarizes the benefits provided under the Group Master
Policy. Together, this Certificate, the Group Master Policy, the Schedule of Benefits, the
Employer Group Application, any other applications and any applicable rideérs, addendums,
attachments and/or amendments make up the Policy.

IMPORTANT NOTICE CONCERNING STATEMENTS IN YOUR PLICATION

ENROLLMENT FORM

Please read the copy of your employee application prowded to you by
employer/Policyholder or Us. Omissions or misstatemen ation could
cause an otherwise valid claim to be denied. Carefully ch vided when

you apply for coverage and write to Us within 10 da he information is incorrect or

incomplete (such as an incomplete medical histor, e was issued on
the basis that the answers to all questions and tion shown on the
employee application are correct and comple ons, please contact Our
Customer Care Center at the address and telep pers shown on the cover of this

Certificate.

in this Certificate is accurate. Any
the Group Master Policy.

Every effort has been made to ensure tha
benefit described is subject to the terms a

contract issued by Us to the employer,
roup Policyholder.

The Group Master Policy is the
association, union or other entity

For detailed informatic oup Master Policy, please contact Our Customer

eceived from an Out-of-Network Provider are either non-

um Allowable Fee. The Maximum Allowable Fee may be lower
etwork Provider bills. If there is a difference between the

e amount Out-of-Network Provider bills, the Member will be
difference. Please refer to the “Glossary of Terms” and “Benefits”
for further information on Maximum Allowable Fees. If you have any

questions, plea Our Customer Care Center.

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and
responsibilities under the Policy.
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PEDIATRIC DENTAL DISCLOSURE

This policy does not include pediatric dental services as required under the federal Patient
Protection and Affordable Care Act. This coverage is available in the insurance market and can
be purchased as a stand-alone product. Please contact your insurance carrier, agent, or the
Federally Facilitated Exchange if you wish to purchase pediatric dental coverage or a stand-
alone dental services product.

HEALTH SAVINGS ACCOUNT QUALIFYING HIGH DEDUCTIBLE HEALTH PLANS

7y compatible
3 of the Internal

e We intend for this Plan to be a “High Deductible Health Plan” (“HD
with a “Health Savings Account” (“HSA”), as described in Sectio
Revenue Code, as amended. Individuals must carefully review,
circumstances and consult with their own tax advisors/fina
the extent to which they will be eligible for tax benefits un evenue Code
Section 223. Among other things, individuals will often be un
deferred contributions to an HSA if they have health coverage source.
We make no guarantee that any individual will be gligible for tax i
with an HSA as a result of his or her coverage un

e We bear no responsibility for the establishment or

e Each year, this Policy’s Deductible and O um may be
automatically adjusted based on federa :

¢ If you selected family coverage, plea
o The full family Deductible amount fied before benefits are payable

under this Policy.
o The full family Out-of-Pocket mum amount must be satisfied in full
before We pay 100% of the all : der this Policy.

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and
responsibilities under the Policy.
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Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and
responsibilities under the Policy.
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. POLICY PROVISIONS

Certain terms used in this Section are defined throughout and/or in the Glossary of Terms.

Access to Care

Because the provider network can change, you should confirm Our Network Providers before
you seek care. You can do this by viewing Our provider directory on prevea360.com or calling
Our Customer Care Center at 877.230.7555 (TTY: 711).

We have many Network Providers who can care for you. If you're not sure you need to see a
doctor, or you're wondering if you have a problem, call Our free 24-hour se line. It’s called
Prevea Care After Hours and can be reached at 888.277.3832. Prevea C After Hours nurses

give them when you call. Due to licensing laws, Prevea Care After
available to Wisconsin residents.

Health Care er to be your
ou may seg@any PCP in that

one or more medical fields. You can choose either a clini
PCP. If you choose a clinic rather than a Health Care Provi
clinic. Your PCP is also in charge of coordinating sg
When medically needed, your PCP preserves the

¢ We generally require the design ary Care Provider. You have the right
to designate any Primary Care Pr i
available to accept you -Until you make this designation, We
will designate one for how to select a Primary Care Provider,
and for a list of the part i Providers, contact Us at 877.230.7555
vea360.com.

alth care professionals who specialize in obstetrics or gynecology,
.230.7555 (TTY: 711).

Network Providers

Network Providers are Health Care Providers who sign an agreement with Us and are listed in
the most current edition of Our Provider Directory to provide medical services to Our
Members. Network Providers include, but are not limited to, doctors (MD), podiatrists (DPM),

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and
responsibilities under the Policy.

WI10619-SGHMOCert-PR 5 Effective Date: 01/01/2020



optometrists (OD), chiropractors (DC), nurse practitioners (NP), hospitals, doctors of
osteopathy (DO) and pharmacies.

If you use Our Network Providers, covered charges will be paid based on the agreement
between Us and the Network Provider. If there is a difference between the amount the
Network Provider agreed to charge and the amount actually billed, you will not have to pay
the difference.

Please note, Our contracts with Network Providers will not affect or interfere with your
relationship with your Health Care Provider. Your Health Care Provider is still responsible for
making all medical decisions regarding your care. This includes deciding which treatments are
appropriate for you. However, any treatment plan chosen by your Healt re Provider must
meet this Policy’s benefit requirements to be covered.

Out-of-Network Providers
Out-of-Network Providers are those Health Care Providers who are n rs, as
defined above. We are not responsible or liable for the quality of care prowvi
Network Provider.

We generally do not cover care provided by Out-of-Netwo oviders. However, there are a

few exceptions:

Emergency Services and Urgent Care:

e We will cover Emergency Servic
Provider if you cannot reasonably

e you receive from an Out-of-Network
rk Provider.

o You do not need to ask for Prior
o If you need further ca

to a Network Provider.
care.

ally stable, We may ask that you transfer
nsfer, We may not continue to cover your

the difference. Please call Our Customer Care Center if you
the Maximum Allowable Fee.

All Other Care:

e We may care you receive from an Out-of-Network Provider if a Network Provider
cannot provide that care.

o You must ask for Prior Authorization before you see an Out-of-Network Provider,
and We must approve your request. We will decide based on the following:

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and
responsibilities under the Policy.
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i. Whether a Network Provider can provide the care you seek; and
ii. Whether the care you are seeking is medically appropriate for you.

o If your Prior Authorization request is approved, We will pay based on what the Out-
of-Network Provider charges, not based on Our Maximum Allowable Fee.

o You still need to pay any applicable Deductible, Coinsurance, or Copay amounts.

Please see the Glossary of Terms and Benefits section for more information.

Prior Authorization
Your Health Care Provider must get Prior Authorization from Us befo e will cover certain

procedures or services. Examples of procedures and services that i orization are
listed below. This is NOT a complete list. You should contact Our
877.230.7555 (TTY: 711) to verify whether a procedure or service nee

Examples of Procedures/Services Requiring Prior Authorization:
All Out-of-Network Provider services.
Certain medical injectables.
Certain radiology services.
Clinical trials.

Communication devices.
Habilitative Services.

Services provided in a home setti

Dental services required to treat a

Durable medical equipment (DME) i medical policies.
Therapies (physical ther speech therapy).
Pain management.

New technologies not co d as standard of care.
Hospice.

Transplants (ex
Elective inpatie

r recommends that you have a service or procedure that needs
Prior Authorization, ealth Care Provider should submit a Prior Authorization request
form to Us. Iti ber’s responsibility to make sure that your Health Care Provider
requests Prior Authorization. We must receive the Prior Authorization request at least 15
business days before the date of your service or procedure. We will notify you in writing of
Our decision.

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and
responsibilities under the Policy.
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Your Health Care Provider may decide that it is Medically Necessary for you to 1) get
additional services beyond what We originally authorized, or 2) receive care for longer than
the length of time We originally authorized. If this happens, your Health Care Provider must
contact Us to request an extension of the original authorization. You and your Health Care
Provider will be notified of whether We approve or deny your extension request.

Prior Authorization does not guarantee coverage and/or payment if you have already reached
a benefit maximum or your coverage has been terminated.

Failure to Get Prior Authorization:
If you fail to get Prior Authorization for any Medically Necessary covered vice which

requires an authorization, you, the Member, will be responsible for payi 0% of the total
cost. You, the Member, must ensure that your Health Care Provider h i
Authorization for all services.

Urgent Care and Emergency Services:

In urgent and emergency situations, you may need medical attention b en Prior
Authorization process can take place. You do not need t or Urgent
Care or Emergency Services. However, if you need to be i ili e must be

notified within 48 hours or the next business day (whi 7.230.7555 (TTY:

710).
Inpatient services may be reviewed for Medi
If you get Urgent Care or Emergency S Out-of-Network Provider and need

further care, We may ask that you trans Provider after you are medically
stable. If you refuse transfer, We may not er your care.

We will continue to review faci andcertain outpatient services after you have

gotten an initial Prior Authorizatio ese services concurrently to decide if they
continue to be Medical Care Provider decides that additional care
beyond the length of t ized is Medically Necessary, your Health Care

Provider must contact G ¢ nsion. We will notify the Health Care Provider of

Our decision to approve ; yest. If a Health Care Provider fails to provide Us the
information a decision, We will deny those services. Any amount(s) denied
for this re toward satisfaction of the Out-of-Pocket Expense Maximum.

End of Section |

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and
responsibilities under the Policy.
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II. GLOSSARY OF TERMS

The terms below have special meanings in this Certificate.

Active at Work/Active Status:
Means performing your job on a regular, full-time basis, as defined in the Employer Group
Application and referenced in the Employer Group Master Policy. Each day of a regular paid
vacation and any regular nonworking holiday shall be deemed Active Status if you were in an
Active Status on your last regular working day. You are still considered active if you are absent
from work due to disability, illness, or leave of absence as determined by your employer.
Unless coverage is continued as allowed under the law, a Subscriber who leaves employment
due to active military service of longer than 30 days will cease to be co ered active under
the Policy. This definition does not apply when coordinating benefits Medicare. Please
refer to Section VII, Coordination of Benefits (COB), Coordinating fits wi edicare, for
more information about how We coordinate benefits with Medicar

Benefit Period:
A fixed time period determined by Us during which covegage is provided to the
Policy documents. During the Benefit Period, any Deduc i nce amounts
the Member pays accumulate toward the applicable Maximum and any
visits subject to a visit limit accumulate toward th it. ulated amounts
reset at the beginning of each new Benefit Peri

Certificate:
This insurance document, which is issue
shows your coverage under the Policy.

of the employer’s group Policy and

Clinical Trial:

A Clinical Trial is a phase |, ph
relation to the prevention, dete nt of'cancer or other life-threatening disease
or condition.

A Clinical Trial must sa
1. Meets at least on
a. Isapproved, f

ree criteria:

include funding through in-kind contributions),
ovided by one or more of the following:

itutes of Health (NIH);

Disease Control and Prevention (CDC);

e group or center of any of the entities described in clauses (i)
or the Department of Defense (DOD) or the Department of Veterans

vi. A qualified non-governmental research entity identified in the guidelines issued
by the NIH for center support grants;

vii. The VA, the DOD or the Department of Energy (DOE) if the following conditions
are met:

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and
responsibilities under the Policy.
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1) The study or investigation has been reviewed and approved through a system
of peer review that the Secretary determines to be:
a) Comparable to the system of peer review of studies and investigations
used by the NIH; and
b) Assures unbiased review of the highest scientific standards by qualified
individuals who have no interest in the outcome of the review; or
Viii.A cancer center that has been designated by the National Cancer Institute (NCI)
as a Clinical Cancer Center or Comprehensive Cancer Center.
b. Is conducted under an investigational new Drug application reviewed by the Food
and Drug Administration (FDA); or
c. lIs a Drug trial that is exempt from such an investigational new Drug application.

2. Has a written protocol that describes a scientifically sound study has been
approved by all relevant institutional review boards (IRBs) bef articipants are
enrolled in the trial. We may, at any time, request document
confirm the trial meets current standards for scientific meri relevant IRB
approvals.

3. The subject or purpose of the trial is the evaluation of an item or i eets the
definition of a Covered Expense and is not otherwise excluded un [ i

A life-threatening condition means any disease or conditio i likelihood of death
is probable unless the course of the disease or co iS i

Confinement/Confined:

hospital, AODA residential center, Skille i ) Y, or licensed ambulatory surgical
e from; or b) the time spentin a

hospital receiving emergency care for illn .
considered the same as Confinement in a i acility. If the Member is transferred

Skilled Nursing Facilityg news when you haven’t received any Inpatient
Hospital care or skilled i ing Facility for the same or a similar diagnosis for
60 days in a row. If you @ 3l or a Skilled Nursing Facility after one SNF benefit
period has en iod begins. There is no limit to the number of SNF

expenses and a ent amounts listed in this Certificate are per Contract Period, unless
otherwise stated in the specific benefit subsection within this Certificate.

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and
responsibilities under the Policy.

WI10619-SGHMOCert-PR 10 Effective Date: 01/01/2020




Coinsurance:

A specified percentage of Covered Expenses that a Member is required to pay each time
covered services are provided, subject to any maximums specified in this Policy. Coinsurance
amounts are applied to Our contracted fee or Maximum Allowable Fee. If a Covered Expense
is subject to Coinsurance, the percentage amount can be located in the Schedule of Benefits.

Copay:
A specified dollar amount that a Member is required to pay each time covered services are
provided, subject to any maximums specified in this Policy. Copay amounts are applied to Our
contracted fee or Maximum Allowable Fee and apply at the benefit level. Copay amounts are
applied toward the Out-of-Pocket Expense Maximum. If a Covered Expense is subject to a
Copay, the Copay amount can be located in the Schedule of Benefits.

Covered Expense:
A charge for a service or supply that is Medically Necessary and eli
this Certificate.

Custodial Care:
Custodial Care is the type of care given when the basic g i n the activities
of daily life, including, but not limited to, help in:
Bathing;

Dressing;

Eating;

Taking medicines properly;
Getting in and out of bed;
Using the toilet;
Preparing special diets;
Walking; or

24-hour supervision for

Deductible:
The amount of Covere Member is required to pay each Contract Period
before We will pay for e Deductible is applied to Our contracted fee or
to the Maximum Allowalle overage is subject to a Deductible, the Deductible
amount can be located i e'of Benefits.

overage with Us. An Eligible Employee must be Active at

erage to be effectuated. An Eligible Employee may be Active at
on-working day or while absent from work due to disability, illness,
further explanation of Active at Work/Active Status, see Section Il,

Work/Acti atus for
Work/Active Status o
or leave of abs
“Glossary of Terms”.

Eligible Employee:
An employee qualified under the terms of the Group Master Policy between Us and the
employer.

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and
responsibilities under the Policy.
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Emergency Detention:
When a law enforcement officer or person authorized to take a child or juvenile into custody
has cause to believe that an individual is mentally ill, Drug dependent, or developmentally
disabled and the individual evidences any of the conditions included in Wis. Stat. § 51.15.
Detention includes detainment in a hospital approved as a detention facility by the Wisconsin
Department of Health Services or under contract with a county department, an approved
public treatment facility, a center for the developmentally disabled, a state treatment facility,
or an approved private treatment facility if the facility agreed to detain the individual.
Emergency Detention must follow all requirements included in Wis. Stat. 8 51.15 and any other
applicable state regulatory requirements to be covered under this Policy.

Emergency Medical Condition:
A medical condition that manifests itself by acute symptoms of su , including
severe pain, to lead a prudent layperson who possesses an averag of health and
medicine to reasonably conclude that a lack of immediate medical at i il li sult in
any of the following:

1. Serious jeopardy to the person’s health or, with re t to a pregnant an, serious
jeopardy to the health of the woman or her unborn c

2. Serious impairment to the person’s bodily f;

3. Serious dysfunction of one or more of thg parts.

Emergency Medical Condition does not inclC e@dical condition that arises as a result

of a service, treatment or procedure t S na govered expense under this Certificate.

Emergency Services:
1. A medical screening exa apability of the emergency
department of a hospit vices routinely available to the
emergency department, Emergency Medical Condition; and

2. Such further medical examinati tment, to the extent they are within the
capabilities of the i hospital, as are required to Stabilize the

patient.

Experimental or Inves edures, Treatments, Supplies, Devices or
Drugs

Surgical p al procedures, treatments, supplies, devices, or Drugs which at
the time ) be provided, are in the judgment of Our Medical Directors not

vidence does not permit conclusions concerning the effect of the
technology on health outcomes.

3. The technology does not improve the net health outcome.

4. The technology is not as beneficial as any established alternatives.

5. The improvement is not attainable outside the investigational settings.

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and
responsibilities under the Policy.
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A procedure, treatment, supply, device or Drug may be considered Experimental or
Investigational even if the provider has performed, prescribed, recommended, ordered, or
approved it, or if it is the only available procedure or treatment for the condition.

Full-Time Student:

A Qualified Dependent who is enrolled in an accredited post-high school academic,
professional, or trade school that provides a schedule of courses or classes and whose
principal activity is the procurement of an education.

Full-Time

is recognized as a
. Student status

ime Student

Full-time status is defined by the school in which the student is enrolled a
Student. A Full-Time Student is considered enrolled on the date that pe
Full-Time Student by the school, which is typically the first day of cla
includes any intervening vacation period if the dependent continu
immediately following such vacation period.

Please refer to Qualified Dependent definition in this section.

Gestational Carrier:
A woman who receives a transfer of an embryo crea
intended parents or the donor(s). A Gestational C
child with which she is impregnated.

Group Master Policy:
The agreement between Us and the em
Members. The Group Master Policy is pa

Group Policyholder/Policyhalder:
The employer or other party t
Certificate was issued.

Habilitative Service
ervices and devices that help a person keep, learn,
ing. Examples include therapy for a child who is

anguage pathology and other services for people with
tient and/or outpatient settings.

Health
Doctors,
otherwise authorized,
to provide one

nd any other person or entity properly licensed, certified or
uant to the law of jurisdiction in which care or treatment is received,
enefits listed in this Certificate within the scope of their license.

Hospice Care:
Hospice Care is provided by an agency or organization that:
e |[s available 24 hours a day, seven days a week.

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and
responsibilities under the Policy.

WI10619-SGHMOCert-PR 13 Effective Date: 01/01/2020




o Is certified by Medicare as a hospice program and, if required, is licensed by the
jurisdiction in which it is located.
e Provides core services, which include:
o Nursing services available 24 hours a day, seven days a week.
o Medical social worker services.
o Dietary, spiritual and bereavement counseling.
o Palliative and supportive medical, social and psychological services.
o Provides or arranges for other services when approved by your Health Care Provider.
These services may include:
o Health Care Provider or social worker services.
o Physical, occupational or speech therapy.
o Home health aide services.
o Inpatient care in a facility when needed for pain control an
management.
Pharmacy services.
o Durable medical equipment.

er acute symptom

O

ital or Skilled i cility that:
it is located.

A hospice Care facility is a facility or distinct part of a ho
¢ Islicensed to provide Hospice Care in the area in
e Provides services 24 hours per day, seven days_per
¢ Has at least one of each of the following p

o Doctor of Medicine (MD).

o Registered Nurse (RN).

o Licensed or certified social worker.
o Pastoral or other counselor.

o Full-time administrator.

e Is responsible for providing core se
¢ Maintains written or electronic recor

Immediate Family:
The Member’s spouse, as well as
their spouses.

ents, brothers and sisters of the Member and

Inpatient Behavioral :
Medically-oriented treat apy and other behavioral health services to enable a
person with i ‘ disorder, or a behavioral health disorder in combination with

i successfully. These services must be provided:

A hospital is an institution that:
¢ Islicensed and run according to applicable state laws that apply to hospitals;
¢ Maintains, at its location, all the facilities needed to provide diagnosis of and medical
and surgical care for, injury and illness;
o Provides this care for fees;

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and
responsibilities under the Policy.
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Provides such care on an inpatient basis;

Provides continuous 24-hour nursing services by registered graduate nurses;

Qualifies as a psychiatric or tuberculosis hospital;

Is a Medicare provider;

And is credentialed by Us or accredited as a hospital by the Joint Commission on
Accreditation of Hospitals. The term hospital does not mean an institution that is chiefly
a place for treatment of chemical dependency, a Skilled Nursing Facility, or a federal
hospital. We reserve the right to apply this definition to services provided by Out-of-
Network Providers.

Inpatient Rehabilitation:
Inpatient Rehabilitation is an admission to a specialized facility that is
intensity of services required to rehabilitate someone from a serious i
but not limited to, stroke, cranial bleed, head injury or spinal cord i
Rehabilitation services must be Medically Necessary.

o deliver the
injury, including

Intensive Outpatient Behavioral Health Services:
Planned, structured behavioral health services that are ient services

but are less intensive than inpatient services. They:
¢ Must be provided by a licensed behavioral heg icti nt partial
hospitalization or day treatment facility;

¢ Must be provided by a licensed behavio i tment provider;
e Are generally provided for at least twa

Late Enrollee:
An Eligible Employee, or dependent of a i oyee, who did not request coverage
under the Policy during the enrollment pe i or she was entitled to enroll in the
Policy, who is not eligible for a i iod*and who subsequently requests
coverage under the Policy.

Long-Term Therapy:
Therapy that is deter i ily Maintenance Therapy.

Maintenance Therap

reached a plateau or improvement in his/her condition has

only minimal rehabilitative gains can be demonstrated. The

tes “Maintenance Therapy” is made by Us after reviewing an
tment plan submitted by a Health Care Provider. Any service

e a covered Habilitative Service will not be considered Maintenance

Maximum Allowa
Maximum Allowable Fee is the maximum amount We allow for a given service/procedure with
an Out-of-Network Provider. This amount may be based on one or more of the following:

e Geographic location;

o Provider specialty;

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and
responsibilities under the Policy.
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Training and experience of provider;
Date of service;

Complexity of treatment; or

Degree of skill required of provider.

If there is a difference between the Maximum Allowable Fee and the amount billed by an Out-
of-Network Provider, the Member may be responsible for the difference.

Medicaid:
A program instituted pursuant to Title XIX (Grants to States for Medical Assistance Program)

of the United States Social Security Act (as added by the Social Security endments of 1965
now or hereafter amended).

Medically Necessary/Medical Necessity:

standards of medical practice; ¢) not solely for the conveni ital, or other
provider; and d) the most appropriate supply or level of y provided to
the Member in the most cost effective manner.

Necessary, as defined in this Certificate. The definiti edically Necessary used in this
e the way a doctor engaged in the
practice of medicine defines medically n

Medicare:

Title XVIII (Health Insurance A nited States Social Security Act (as
added by the Social Security A 65 now or hereafter amended).

Member:

A Subscriber and/or

er.
is Certificate for the definition of “Network Provider”. Also
is Policy, Network Provider means only those providers listed

Observation:
In a hospital fa ervation care is a set of specific, clinically appropriate services, which
include ongoing short-term treatment, assessment and reassessment. Treatment can
frequently include surgical services to resolve an urgent, unforeseen condition. An Observation
stay is considered an outpatient service and is paid as an outpatient benefit. It is an alternative
to an inpatient hospital admission to allow reasonable and necessary time to evaluate and

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and
responsibilities under the Policy.
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render medically necessary services to a member and determine if they may require an
inpatient stay or follow-up care in another setting.

Outpatient Hospital or Ambulatory Surgical Services:

An ambulatory surgery center is an outpatient surgical facility that provides day surgery
services to persons who need care for less than 24-hours. An outpatient surgical facility is a
registered public or private medical facility that has an organized staff of licensed practitioners
and registered professional nursing services with permanent facilities equipped and operating
primarily to perform surgery. The facility must be Medicare-certified and licensed or registered
to provide the treatment by the state in which it is located, as appropriate.

Out-of-Network Provider:

Please refer to Section | of this Certificate for the definition of “O f-Network Provider”.

Out-of-Pocket Expense Maximum:

vices. Partial Hospitalization services:
or addiction treatment partial

outpatient services, but less intensive t
e Must be provided in a licensed be
hospitalization facility;

e Must be provided by a lic addiction treatment provider;

e Are generally provided s per day, three (3) days per week.

Policy/Entire Policy:
Your Policy/Entire Polj

onsists of roup Master Policy, the Certificate, the Schedule of
Applicati ny other applications in either paper, electronic, or

order or refill. A prescription Drug includes a medication that, due to its characteristics, is
appropriate for self-administration or administration by a non-skilled caregiver. For the
purpose of Benefits under the Policy, this definition includes:

¢ Inhalers (with spacers)

e Insulin

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and
responsibilities under the Policy.
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o Oral hypoglycemic agents

o The following diabetic supplies:

Standard insulin syringes with needles;

Blood-testing strips —glucose;

Urine—testing strips —glucose;

Ketone-testing strips and tablets;

Lancets and lancet devices; and

Patient self-testing blood glucose meters (except continuous glucose systems)

O 0O O O O O

Prevea360 Health Plan (Prevea360):
Dean Health Plan, Inc., except in reference to Network Providers, as defin

Primary Care Provider (PCP):

A Network Provider who evaluates the Member’s total health nee
medical care in one or more medical fields. Typically, a Primary Ca
family practitioner, OB/GYN or an internist. You can choose either a
your PCP. If you choose a clinic rather than a doctor, you may see any

Prior Authorization/Prior Authorized:
A Prior Authorization is a written request that is co P and/or network
specialist provider requesting authorization of a i etwork Provider or,
in some cases, an Out-of-Network Provider. Ceg
before benefit coverage and claims paymen
Prior Authorization request must be submi
this service. A Prior Authorization denia
Member in writing. The Member and the
the Member will receive any services. If a
Authorization request, the claim
request for treatment does no
subject to any Policy and bene
payment of services received.

ed by Us before the Member receives
ervices will always be provided to the
2 the final decision regarding whether

23S services without an approved Prior
ound eligible for coverage. A verbal
orization request. Payment of services is

Qualified Depende
A Qualified Dependent

or unmarried biological child, stepchild, adopted child, legal
ed for adoption (by court order, a licensed county agency, a
agency, or a child welfare agency licensed by another State)
ars of age as determined by your employer. All placements
follow Wisconsin’s placement and adoptions laws. Please contact
Center if you have any questions;

iological child, stepchild, or adopted child who was called to active
duty prior eaching the age of 27 and is a Full-Time Student. The child has up to 12
months after completing active duty to apply for Full-Time Student status at an
institution of higher education. If the child has been called to active duty more than
once in four years since the first call to active duty, eligibility will be determined based
on the child’s age at the time of the first call to active duty;

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and
responsibilities under the Policy.
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e A biological child of a Subscriber’s dependent until the Subscriber’s dependent reaches
the age of 18;

e The Subscriber’s biological child, stepchild, child of a Domestic Partner, adopted child,
legal ward and any child placed for adoption who is required to be covered under the
Subscriber’s Plan in accordance with a Qualified Medical Child Support Order (QMCSO)
or National Medical Support Notice (NMSN).

Except as defined above, a person is not a Qualified Dependent if he/she is:
e Age 26 or above.
e On active military duty, including National Guard or reserves, except for military duty
shorter than 31 days.

other,the father
ity, a
and Family

Additionally, when a child is born to parents who are not married to
cannot claim the child as a dependent until a judicial court has est
statement of paternity has been filed with the Wisconsin Departm
Services, or the father is named on the birth certificate as the legal fa

insured asa Q
ovided family rage remains

A dependent child who is over the age of 26 may remai
under this Certificate if he/she meets certain requiremen
in force under this Certificate. The child must meet the foll

¢ Is an unmarried Qualified Dependent chilg -support because of a

physical or mental disability;
o Is dependent on the Subscriber for at leg he child’s support and maintenance;
¢ Have become disabled before he )

Written proof of the child’s disabling condibi pe aiven to Us within 31 days of the
dependent reaching the limiting age as desgki i is\Certificate and is subject to Our
approval.

Rescission:

A Rescission is a cance

However, a cancellatic
e The cancellation

f coverage that has retroactive effect.
f coverage is not a Rescission if:
coverage has only a prospective effect; or

limitations for Covere penses provided under the terms of this Certificate.
Service Area:
The geographic area from which We accept Members that has been approved by the
appropriate regulatory agency. Please visit prevea360.com or contact Our Customer Care
Center for more information about the geographic area We serve. The Service Area may
change from time to time.

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and
responsibilities under the Policy.
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Skilled Nursing Facility:

Skilled care services are medical services rendered by registered or licensed practical nurses,
physical, occupational and speech therapists. Patients receiving skilled care are usually quite ill
and often have been recently hospitalized.

A Skilled Nursing Facility is an institution that is licensed by the State of Wisconsin as a Skilled
Nursing Facility. Admission to a swing bed setting in a hospital is considered the same as a
Skilled Nursing Facility Confinement. A written Prior Authorization may be required if services
are provided by someone other than the Primary Care Provider. Rehabilitation services must
be deemed Medically Necessary by Us.

Social Security Number:
An identifying number assigned to an individual by the United Sta
Administration.

Special Enroliment Period:
A time outside of the Open Enrollment period during whij
Dependents are able to sign up for health coverage. Indi Dependents
are only eligible for a Special Enrollment Period if th i ecified events.

Please see Section V., “Coverage Information”, fo pecial Enroliment
Periods.

Stabilize:
To provide such medical treatment of a
assure, within reasonable medical proba
likely to result from or occur during the tr
the individual between floors or
contractions, it means to deliv

edical condition as may be necessary to
aterial deterioration of the condition is
ividual from a facility, or transfer of

cility. For a pregnant woman having

Subscriber:
The Eligible Employee

or proflt as determined by Us. If the Member does not have a
s the Member’s inability, due to illness or injury, to engage in the
the same age and gender. The Totally Disabled Member must
be unde etwork Provider. We have the right to require an examination
We reasonably require, to confirm the Total Disability.

Traditional S :
A woman whose own ovum is fertilized using donor sperm or the intended parent’s sperm. A
Traditional Surrogate contributes half of the genetic material to the child with which she is
impregnated.

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and
responsibilities under the Policy.
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Urgent Care:
Care that you need sooner than a regular doctor’s visit. Some examples of conditions that may

require Urgent Care are broken bones, sprains, minor cuts and burns, Drug reactions and non-
severe bleeding.

Follow-up care is not considered Urgent Care, unless such care is necessary to prevent your
health from getting significantly worse before you can reach your Primary Care Provider or
another Network Provider. Urgent Care does not include care that can be postponed until you
can safely travel to the Service Area to receive care from a Network Provider.

We, Us, Our:
Prevea360 Health Plan (Prevea360).

End of Section Il

L
S

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and

responsibilities under the Policy.
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I1l. BENEFITS

Certain terms used in this Section are defined throughout and/or in the Glossary of Terms.

A. GENERAL MEDICAL

¢ All services must be arranged and/or provided by a Network Provider, unless otherwise
stated in this subsection.
o Please contact Our Customer Care Center about services that require Prior

Authorization.

¢ We will cover one second opinion per injury or illness by a Networ ovider as long as
you have benefits available and you get a written Prior Authoriz , if one is needed.
You are required to get a Prior Authorization for an out-of-ne k second opinion.

e Any service that is covered under this subsection is also co ovided in
connection with a Clinical Trial, if Prior Authorization is obtai

¢ Please also see General Exclusions and Limitations and your Sc
any coverage limitations.

Office Visits

Covered Expenses:
Office visits and consults. For behavioral health
corresponding subsection within this Certificé

, please see the

Chiropractic Services

Covered Expenses (Not an All-Inclus
e Chiropractic examinatio iagNosis t, manipulation and treatment that,
delivered by a licensed d to yield significant patient
improvement and are not i tenance or Long-Term Therapy.

Non-Covered Chiro
¢ Maintenance or [
e Cervical pillows.

gement training classes.

Non-Covered Diabetic Education Expenses:
o Educational services, except for diabetic education.

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and
responsibilities under the Policy.
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Preventive Services

Preventive services are defined as health care services that might include screenings, check-
ups and patient counseling to prevent ilinesses, disease, or other health problems. The
Affordable Care Act (ACA) of 2010 outlined a specific listing of preventive services which
health plans cannot apply typical plan cost sharing to the Member.

Additionally, in order to be covered under the plan, preventive services must:
e Be performed by or ordered by a Primary Care Provider;
o Be expenses for;
o Care to evaluate or assess health and wellbeing;
o Screen for possible detection of unrevealed illness on a regul
e Be provided by a Network Provider; and
e Not be performed for the primary reason of diagnosing, mo i ting an illness
or injury. (See Section lll. Benefits, Part C. Diagnostic Servic

More information about the preventive services coverage required un an be
found at https://www.healthcare.gov/coverage/preventive-care-benefit

Covered Expenses:
¢ Physical health examinations (adult and we
e Appropriate screenings and counseling ; ollowing guidelines.
The categories below address a broac i ices including, but not
limited to, colorectal cancer screeni C i ancer screenings (e.g., Pap tests),
preventive mammograms and sc i
o Evidence-based items or servi rating of A or B in the current
recommendations of the United enti
o Immunizations for routi i @scents and adults that have in effect
a recommendation f
of the Centers for Dis Prevention ;
vidence-informed preventive care and

(o]
rehensive guidelines supported by the Health
ation (HRSA); or
o e and screenings for women provided for in

ines. This includes, but is not limited to:

rocedures for women; and,
tion and counseling related to contraception for all women with

ensive lactation support and counseling, by a trained provider during
pregnancy and/or in the postpartum period and costs for breastfeeding
equipment.

= Screening and counseling for interpersonal and domestic violence.

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and
responsibilities under the Policy.
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https://www.healthcare.gov/coverage/preventive-care-benefits/

Laboratory and diagnostic studies may be subject to other plan benefits (diagnostic or
treatment benefits) if determined not to be part of a preventive visit. When a Member has
symptoms or a history of an iliness or injury, laboratory and diagnostic studies relating to that
illness or injury are no longer considered part of a preventive visit.

Please refer to the “Diagnostic Services” subsection for non-preventive services.
You may be responsible for paying out-of-pocket costs for any services We do not deem
preventive.

Non-Covered Expenses:
e Any service, except those listed as covered in this preventive subs

Please also see General Exclusions and Limitations and your Schedul enefits for any
coverage limitations.

o Supplies or equipment may require a Prior Authorj
o Please contact Our Customer Care Center abou
Authorization.
e Supplies or equipment shall either be purch i ake that decision.
Supplies or equipment cannot be rented an to buy.
e The cost sharing amounts as listed on
rental.
e Supplies or equipment must be p
and must be medically appropriat
e Supplies or equipment must be arr
network medical equipm i

eatment of a diagnosed illness or injury
tive for that illness or injury.

rable medical equipment.
t are not limited to:

= Oxygen and respiratory equipment.

*» Walking aids, e.g., walkers, crutches and canes.
= Orthopedic products, e.qg., braces and splints.

= Urological and ostomy supplies.

= Orthotics and prosthetics.

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and
responsibilities under the Policy.
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= Diabetic durable equipment and insulin infusion pumps. Insulin infusion pumps
are limited to one pump per Contract Period, and the Member must use the pump
for 30 days before purchasing.

= Other Medical Supplies as determined by Us.

Diabetic Supplies

Covered Expenses:
e Insulin, disposable supplies and any prescription medication for the treatment of
diabetes. Disposable supplies include: blood or urine glucose strips, control solutions for
blood glucose monitors, alcohol swabs, cotton swabs, finger stick ices, lancets and
syringes. Single packaged items, such as blood glucose sticks, ar ited to two items
per Copay.

Some of these diabetic supplies and equipment are also covered
benefit. If you choose to purchase such supplies and equipment thro
cost-sharing will be determined by your prescription benefit.

Non-Covered Supplies and Durable Medical Equip
¢ Maedical supplies and durable medical equipmsg | hygiene and
convenience, regardless of the Medical Neg y . ples include but

Health Care Provider equipment, dispa elp devices not medical
in nature.
¢ Home testing and monitoring su ed equipment, except as covered by
Our medical policy.
¢ Equipment, models or devices that
Necessary. Coverage will limited
¢ Non-prescription elasti
e Shoes or foot orthotics n
e Any durable medical equip
purposes.

er and above what is Medically
1 model as determined by Us.

and purchased over the counter.

s used for work, athletic, or job enhancement

e Back-up equipme
Replacement of d

edical policy or mandated by law.
that is lost, stolen, or unusable/nonfunctioning because of

Oral Nutrition: nutrition is not considered a medical item. We do not cover

nutritio rt that is taken orally (i.e., by mouth), unless mandated by law or
covered under Our medical policy for a specific condition. Examples include, but are not
limited to, over-the-counter nutritional supplements, infant formula and donor breast
milk.

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and
responsibilities under the Policy.
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Please also see General Exclusions and Limitations and your Schedule of Benefits for any
coverage limitations.

C. DIAGNOSTIC SERVICES

o Certain Covered Expenses require Prior Authorization.

o Please contact Our Customer Care Center about services that require Prior
Authorization.

o All services must be arranged and/or provided by a Network Provider, unless otherwise
stated in this subsection.

o We will cover one second opinion per injury or illness by a Networ
there are benefits available and a written Prior Authorization is
Prior Authorization is required for an out-of-network second

e Any service that is covered under this subsection is also co vided in
connection with a Clinical Trial, if Prior Authorization is obtai

¢ Please also see General Exclusions and Limitations and your Sc
any coverage limitations.

ovider as long as
hed, if needed.

Labs & X-rays

Covered Expenses:
e Lab tests.

X-rays.

Lead screening tests for children
Non-preventive colonoscopy.
Non-preventive mammography sc
Pelvic examinations.
Non-preventive papanic
Inpatient diagnostic ser
admitted to a hospital, Ski
Outpatient facility MRI.
¢ Outpatient faci
Outpatient PET

s of birth and 6 years.

imited to services received while
ility, or hospice center.

Other Diag

Pulmona
Sleep Study~
Nerve conduction studies.
Neuropsychological testing.
Swallow study.

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and
responsibilities under the Policy.
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Please also see General Exclusions and Limitations and your Schedule of Benefits for any
coverage limitations.

D. HEARING & VISION SERVICES

e Supplies or equipment may require Prior Authorization.
o Please contact Our Customer Care Center about services that require Prior
Authorization.
o Please also see General Exclusions and Limitations and your Schedule of Benefits for
any coverage limitations.

Hearing Services

Covered Expenses:
o Hearing exams to determine if correction is needed.
e One hearing aid per ear or one set of bilateral hearing aids (bot

and older. Benefits are available per Benefit Perio
months from the date the benefit is first used.
¢ Repairs as Medically Necessary.

e The hearing aid must be repaired by/purch
contact Our Customer Care Center wit
providers, or reference Our website a

e Cochlear implants, for children an
post-cochlear implant aural thera
“Therapies, Rehabilitation & Habili

¢ Bone-anchored hearing aids with P

g procedures for implantation and
)y benefits please refer to Section I.

of this benefit, reasons for surgical repair include treatment for
cataracts or ases of the cornea surface, as defined by Our medical policy.

e Routine vsio s/services.

¢ Medicall sary vision exams/services.

Non-Covered Vision Expenses:
o Refractive eye surgery and radial keratotomy.
e Eyeglasses for adults, including frames.

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and
responsibilities under the Policy.
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Contact lenses (except as a part of cataract surgery or therapeutic contact lenses as

defined by Our medical policy).
o Refractive exams related to contact lenses.

o Any fitting of contact lenses (except for fitting of therapeutic contact lenses as

defined by Our medical policy).
Any replacement lenses for contacts or eyeglasses for adults.
Orthoptics (e.g., eye exercise training).
Refraction aids for low vision and instruction in their use.

Eve Glasses — Children

Covered Expenses:

Non-Covered Expenses:

One pair of prescription eyeglasses per year, as follows:
Glass or plastic lenses.

Single vision, conventional (lined) bifocal and convention
Polycarbonate lenses (monocular or patients with prescript
Frame.

Scratch resistant coating.

Ultraviolet protective coating.

One replacement pair of eyeglasses per ye
There may be limits on where you can g
benefit. Please refer to Our Provider [2
information.

O O O O O O 0 O

Blended segment lenses.

Intermediate vision lenses.
Standard progressives.
Premium progressives.
Photochromic glass lense
Plastic photosensitive lenses:
Polarized lense
Standard anti-re
Premium AR coa
Contact lenses.

OSPITAL & SURGICAL SERVICES

require Prior Authorization.

lasses under this
m for more

ions and Limitations and your Schedule of Benefits for any

o Please contact Our Customer Care Center about services that require Prior

Authorization.

All services must be arranged and/or provided by a Network Provider, unless otherwise

stated in this subsection.

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and

responsibilities under the Policy.
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e [npatient and outpatient hospital services are covered when they are necessary for the
admission, diagnosis and treatment of a patient as determined by Us.

e Follow-up care with an Out-of-Network Provider to treat the same condition requires a
written Prior Authorization, initiated by your Network Provider and approved by Us.

e Hospital admission or being admitted in a hospital, means being registered as inpatient
in a hospital or receiving Emergency Services in a hospital for an illness or injury.

o Hospital swing-bed Confinement is considered the same as Confinement in a Skilled
Nursing Facility. Please refer to the “Skilled Nursing Care Services” subsection of this
Certificate.

¢ For coverage of inpatient services pertaining to dental care, please refer to the Benefits,
“Dental Services” section of this Certificate.

¢ Please also see General Exclusions and Limitations and your Sch
any coverage limitations.

e of Benefits for

Inpatient Hospital

Covered Expenses:
¢ Hospital and specialty hospital services for a semi
¢ Any other Medically Necessary hospital expenses.

ivate room or i care unit.

Non-Covered Expenses for Inpatient Hospi
e Take home Drugs and supplies dispense i written prescription

is obtained and filled at a network pha

¢ Hospital stays that are extended f C than Medical Necessity (e.qg., lack of
transportation, lack of caregiver

e A continued hospital stay, if the at Care Provider has documented that
care could effectively be provided i :
Facility or Member’s ho

e Separate charges for p nience items.

Inpatient Rehabilitation

Covered Expenses:
¢ Inpatient Rehabili onfinement when Prior Authorized.

ion stays that are extended for reasons other than Medical
Necessity (e.g., | of transportation, lack of caregiver or inclement weather).
e A contin
t care could effectively be provided in a less acute care setting (e.g.,
Skilled Nursing Facility or Member’s home).

e Separate charges for personal comfort or convenience items.

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and
responsibilities under the Policy.
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Detoxification Services

Covered Expenses:
o Medically Necessary detoxification services provided by an approved Health Care

Provider.

You or the provider must notify Us if you are receiving detoxification services.
These services are covered separately from the Behavioral Health & Addiction benefit.

Outpatient Hospital or Ambulatory Surgical Services

Covered Expenses:
o Outpatient Hospital or Ambulatory Surgical Services, includin
o Diagnostic services.
o Observation stays.
o Medical services in an outpatient setting, e.g., IV infusions, c

radiation therapy.
e Surgical procedures provided in a Health Care Pr

Please also see General Exclusions and Limitations a efits for any
coverage limitations.

Also refer to subsections above for Inpatient : i d/or Diagnostic
coverage details.

F. SKILLED ARE SERVICES

¢ Please contact Our Cust rvices that require Prior
Authorization.
e Please also see General E
any coverage limitations.

itations and your Schedule of Benefits for

Skilled Nursing Faci

s require Prior Authorization.
services are covered when they are necessary for the admission,
t of a patient as determined by Us.

All Skilled Nursing

Non-Covered Expenses for Skilled Nursing:
o Respite and residential care.

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and

responsibilities under the Policy.
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e Any nursing facility services other than skilled nursing services, including intermediate
care facilities and community re-entry programs.
e Custodial Care.

o Examples of custodial (or non-skilled) care provided by “non-skilled” persons
include: range of motion exercises, strengthening exercises, wound care, ostomy
care, tube and gastrostomy feedings and maintenance of urinary catheters. Daily
care such as assistance with getting out of bed, bathing, dressing, eating,
maintenance of bowel and bladder function, preparing special diets and assisting
patients with taking their medicines, or 24-hour supervision for potentially unsafe
behavior.

o Charges for injectable medications administered in a nursing home
cover the nursing home stay.

o Tracheostomy care (if not skilled care).

¢ Parenteral feeding or tube feeding care.

en We do not

Home Health Care

e All services must be Medically Necessary, Prior A i ome care

Covered Expenses:
e Home care.
o The attending Health Care Provide ' ital Confinement, or

provided; b) the Member’s Im y, or others living with the Member,
cannot provide the needed ca pt without undue hardship; and c¢) a
state licensed or Medicare certi

¢ The assessment and de
o A registered nurse, ph
assessment and the atte

t or medical social worker must do this
are Provider must request or approve this

service.
o Individual vis ) rofessional who provides skilled services under a
home care pla rize them.
° behavioral health and addiction and speech therapy.
° and medicines prescribed by a Health Care Provider.
. d by a Health Care Provider.
. registered or certified dietitian must give or supervise these
. tered in connection with home health care.

Non-Covere es for Home Health Care:
Residential care.
e Private duty nursing.
o Defined as individual and continuous care (in contrast to part-time or intermittent
care) of four or more hours; provided according to an individual plan of care,

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and
responsibilities under the Policy.
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including shift care; and provided by a registered or licensed practical nurse or a
certified nursing assistant.
e Home care services provided by a family member or someone who resides with the
Member.
o Custodial Care or any service that is not required to be provided by a skilled/licensed
provider.

Hospice Care

e Hospice Care requires Prior Authorization.

o Please contact Our Customer Care Center for a current list of s
Prior Authorization.

o To be eligible for Hospice Care benefits, the Member must

six months or less, as confirmed by the attending Health

Expenses will continue if the Member lives longer than si

ices that require

a life expectancy of
igder. Covered

Covered Expenses:

o Hospice Care provided in the home or at a Hospic

o Hospice Care may include routine home care, c
hospice.

o Coverage is provided for Hospice Care

are facility.

uous home ca d inpatient

Non-Covered Expenses for Hospice Ca
e Residential care.
e Services provided by volunteers.
¢ Housekeeping or homemaking ser

Please also see General Exclusi i i nd your Schedule of Benefits for any
coverage limitations.

G. ENT CARE SERVICES

o Please contac are Center about services that require Prior
Authorization.
rvice Area, Emergency Services must be arranged and/or

Provider whenever possible.

you are Stabilized. If you do not wish to be transferred to a network facility, we may not
continue to cover your care.

¢ Claim payments for Urgent Care and Emergency Services provided by an Out-of-
Network Provider will be based on Our Maximum Allowable Fee. You will be responsible
for any fees that exceed this amount.

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and
responsibilities under the Policy.
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Ambulance Services

If you have a question regarding when to seek Urgent Care or Emergency Services, you
can call Our 24-hour nurse access line for Wisconsin residents, Prevea Care After Hours,
888.277.3832.

Look on the back of your Identification (ID) card for instructions on when to call Us in
urgent or emergency situations. You should carry your ID card with you at all times.

No Prior Authorization is needed for emergency and Urgent Care. However, if you need
to be admitted to a facility We must be notified within 48 hours or next business day
(whichever is longer) at 877.230.7555 (TTY: 711).

Please also see General Exclusions and Limitations and your Schedule of Benefits for
any coverage limitations.

Covered Expenses:

Ground Ambulance Services

Ambulance transportation must be provided by an establis tate i ed
ambulance service and comply with all local and federal law

Ground ambulance transportation to or from

following circumstances:
o The Member needs to be trans
another inpatient facility care

equires transfer to a higher level of care, and

f post-partum care and has been accepted
n-urgent or non-emergency ground ambulance
between higher level of care to lower level of care

med Medically Necessary to treat the injury or medical condition
the call for the ambulance.

Air and Water Ambulance Transportation

Ambulance transportation to transfer a Member to a hospital or from one hospital to
another hospital is covered if all of the following requirements are met:

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and
responsibilities under the Policy.
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o The Member needs to be transported due to an emergency situation and requires
medical attention along the way;

o Using any other method of transportation, including ground ambulance
transportation, would endanger the Member’s health;

o The transferring hospital cannot provide the hospital or skilled nursing care the
Member’s illness or injury requires; and

o The facility which receives the transported Member is the nearest one with
appropriate facilities.

Non-Covered Ambulance Expenses:
e Non-emergency or non-urgent ground or air ambulance services or,
unless the transportation or service is listed as a Covered Expen der Ground
Ambulance Transportation in the Section or is Prior Authorize
e Charges for, or in connection with, any other form of travel, se stated in
this Section.
e Member’s condition does not meet medical criteria for ambula
transportation.
e Any ambulance transportation or services initiate
reasons.

r convenience

Emergency Services

What to do in case of emergency:
EMERGENCIES OUTSIDE OUR SERVICE AREA?
outside the Service Area and cannot ret
notify Our Customer Care Center as soo
from an Out-of-Network Provider.

2d Emergency Services while you are
o the nearest medical facility. You must
en you receive Emergency Services

EMERGENCIES WITHIN OUR
inside the Service Area, please
a Network Provider, you should g
Emergency Services o gent Care
Customer Care Center

ed Emergency Services while you are
ork Provider. If you are unable to reach
medical facility for assistance. If you seek

e services. If you cannot reasonably notify Us within 48 hours
ever is longer) following admission, your claim will not be

responsi
or the n
affected.

. om services provided for an Emergency Medical Condition.
o Out-of-pocket responsibility, as defined in your Schedule of Benefits, may apply to
any services beyond the emergency room facility charges, including but not limited

to supplies, prescriptions, diagnostic testing and imaging services.

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and
responsibilities under the Policy.
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o ER Copay is waived if admitted for Observation or inpatient directly from the
emergency Vvisit.

o Please note that emergency room services provided by an Out-of-Network Provider
will be paid based on the Maximum Allowable Fee. You will be responsible for any
fees that exceed the Maximum Allowable Fee.

Urgent Care Facility

What to do if you need Urgent Care:
When you are in the Service Area, Emergency Services must be arranged and/or provided by
a Network Provider whenever possible.

are Center as soon
ay be

If you cannot safely return to the Service Area please call Our Custo
as possible after seeing an Out-of-Network Provider. The claim for
reviewed by Us to determine if the diagnosis or symptoms were u

Covered Expenses:
¢ Urgent Care services.
o Out-of-pocket responsibility, as defined in you

edule of Benefi ay apply to

any services beyond the Urgent Care Health [ es, including but
not limited to supplies, prescriptions, di; i Ing services

o Please note that Urgent Care service etwork Provider will
be paid based on Our Maximum Al esponsible for any fees

Please also see General Exclusions and L i our Schedule of Benefits for any
coverage limitations.

If you have a question regardi ncy or Urgent Care, you can call Our 24-
hour nurse access line at 888.2

T-OF-AREA CARE

o Please contact O are Center about services that require Prior
Authorization.

xclusions and Limitations and your Schedule of Benefits for

services you receive outside of Our Service Area.
Our Service Area, look at the back of your ID card to help you
u can seek care or call Our Customer Care Center at 877.230.7555

o Outpatient behavioral health and addiction services: If a Full-Time Student, attending
school in Wisconsin but outside the Service Area:

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and
responsibilities under the Policy.
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o We will provide benefits for a clinical assessment by an Out-of-Network Provider We
designate. Please see the “Behavioral Health & Addiction Services” provision, under
subsection “Behavioral Health & Addiction Services,” for information.

Out-of-Area Care

o The following Covered Expenses are available to you if you are temporarily outside of
the Service Area; they are not available if you are permanently outside of the Service
Area.

o A member is permanently outside the Service Area if he or she resides continuously
outside the Service Area for more than 90 days, unless the Me ris a Full-Time
Student.

e This coverage is subject to Maximum Allowable Fees, as defin
Terms and to any applicable Copays, Deductibles and/or Cai

the Glossary of

Covered Expenses:
e Initial Emergency Services.
o Emergency room Copay is waived if admitted t services.
¢ Urgent Care services.
¢ Follow-up care following emergency or Urge uthorization is
obtained, for a maximum of three follow-up days of the initial
emergency room/Urgent Care visit. No i i llow-up care without

Prior Authorization.
o Follow-up care is care that is received ai e’ Initial emergency or urgent condition
has been Stabilized and that r ergency room/Urgent Care visit.

Non-Covered Follow-up Care Expen
e Services for a Member whe i the Service Area.

e Services or sup
as non-covered

any coverage limitations.

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and
responsibilities under the Policy.
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Autism Spectrum Disorder

Please contact Our Customer Care Center for coordination of care assistance. Please refer to
your Schedule of Benefits for benefit information and limitations.

Covered Expenses:
o Services specifically related to a primary verified diagnosis of autism spectrum disorder,

which includes autism disorder, Asperger's syndrome and pervasive development
disorder not otherwise specified. Verified diagnosis must be conducted by a provider
skilled in testing and in the use of empirically validated tools specific for autism
spectrum disorders. For the diagnosis to be valid, the evidence mu eet the criteria
for autism spectrum disorder in the most recent Diagnostic and stical Manual of
Mental Disorders published by the American Psychiatric Associ n. These services
include:

mutually agreeable to the Member and Us.
o Intensive-level services. The Member is eligible

» Evidence-based.

= Provided by a qualified pr

= Based on a treatment plan
defined by state law that inc
a six-month period of time wi

by state law.

a qualified provider or professional as
ge of 20 or more hours per week over
gnitive, social, communicative, self-
efined, directly observed and

all require that the Member be present

nducive to achieving the goals of the

= |ncludes ti
involveme

ion, participation in team meetings and active
s family and treatment team for implementation of

ust be directly observed by the qualified provider at least once

every two nths.
o Non-i ive-level services. The Member is eligible for non-intensive-level
servic uding direct or consultative services, that are evidence-based and are

provided by a qualified provider or qualified paraprofessional if one of following

conditions apply:

= After the completion of intensive-level services and designed to sustain and
maximize gains made during intensive-level treatment.

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and
responsibilities under the Policy.
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» To a Member who has not and will not receive intensive-level services but for

whom non-intensive-level services will improve the Member’s condition.
o Non-intensive-level services must be consistent with the following:

» The services are based upon a treatment plan and includes specific therapy goals
that are clearly defined, directly observed and continually measured and that
address the characteristics of autism spectrum disorders. Treatment plans shall
require that the Member be present and engaged in the intervention.

» |Implemented by qualified providers, qualified supervising providers, qualified
professionals, qualified therapists or qualified paraprofessionals as defined by
state law.

* Provides treatment and services in an environment most con
the goals of the Member’s treatment plan.

= Provides training and consultation, participation in team
involvement of the Member’s family in order to imple
developed by the team.

= Provides supervision for qualified professionals and par
treatment team.

» Services must be assessed and documente

cive to achieving

tings and active

treatment.

Non-Covered Autism Spectrum Disorder Expenses:
e Acupuncture.

Animal-based therapy including hippoth

Auditory integration training.

Chelation therapy.

Child care fees.

Cost for the facility or location wh

outside a Member’s home.

Cranial sacral therapy.

Custodial or respite car

Hyperbaric oxygen thera

Provider travel expenses.

herapy or services are provided

ember residing in a residential treatment center,
facility.
edical equipment*.

inpatient treatme
e Prescription Drug

*These ite under the normal terms and conditions of the Policy and are not
covered i trum Disorder benefit. Please see the Prescription section/or
Section | al Supplies/Durable Medical Equipment” for more information.

Outpatient Physical eech and Occupational Therapy

Covered Expenses:
e Medically Necessary services resulting from illness or injury.
e Speech and hearing screening examinations to determine the need for correction.
e Post-cochlear implant aural therapy.

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and
responsibilities under the Policy.
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Non-Covered Outpatient Physical, Speech and Occupational Therapy Expenses:

e Vocational rehabilitation, including work hardening programs.

o Hearing therapy for communication delay, therapy for perceptual disorders, mental
retardation and related conditions and other long-term special therapy, except as
specifically listed under the “Habilitative Services” or “Autism Spectrum Disorder”
section.

o Therapy services such as recreational or educational therapy, physical fitness or

exercise programs.

Biofeedback, unless Prior Authorization is obtained.

Services to enhance athletic training or performance.

Services or treatment received at intermediate care facilities.
Submaximal Stress Testing except for members with cardiovasc

These therapy benefits are only for treatment of those conditi
the attending Health Care Provider, are expected to yield signi
improvement, as determined by Us. Therapists must be licensed a
patient’s home or be a family member.

Habilitative Services

e Certain services require Prior Authorizatiop

o Please contact Our Customer Care Cg ervices that require

Prior Authorization.

e Coverage for habilitative devices, li 9 dical devices, is subject to the
limitations in Our “Medical Suppli . dical Equipment” subsection.

Covered Expenses:
¢ Physical therapy, occupati eech therapy.
e Counseling.
e Behavioral health services:!
e Services for developmental
Non-Covered Expe Services:
Custodial Care.

Covered Exp :
o Medically Necessary rehabilitation services for myocardial infarction, coronary bypass
surgery or stable angina pectoris.

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and
responsibilities under the Policy.
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Pulmonary Rehabilitation

Covered Expenses:
o Medically Necessary rehabilitation services for chronic obstructive and restrictive lung
disease.

Radiation Therapy

Covered Expenses:

e Medically Necessary therapeutic methods, such as x-rays, radium and radioactive
isotopes.

o Please contact Our Customer Care Center for a list of approv,

o Services may require Prior Authorization.

roviders.

Please also see General Exclusions and Limitations and your Sched
coverage limitations.

Authorization.
e There is a limited set of dental, trauma

temporomandibular disorder (TMD),relate es provided under this Certificate. We
do not cover other dental or den ices except as described in this
subsection.

restoration that does not compromise the strength and integrity of the tooth
structure and has no evidence of periodontal disease that would predispose the
tooth to injury.

e The evaluation of the injured tooth must occur within 72 hours of the injury.

e The repair of the injured tooth must be initiated within 120 days of the injury.

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and
responsibilities under the Policy.
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e The treatment must be completed within 24 months of the injury.

Covered Expenses:
e Tooth extractions, initial repair and/or replacement with artificial teeth, because of an
accidental injury.

Non-Covered Expenses for Trauma/Accidental Injury to Teeth:

o All dental services, except those listed as covered in this “Dental Services” subsection.
Surgery performed to correct functional deformities of the mandible or maxilla.
Correction of malocclusion.

Orthognathic surgery.

Orthodontic care, periodontic care, or general dental care.

Restoration.

o Crowns and root canals are covered only if such treatm
acceptable treatments for the trauma/accidental injury.

¢ Tooth damage due to eating, chewing or biting.

are th y clinically

Oral Surgery

Covered Expenses:
e Surgery consult and/or evaluation.
e Surgical procedures as follows:
o Removal of tumors and cysts that &
o Treatment for accidental injurieg,of the
mouth.
o Apicoectomy.
o Removal of exostoses of the ja
denture placement.
Treatment of fractur
External/ internal incisi i of facial abscess of soft tissues.
ands or ducts.

d to non-bony impacted teeth.
eeks, lips, tongue, roof and floor of

2 when not performed to facilitate

Oral Surgery:
Dt those listed as covered in this “Dental Services” subsection.

Orthodontic care, periodontic care, or general dental care.
Removal of impacted teeth.

Restoration.

o Examples include but are not limited to crowns and root canals.
e Tooth damage due to eating, chewing or biting.

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and

responsibilities under the Policy.
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e Dental implants.

Medically Necessary General Anesthesia for Dental Procedures

All services must be Medically Necessary and Prior Authorized.

Covered Expenses:
e Administration of general anesthesia.
o Facility charges occurring in connection with the dental services provided.

Non-Covered Expenses for Hospitalization for Dental Procedure
o Hospitalization costs for services not listed in this Section, exce
“Hospital & Surgical Services” and “Dental Services” subsectio
Authorization is required.

ose listed in the

Temporomandibular Disorders (TMD)

Covered Expenses:

¢ Diagnostic procedures and Medically Necessary su i reatment for
the correction of temporomandibular disordg apply:
o Services are provided under the accep ; ssion of the Health

Care Provider providing the service.
o The procedure or device is reasona
treatment of this condition.
o The purpose of the procedure i 0 control or eliminate infection, pain,
disease or dysfunction.

[ )
ct Our Customer Care Center about services that require Prior
Authorization.

o Behavioral health services are for those conditions classified as a behavioral health
disorder by the International Classification of Diseases published by the American
Medical Association and/or the Diagnostic and Statistical Manual of Mental Disorders
(DSM) published by the American Psychiatric Association.

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and

responsibilities under the Policy.
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o To qualify, a treatment program must be staffed by a multi-disciplinary team, which
should include registered nurses, occupational therapists, social workers, psychologists,
doctors or other health care professionals. The treatment must be provided by
behavioral health or addiction credentialed professionals and the treatment program
must include a quality assurance program to review gquality of care.

o Court-ordered services may not be covered if those services are NOT performed by a
Network Provider, unless the services are a result of an Emergency Detention or
received on an emergency basis, and you or your provider notifies Us within 72 hours
after the initial services.

o Related diagnostic services and prescription Drugs are not subject to these behavioral
health and addiction benefits. For benefit information, please see t
Services” subsection; “Medical Supplies/Durable Medical Equipm subsection; and

the Outpatient Prescription Drug section.

o Coverage is in accordance with the Paul Wellstone and Pete ici tal Health
Parity and Addiction Equity Act of 2008.

¢ Inpatient detoxification services are considered medical servic e NOT

for more information on this coverage.
¢ Please also see General Exclusions and Limitations a
any coverage limitations.

of Benefits for

Inpatient Behavioral Health and Addicti

Covered Expenses:
e Services provided at an inpatient avioral health inpatient/residential
facility.

e Services in a residential/i i i ent program provided by a licensed
professional in a state li i

e Partial Hospitaliza | i utpatient/Day Treatment Programs.
e Outpatient service ding group, family and individual therapy.
h a behavioral health or addiction treatment Health Care

attending school in Wisconsin, but outside the Service Area:
by an Out-of-Network Provider and 5 visits for outpatient

or addiction treatment with an approved Prior Authorization. We
o choose the provider. Further treatment may be authorized upon

e Services for the following treatments and programs:
o Services for persons with chronic behavioral health disorders provided through a
community program. These programs provide services to people with chronic
behavioral illnesses that, due to history or prognosis, require repeated acute

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and
responsibilities under the Policy.
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treatment or prolonged periods of inpatient care. Benefits are payable only for
charges directly related to treatment of behavioral health disorders.

o Coordinated emergency behavioral health services for persons who are experiencing
a behavioral health crisis or who are in a situation likely to turn into a behavioral
health crisis if support is not provided. Services are provided by a program certified
for the period of time the person is experiencing a behavioral health crisis until the
person is Stabilized or referred to other providers for stabilization. Certified
emergency behavioral health service plans shall provide timely notice to Us to
facilitate coordination of services for persons who are experiencing, or are in a
situation likely to turn into, a behavioral health crisis.

Non-Covered Behavioral Health and Addiction Expenses:
e Biofeedback.
e Family counseling for non-medical reasons.
o Wilderness and camp programs, boarding school, academy- tio rograms and
group homes.
Halfway houses.
Hypnotherapy.
Long-Term or Maintenance Therapy.
Marriage counseling.
Phototherapy.

Please also see General Exclusions and Limita of Benefits for any

coverage limitations.

considered Experimental or Investigational.
viewed by Us. Our definition of
appropriateness ividual patient considerations and supportive medical
literature.
e Coverage for org : it costs is limited to costs directly related to the
procurement of a :

de the following: organ transportation, compatibility testing,
gery (when a live donor is involved).
xclusions and Limitations and your Schedule of Benefits for

Transplant Service

Covered Expenses:
e The following organ and tissue transplants when ordered by a Health Care Provider.
This is not a complete list, although these are the most common:
o Bone marrow
o Stem cell

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
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Cornea

Heart

Heart/lung

Kidney

Liver

Pancreas

Kidney/pancreas

Intestine

e Health services provided to a Member’s organ donor which are directly related to organ
procurement.

0O 0 O O O O O O

Non-Covered Transplant Expenses:

o Health services for organ and tissue transplants unless specific covered under this
Policy.

¢ Organ procurement costs for a Member who is donating an

o Organ procurement costs may be covered by the organ re ifsurance

policy.
e Health services for transplants involving permane
¢ Transplant services that are not performed at an a

echanical or
ved facility.

Kidney Disease Treatment

Covered Expenses:
¢ Inpatient and outpatient kidney disgase

o Limited to all services and su

not limited to: dialysis, transpl

Care Provider charges.

lated to kidney disease, including but
related charges and related Health

cipient of the kidney is Our Member.

g compatibility testing charges) are
those charges related donating the kidney.

o We are not required to age available to the Member under Medicare
or under an Rer insuran the Member may have.

The covered donor-

Non-Covered Expens
Any transplants al

° estigational transplant.
. on-human or artificial organs.
Please als lusions and Limitations and your Schedule of Benefits for any

coverage limitations.
M. OTHER SERVICES

¢ Please contact Our Customer Care Center about services that require Prior
Authorization.

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and
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o Please also see General Exclusions and Limitations and your Schedule of Benefits for
any coverage limitations.

Anesthesia Services

Covered Expenses:
o Anesthesia services provided in connection with Covered Expenses under this Policy.

Non-Covered Anesthesia Expenses:
e Anesthesia services provided for non-covered expenses, unless specifically listed as a
Covered Expense within this Policy.

Clinical Trials

Benefits are only available if a Member is clinically eligible for partic | Trial,

as determined by the researcher.

Covered Expenses:

¢ Routine patient care costs for Clinical Trials, which ;
o Covered Expenses for which benefits are i i a clinical trial.

o Covered Expenses for the reasonable 3 isig from participation

in a clinical trial, such as the diagnosij

o Covered Expenses required solely

=  Administration,

» Clinically appropriate moni ember’s direct clinical management),

or

» Prevention of complications

Device, or Drug.

jonal Procedure, Treatment, Supply,

Non-Covered Clinical Trial
e Expenses for preventive clin .
¢ Non-routine pat linical Trials, which include the following:
o i | Procedure, Treatment, Supply, Device, or Drug.

ntions for patients with terminal illnesses.
services that meet specified criteria in accordance with Our

s provided solely to satisfy data collection and analysis needs and
in the direct clinical management of the Member.

es provided by the research sponsors free of charge for any person
trial.

Maternity Services and Coverage for Newborns

Hospital services are covered under the “Hospital & Surgical Services” subsection.
Maternity benefits are also available for a Qualified Dependent who is covered as a Member.

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and
responsibilities under the Policy.
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Covered Expenses:

e Health Care Provider services.
o You do not need a Prior Authorization from your network PCP to see an OB/GYN.

¢ Prenatal and postpartum care, including services directly related to deliveries, ectopic
pregnancies, cesarean sections, and miscarriages.

New Members who are in their third trimester as of their Effective Date and are seeing an
Out-of-Network Provider may continue receiving care from their Out-of-Network Provider
for the duration of their pregnancy and until their first postpartum checkup. Services
provided by an Out-of-Network Provider require Prior Authorization.

Statement of Rights under the

Newborns’ and Mothers’ Health Protecti

Under federal law, health insurers such as Us generally may not re
hospital length of stay in connection with childbirth for the mother o
48 hours following a vaginal delivery, or less than 96 hours following a
Federal law does not prohibit the mother’s or newborn’gfattending Healt
after consulting with the mother, from discharging the
48 hours (or 96 hours as applicable). If this occurs,
shorter stay. We may not require you to obtain
excess of 48 hours (or 96 hours).

your out-of-pocket costs. For informat horization, please call Our Customer
Care Center.

Non-Covered Maternity Ex
¢ Amniocentesis, CVS (Cho
performed exclusively for s

e Services, Drugs, i abortions, except when: 1) a woman suffers from
a physical disordé j r physical iliness that would place the woman in
danger of death u is performed; 2) the pregnancy is the result of an act

-of-hospital deliveries (e.g., free standing birthing centers).

ed outside the Service Area during the last 30 days of the
ergency and Urgent Care services. For an explanation of these
rgency & Urgent Care Services subsection.

or supplies for a non-Member Traditional Surrogate or Gestational

t covered under this Policy.

e Treatment, servi
Carrier, i

Congenital Defects and Birth Abnormalities:

Congenital defects and birth abnormalities are considered an injury or illness under the terms
of this Policy. Coverage will apply to a Qualified Dependent who is not a married spouse of the
Subscriber and who has been continuously enrolled in health insurance offered by the

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and
responsibilities under the Policy.
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employer (i.e. the employer who purchased or acquired this Policy) since date of birth or date
of adoption, until coverage under this Policy ends. Coverage includes the functional repair or
restoration of any body part when necessary to achieve normal body functioning. This does
not include cosmetic surgery performed solely for appearance improvement.

All other services for your newborn or adopted child will be covered as otherwise described in
this Certificate.

Surgical Services

Covered Expenses:
e Surgical procedures required to treat an illness or accidental inju
o Preoperative and postoperative care, necessary assistant and

elective sterilization, unless stated otherwise in this Policy.
e |f a Member is receiving benefits in connection with a maste elects to have

breast reconstruction surgery in connection with that mastect

coverage for:

o Reconstruction of the breast on which the ma

o Surgery and reconstruction of the other breast

appearance; and
o Prostheses and physical complications g

ultantservices, and

lymphedema.
= Prosthetics are subject to the be 2d i edical Supplies/Durable
Medical Equipment” subsection.
e Coverage for lymphedema is subj » 2fits provided under the “Outpatient

pvision of this subsection.

Meningococcal
Rabies
Japanese B Encephalitis
Influenza

Routine Immunizations

O OO0 00 O0O0O0KL

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
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o Travel-related prescriptions for the following conditions (cost-sharing will be
determined by your Outpatient Prescription Drug benefit):
o Malaria Prophylaxis
o Travelers’ Diarrhea
o Altitude Illiness
o Motion Sickness

Non-Covered Travel Immunizations and Medicine Expenses:
e Any travel-related prescriptions not listed above. Or on your formulary.
o Work related travel.

Please also see General Exclusions and Limitations and your Schedule
coverage limitations.

nefits for any

N. OUTPATIENT PRESCRIPTION

specific Copay, Deductible and/or Coinsurance. Ple ule of Benefits
for plan-specific prescription Drug cost-sharing
guidelines
associated with this plan. A Drug’s for ange and your Policy

documents indicate which formulary té

formulary or a list of Drugs requiri i ation, visit Our web site at
prevea360.com, log into your Me ortal, or contact Our Customer Care
Center at 877.230.7555 (TTY: 711).

e A formulary is a list of prescribed D NS, supplies and other agents that are

less you obtain an exception
through Our Non-Form process, We do not cover any Drugs or
other items not listed on
e Our formulary is organized
i ug is on the formulary and/or under what tier
a Drug is place iSi site at prevea360.com or contact Our Customer
Care Center.
¢ Updates to the fo obtained by visiting prevea360.com or by contacting
er. We reserve the right to change the formulary at any time

site maintains a current version of the formulary at

of a “non covered” medication through Our Non-Formulary

rocess, you will pay the highest cost tier based on your
prescription Dr enefit.

e Lowerin [ a Drug product that is either listed on your formulary or a “non
covered” prescription Drug for which you obtained approval through Our Non-
Formulary Exception Request process is not allowable.

¢ We maintain the formulary as a guide for physicians or other prescribers of self-
administered medications. Our Pharmacy and Therapeutics Committee, which is made
up of physicians and pharmacists, reviews and approves the agents listed based on

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
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efficacy, comparative studies, safety, Drug interactions, side effects, pharmacokinetics
and cost-effectiveness.

o We use evidence-based medical management processes when making coverage
decisions including but not limited to step therapy. A Health Care Provider, Member, or
authorized representative may present medical evidence to obtain an individual patient
exception for coverage of a prescription Drug or device not routinely covered under the
Policy.

e If a generic becomes available for a brand name prescription Drug, the tier placement
for the brand name prescription Drug may change, and therefore your Copayment
and/or Coinsurance may change to the brand tier but also include the difference in cost
between the brand and generic prescription (dispensed as written (RAW) penalty), or
you will no longer have benefits for that brand name prescriptio

e Drugs may be removed from the formulary at any time when
equivalent alternative Drug(s) becomes available and cover iSPolicy. New
Drugs are excluded but may be added to the formulary afte i
advantages of the Drug and its medically appropriate applicat
Certain Drug products may be excluded when comparable gene
alternatives are available.

o Certain prescription Drugs included on the formul zation. Please

refer to the formulary on prevea360.com or b Our Custemer Care Center. If
Prior Authorization is not obtained when available. The
Drug Prior Authorization process may be Health Care Provider
by filling out a Drug Prior Authorizatiog can be found on

prevea360.com. When We receive you m, We will mail Our response to you
and your prescribing Health Care i ay contact your Health Care Provider
for information about a particular an contact Our Customer Care Center.

e Certain Drugs have quantity limits.
e Certain medications on the formular
Our Partial Fill Program ikes you
time period. It works as
o Split fills limited to two

o Your first fill
the monthly > :
Your second irst month (the next 12-14 days) and you will pay

he formulary for these limits.
ed under Our Partial Fill Program.
in prescriptions for a shorter-than-usual

onth for first 3 months
the first month and you will only pay half of

O
cost-sharing amount.
o edule for the first three (3) months. After you complete the

the specialty Drug category based upon the need to provide
exceptional man ment such as: Prior Authorization; clinical oversight and monitoring;

special h

require Prior Authorization. Specialty Drugs must be obtained from Our
Network specialty pharmacies. Certain specialty Drugs may be subject to the Partial Fill
Program. Medications classified as specialty Drugs are identified on the formulary.

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
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e All prescription Drugs over $2,000 will be reviewed for medical management and/or
therapeutic interchange. All compounded medications over $200 will be reviewed to
determine whether they meet Our compound Prior Authorization criteria.

e Outpatient prescription Drugs purchased in connection with emergency or Urgent Care
services will be paid according to in-Network pharmacy benefits, as follows.

e When you purchase formulary Drugs in connection with urgent or emergent medical
care services, you are not required to use a Network pharmacy if one is not easily
accessible. We will cover your purchase as if you went to a Network pharmacy.

e For Us to cover your prescription, an Out-of-Network Provider must not be under
sanction or banned from prescribing by the U.S. Department of Health and Human
Services Office of Inspector General.
o To obtain reimbursement for Drugs purchased from an Out-o twork pharmacy in

an urgent or emergent situation, please submit your receip i
prescription manual claim reimbursement form found on
prevea360.com.

¢ Any Drug that is covered under this subsection is also covere

e Even if you or your prescribing Health Care Provi ifi rand Drug, if
a pharmacy fills a prescription for a brand Drug w i i is available

the formulary. Coverage is subje ons listed on the formulary or as
discussed above.
¢ Clinical Trials. We cover routine p
Members are subject to t
coverage under the Poli
Clinical Trials or request
e HIV (Human Immunodefici

estrictions that apply to other

n, see Section Il Glossary of Terms -
logy*"Assessment Guideline.

e cover prescription Drugs for treatment of

HIV infection as 2.895(9).
e Diabetes Care. c ing Drugs and supplies related to diabetes care:
o Insulin, dispo d any prescription medication for the treatment of

s required by Wis. Stat. § 632.895(6). Non-formulary test strips may

ugh the medical benefit by Members with an insulin pump. Test

lies listed on the formulary are covered under the pharmacy benefit.

glucose monitoring equipment and related supplies are covered under

the medical benefit.

¢ Oral Inhalants. We cover certain oral inhalants. Coverage is limited to one item for up
to three cost-sharing amounts, depending on how many days the product will last
based on the Drug’s instructions.

o

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
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¢ Home Health Care. We cover Drugs dispensed in connection with mandated Home
Health Care as listed in the Policy.

e Cost-sharing amounts are calculated for each 30-day supply or course of treatment. For
each course of treatment or 30-day supply, you are required to pay one (1) cost-sharing
amount. If a prescription is for greater than a 30-day supply but less than a 60-day
supply, you are required to pay two (2) cost-sharing amounts. If a prescription is for
greater than a 60-day supply but less than or equal to a 90-day supply, you will be
required to pay three (3) cost-sharing amounts.

e Unless stated otherwise, prescription Drugs will be dispensed in maximum quantities as
follows:

o If aretail provider fills prescriptions for more than a 30-day sup
amounts will apply for each 30-day supply obtained.
o For certain TIER 1 generic maintenance Drugs as defined b

, cost-sharing

, a retail provider

¢ Single-packaged items are limited to two items or ichever is
less.

o A single-packaged item includes, but is od glucose sticks,

eye drops and ear drops.

o If asingle-packaged item will last
packaged item lasts less than 30
per cost-sharing amount. Ointments,
ications are dispensed in the smallest

days, you are is limited to two
creams, gels, solutions and ot
tube or package sizes that will | .
o Please refer to your Schedule of Benefi “Network pharmacy coverage, if

nefit. If you choose to purchase such
armacy provider, your cost-sharing amount will be
le medical equipment benefit.

ny medications prescribed for weight loss.
that contains marijuana, including medical marijuana.

the Quit for Life Program.

o Charges for prescription Drugs that require Prior Authorization, if Prior Authorization is
not obtained from Us.

o Charges for medications used for cosmetic purposes.

o Certain prescription Drugs that have not been prescribed by a specialist physician.

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
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o Added dispensing fees for unit dose medications. A unit dose medication is an
individually wrapped and labeled Drug typically used in hospitals and nursing homes.

o Lost, stolen, or replacement prescription Drugs.

e A Drug that must be infused or injected by a Health Care Provider or certain injections
medically required to be administered in Health Care Provider’s office. These injections
are not considered a prescription Drug benefit and are governed by the medical
coverage requirements as listed elsewhere in this Policy.

e Experimental, investigational or unproven services and medications; medication used
for experimental indications and/or dosage regimens determined by Us to be
experimental, investigational or unproven.

¢ Compounded Drugs that do not contain at least one ingredient thatghas been approved
by the FDA and requires a prescription order or refill or do not Our compound
Prior Authorization criteria. Compounded Drugs that are avail imi
commercially available prescription Drugs.

¢ Prescriptions written by a licensed Health Care Provider for
Provider or by his or her immediate family members.

¢ Medications obtained from a pharmacy or other establishment lo
United States for use inside or outside the U.S.

¢ Prescription Drugs required for international trave
limitations set forth in this Certificate, the form

¢ Neutri-ceuticals, alternative Drugs, nat i ic therapies and any
other chemical, Drug, medication, [
approved by the FDA for use in Prior Authorized by Us.

e Medications not medically indicat ppriate for the treatment of an illness or
injury as determined by Us, except ifi gs for the treatment of HIV infection
as required by Wis. Stat.

e Charges for injectable
home stay is not covere

ration of a covered Drug by injection or other
onnection with intermediate nursing care,
ally included in Our formulary; anabolic steroids except for

nd Drugs intended to modify stature except as Prior Authorized

3, devices, durable medical equipment, supportive garments, or
roducts, unless Prior Authorized by Us or coverage is required by

state or federal .
e Any me [ r portion of medication that is wasted or not used.
Medications covered by workers compensation insurance, or furnished by the U.S.
Veterans Administration or any other local, state or federal agency or Medicare.
o Non-prescription enteral nutritional products that are taken by mouth or delivered
through a temporary naso-enteric tube unless it has been Prior Authorized by Us.
e Shipping, handling, or delivery Charges.

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
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information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and
responsibilities under the Policy.
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¢ Food, diet supplements, or medications prescribed for body-building or similar

purposes.
e If your plan does not offer Out-of-Network coverage, prescription Drugs, including

covered Drugs, dispensed by an Out-of-Network pharmacy except in the case of
Emergency Services or urgently needed services as defined by Us.
Prescription Drugs dispensed prior to the Member’s effective date of coverage or after

the Member’s termination date of coverage under the Policy.

Please also see General Exclusions and Limitations and your Schedule of Benefits for any
coverage limitations.

End of Section Il

L
S

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and

responsibilities under the Policy.
WI0619-SGHMOCert-PR

54 Effective Date: 01/01/2020




IV. GENERAL EXCLUSIONS & LIMITATIONS

Certain terms used in this Section are defined throughout and/or in the Glossary of Terms.

The categories listed below are for organizational purposes only. They are not meant to
restrict or otherwise limit these exclusions and limitations in any way.

General Exclusions and Limitations: Medical

Diagnosis and Testing
¢ Cytotoxic testing and sublingual antigens associated to allergy testi
e Hair analysis (unless lead or arsenic poisoning is suspected).
¢ Preimplantation genetic testing of embryos and gametes.

Prescription Drugs and Other Devices or Items
e Convenience items for a Member or a Member’s family, unless s
Policy.
o Drugs connected to the treatment of infertility, in
administered in a physician’s office.
o Outpatient prescription Drugs, except those g [ i overed under this

Policy.

e Oral Nutrition: Oral nutrition is not consij ical i do not cover
nutritional support that is taken orally andated by state law or
covered under Our medical policy ifigfeondition. Examples include, but are not
limited to, over-the-counter nutri ents, infant formula and donor breast
milk.

e Replacement of an item if the item ausable or nonfunctioning because of
misuse, abuse, or neglec

e Sexual dysfunction devi i ing but not limited to medications and
injections.

Services and Proce

o Autopsy.

e Charges or costs sperm.

i A nnected to, in vitro fertilization, embryo

any other assistive reproductive technique (e.g., GIFT, ZIFT).
ding cosmetic surgery.
ational Services, Treatments, or Procedures and any related
ined by Us, unless coverage is required by state or federal law.
vices and procedures.

ot limited to, the collection and storage of sperm and eggs outside the
course of treatment for and diagnosis of, infertility. It also applies to the use of non-
Member Traditional Surrogates or Gestational Carriers, who are not covered under this
Policy.

¢ Items that can be purchased over the counter and considered to be for comfort,
convenience and/or personal hygiene, examples include but are not limited to: seasonal

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and
responsibilities under the Policy.
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affective disorder light units, disposable undergarments, wigs and modification to a
Member’s home such as ramps, grab bars, stair lifts and bench/chair lifts.

e Laser treatment for Port Wine Stain (PWS) lesions, except on the face and neck.

e Medical and surgical treatment of excessive sweating (hyperhidrosis).

o Podiatry services or routine foot care provided when there is no localized illness, injury,
or symptoms. These include, but are not limited to: 1) the examination, treatment, or
removal of all or part of corns, calluses, hypertrophy or hyperplasia of the skin or
subcutaneous tissues of the feet; 2) the cutting, trimming, or other non-operative partial
removal of toenails; or 3) any treatment or services in connection with any of these.

o Obesity-related services, including any weight loss method surgical treatment or
hospitalization for the treatment of obesity, unless specifically cov
Certificate.

¢ Reversal of voluntary sterilization and related procedures.
e Surrogacy services, for a non-Member.
¢ Sexual dysfunction treatment and services, including but no
e Take home Drugs and supplies unless a written prescription is ata
network pharmacy.
Therapies
e Acupuncture.
¢ Chelation therapy for atherosclerosis.
e Coma stimulation programs.
e Dry needling.
e Alternative medicine, not otherwis
e Low level light therapy.
e Massage therapy.
e Prolotherapy.
e Swim or pool therapy, u obtained.
General Exclusions and Limi
Appointments and
¢ Administrative e mployment, licensing, insurance, adoption, or
participation in at
° Ss MediCally Necessary and otherwise covered under this
[ )
° luding all related charges and costs, except as defined by Our

Charges and Expenses
o Charges or costs exceeding a benefit maximum or Maximum Allowable Fee, where
applicable.

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and
responsibilities under the Policy.
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Expenses incurred before the supply or service is actually provided unless Prior
Authorized by Us.

Services, Treatments and/or Supplies

Hospital or medical services not listed in this Certificate.

Services, treatment and supplies provided to a Member while the Member is held or
detained in custody of law enforcement officials, or imprisoned in a local, state, or
federal penal or correctional institution.

Services and supplies furnished by a government plan, hospital, or institution unless the
law requires you to pay.

Services, treatment and supplies provided in connection with any illaess or injury
caused by: a) a Member engaging in an illegal occupation or b) mber committing or
attempting to commit, a felony. (Note that this exclusion does
treatment of injuries that result from an act of domestic vio
would otherwise be covered.)

Services provided by members of the Subscriber’'s Immediate
living with the Subscriber.

Charges directly related to a non-covered service
except when a complication results from the non- i uld not be
reasonably expected and the complication requi i

provider, or not provided within
Services or items provided as a re
terrorism.

Services or supplies provi j tain€d while performing military service.
Services or supplies for s or is entitled to receive any benefits,
settlement, award, or da ing any claim under, any Workers’
Compensation Act, employerSili rance plan, or similar law or act. “Entitled”
means the Me actually ed under Workers’ Compensation.

e provider’s license.
y act of war, insurrection, riot or

f Section IV

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and
responsibilities under the Policy.
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V. COVERAGE INFORMATION

Certain terms used in this Section are defined throughout and/or in the Glossary of Terms.
Medical expenses incurred prior to your Effective Date of coverage are excluded.

Effective Date of Coverage
Coverage will become effective on the latest of the following dates:

For a Subscriber:
1. The Effective Date of the Group Master Policy; or
2. The date the Eligible Employee qualifies for and enrolls in health
An Eligible Employee must be Active at Work/Active Status f
effectuated. An Eligible Employee may be Active at Work/
working day or while absent from work due to disability, illn of absence. For
further explanation of Active at Work/Active Status, see Secti

coverage with Us.

For Qualified Dependents:
1. For a Qualified Dependent that is enrolled with th i ill begin on
the Subscriber’s Effective Date.
2. For an individual (other than a newborn or g es eligible for
coverage as a Qualified Dependent as a [ er qualifying event,
coverage will begin on the date the individ i or coverage.

coverage will begin from the mo
4. For a child adopted by or placed
on the date that a court makes a fi

pon enrollment.
ith the Subscriber, coverage will begin

accordance with a QMC
QMCSO or NMSN. If the Q
coverage will begi

will begin on the date indicated in the
is silent regarding the effective date,
described in numbers 1-3 of this list, as

“Qualified Dependent” ion |, “Glossary of Terms” in this Certificate.
Adding
The follo t be followed to add a Qualified Dependent to your coverage:

r than newborns or adopted children, the Subscriber must submit

31 days of acquiring the dependent(s) as a result of marriage or of

therwise becoming eligible for coverage. If the Subscriber is required

to cover endent through a QMCSO or NMSN, the Subscriber should provide

his/her employer and Us with a copy of the QMCSO or NMSN.

2. For newborn children, the Subscriber must submit an application and pay any additional
Premium within 60 days of birth. If a newborn child is not enrolled within 60 days of
birth, the child may still be enrolled if, within one year of the child’s birth, the Subscriber

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and
responsibilities under the Policy.
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makes all past due Premium payments. If no additional Premium is required for the
newborn child, the Subscriber must still submit an application to cover the newborn.

3. For children adopted or placed for adoption, the Subscriber must submit an application
within 60 days of the dependent’s placement in the home.

Coverage for Full-Time Students on Medical Leave following Active Duty Service
This provision applies to Qualified Dependents who have returned to school full-time following
active duty service. If such a Qualified Dependent must take a Medically Necessary leave of
absence from school due to illness or injury, he or she will be eligible to remain covered under
this Policy despite no longer being a Full-Time Student, as described below.

at the leave of
attending Health

For coverage to continue, the attending Health Care Provider must certi
absence is Medically Necessary. This certification can be sent to Us b

continued coverage will begin on the date the Qualified Dependen a Full-Time
Student due to the Medically Necessary leave of absence.

We will continue to provide coverage until any of the foll
return to school full-time;

o The Qualified Dependent becomes emplg
o The Qualified Dependent obtains othe

o The Qualified Dependent marries and is coverage under his or her spouse’s
health coverage;

e The Subscriber’s coverage under [ iscontinued or otherwise terminated; or

e One year has elapsed since the Qualifi ndent’s continued coverage began and

the dependent has not re

This provision only applies to a dent whose eligibility for coverage is based
. t apply to all covered Full-Time Students,
such as a Full-Time S i ible for"Coverage under his or her parent’s plan
because he or she is

offering Our coverage, all existing Eligible Employees and their
roll for coverage within 31 days of their employer’s Group Master

When an e
Qualified
Policy E

After the
Dependents may enrol
must either subi
application.

ribed above, all newly Eligible Employees and their Qualified
hin 31 day of becoming eligible. To enroll, the Eligible Employee
a completed and signed application or complete an online employee

Eligible Employees who do not enroll during their initial enrollment period will be subject to
the Late Enrollee Policy. Please see the “Late Enrollee Policy” described in this section for
more information.

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and
responsibilities under the Policy.
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Special Enrollment Period

If an Eligible Employee with other health insurance (known as “creditable coverage”) chose
not to enroll during his or her initial enrollment period, he or she may have another
opportunity to enroll. When the other creditable coverage ends, the Eligible Employee may be
able to enroll him or herself and any Qualified Dependents in this Policy if he or she requests
coverage within 31 days after the creditable coverage ends.

Additionally, if an Eligible Employee adds a new Qualified Dependent to his or her family
through marriage, birth, adoption or placement for adoption, the Eligible Employee may be
able to 1) add the new Qualified Dependent(s) to his or her existing coverage, or 2) enroll him
or herself and his or her Qualified Dependents for the first time. Enroll must be requested
within 31 days of the marriage, birth, adoption or placement for adopti

Late Enrollee Policy
Late Enrollees are individuals who 1) did not enroll when initially eligi
are not eligible for a Special Enrollment Period. Late Enrollees will be s
following rules chosen by your employer:

e Late Enrollees will have a 90-day waiting peri

o Late Enrollees will need to wait for the nex L eriod to enroll for
coverage.
Please contact your employer for more inform applying for coverage as a Late
Enrollee.

ID Card Information
Your ID card provides useful information r the iRsured Subscriber and Qualified
Dependent(s), along with imp rs and billing information. The ID card
does not guarantee coverage o . If your ID card is lost, stolen or otherwise
needs replacement, you can requ

Notice of Change(s
As a Member, it is your ify your Employer of any changes that might affect

notify Us timely. You should report these changes to

2.

3 coverage due to termination of employment, divorce or death of
4 y new Qualified Dependents to your family.

5. Changes | alified Dependent status (for details see “Glossary of Terms” Section).

Failure to timely report these changes to your Employer (generally 31 days from the date the
change occurs) may result in you and/or your Qualified Dependents:

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and
responsibilities under the Policy.
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Becoming subject to the Late Enrollee Policy;

Claims being denied,;

Incorrect Premiums being collected, or

Retroactive termination of coverage under this Policy.

NN

When Coverage Ends
Coverage under this Policy will end on the earliest of the following dates, unless stated
otherwise in this Certificate or the Group Master Policy:

1. The last day of the month in which the Subscriber no longer meets the definition of an
Eligible Employee. Coverage for Qualified Dependents will end on the same date.

2. The date of Policy termination or non-renewal.

3. The date the Member is called to active duty status in the militafy” (Check with your
employer to see if it has other requirements.)

4. The date of a Member’s disenroliment, as stated in the “Dise

5. For a grandchild of the Subscriber, the date the parent who is
Dependent child reaches age 18 or otherwise loses eligibility for

6. For a Qualified Dependent child, coverage ends:
o When a dependent turns 26, as determined in

Full-Time Student.
7. A mentally or physically disabled child m i i ualified Dependent

definition of “Qualified Dependent.” Covela ilfend the last day of the month that
the disabled child no longer mee ts for extended coverage of disabled
children.
8. For a divorced spouse or stepchil
judgment is entered.

of the month that a divorce

Extension of Coverage: Co
If you are Confined in the hospita ur coverage under this Policy ends, We wiill
continue to cover Inpatient Hospita i receive during that Confinement until the

1

2

3 ass after your coverage under this Policy ends; or

4 e under another group health policy for the hospital services.
This prov if your coverage ends, but your employer’s Policy with Us remains
in force.

Extension of ge: Total Disability
If you are Totally Disabled on the date your coverage under this Policy ends, coverage for
services for your disabling condition will continue until the earliest of the following:

1. Your Total Disability ends;

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and
responsibilities under the Policy.
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The Benefit Period specified in the Group Master Policy or Certificate ends;

You exhaust the maximum available benefit; or

You get similar coverage under another group health policy for the condition or
conditions causing the Total Disability.

INFAEN

Extended coverage does not cover dental, uncomplicated pregnancy expenses or a condition
other than the condition(s) causing the Total Disability.

Continuation
If your coverage ends as described in the “When Coverage Ends” subsection, you may be
eligible to continue coverage or convert to an individual policy as described below.

Federal Group Health Continuation Rights under COBRA
The Federal Consolidated Omnibus Budget Reconciliation Act of 1 as amended,

otherwise be terminated. If you elect continuation coverage, you ma i all or
part of the Premium payments (as determined by the employer). You i
proof of good health to elect COBRA continuation coverage. This provisio ly explains
when COBRA continuation coverage is available and wh rcise your

right to receive COBRA continuation coverage.

Qualifying Events Under COBRA
COBRA continuation coverage is available to ifi iciari ho have experienced a

beneficiaries.

Subscriber
If you are a Subscriber, you have, the right
your group health coverage b
termination of your employmen

BRA continuation coverage if you lose
your hours of employment or the

Spouse
If you are the spouse of & i ave the right to choose COBRA for yourself if you
lose group health cove ' llowing qualifying events:

1. Thed se (Subscriber).

2. scriber’'s employment (for reasons other than gross misconduct)

criber’s hours of employment.
3 on from the Subscriber.
4 mes entitled to Medicare.

Qualified Dependent

In the case of a Qualified Dependent child of Our Subscriber, he or she has the right to elect
continuation coverage if group health coverage is lost for any of the following qualifying
events:

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and
responsibilities under the Policy.
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The death of the Subscriber.

The termination of the Subscriber’'s employment (for reasons other than gross
misconduct) or reduction in hours of employment.

Parent’s divorce or legal separation.

The Subscriber becomes entitled to Medicare.

The dependent child ceases to be a Qualified Dependent.

The Subscriber has retiree coverage and the employer files for bankruptcy (Chapter 11
Reorganization).

N =

o 0N W

Obligation to Report Qualifying Events

The Subscriber, spouse or Qualified Dependent is responsible for informifig the Policy
administrator/employer of any of the following qualifying events withiiy60 days of their
occurrence:

o Divorce;

e Legal separation; or
¢ Child losing dependent status under the plan.

The employer (if the employer is not the Policy admini
Policy administrator of any of the following quali
occurrence:

for notifying the
of their

e Subscriber’s death;
e Termination or reduction in hour
e Subscriber’s entitlement to Medic
¢ Commencement of the employer’s
Within 14 days of receiving no ifyi vent, the Policy administrator will notify

you of your right to elect COB

Electing COBRA Cor
Each qualified Membe
Additionally, Subscribe continuation coverage on behalf of their spouses,
and parents may elect C¢ on coverage on behalf of their children. If you wish to
elect COBR inuatio erage, you must do so within 60 days of receiving notice of
your right tinuation coverage or losing coverage, whichever is later. If you

do not el i i rage, your coverage under this Policy will terminate.

overage, the employer is required to give you coverage that (as of
the time cover g provided) is identical to the coverage provided under the Policy to
other Members. will be afforded the opportunity to maintain continuation coverage for up
to 3 years from the date of your qualifying event, unless your qualifying event was termination
of employment or reduction in hours.

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and
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If your qualifying event is the termination or reduction of hours of the Subscriber’s
employment, qualified beneficiaries are entitled to a maximum of 18 months of continuation
coverage. However, an 18-month maximum period can be extended:

1. If any of the qualified beneficiaries in your family is disabled and meets certain
requirements, all of the qualified beneficiaries receiving continuation coverage due to a
single qualifying event are entitled to an 1l-month extension of coverage, for a total
maximum period of 29 months. To qualify, you must notify the plan of the disability
within 60 days after the latest of: a) the date of the SSA disability determination; b) the
date on which the qualifying event occurs; ¢) the date on which the qualified beneficiary
loses (or would lose) coverage; or d) the date on which the qualified,beneficiary is
informed of the obligation to provide disability notice. If you cho o0 extend your
COBRA coverage, you must elect it before the end of the 18-m period by giving
written notice of your election to extend COBRA coverage.

employer/Policy administrator of all of the
which the qualifying event occurs; b) th [ (or would lose)

1. The employer no longer coverage to any of its employees.

2. The Premium for your con ge is not paid.

3. You become an nother group health policy.

4. You become e llowing the COBRA election date.
At the end of the COBR , You have the right to enroll in an individual policy
with Us if you e|ve your application within 31 days after your continuation
coverage t Our Customer Care Center for information on how to enroll

You shou guests for additional information, or questions concerning your
COBRA rights, should bgaddressed to your Policy administrator/employer. For more
information ab ghts under ERISA, including COBRA and the Health Insurance
Portability and tability Act (HIPAA) and other laws affecting group health policies,
contact the nearest Regional or District Office of the U.S. Department of Labor’'s Employee
Benefits Security Administration (EBSA) in your area or visit the EBSA website at
http://www.dol.gov/ebsa/.

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and
responsibilities under the Policy.
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In order to protect your family’s rights, Members should keep the Policy
administrator/employer and Us, informed of any changes in the addresses of family members.
You should also keep a copy of any notices you send to the Policy administrator/employer, for
your records. Please see this Certificate’s cover page for information on how to contact Us.

Continuation Coverage under the Uniformed Services Employment and
Reemployment Rights Act (USERRA)

If a Subscriber leaves employment due to active military service of longer than 30 days, he or
she may elect to continue coverage under the Policy for up to 24 months under the Uniformed
Services Employment and Reemployment Rights Act (USERRA) by providing advance notice
of the military service and electing to continue coverage. Please contact r employer/Policy
administrator for further information on your rights under this law.

This provision does not fully describe continuation coverage or o
employer’s Policy. More complete information regarding such rig
policy administrator/employer.

Wisconsin Group Health Continuation and Individ
You as the Subscriber and any Qualified Dependents ma
for a continuation of group coverage or for an individ
been covered under this Policy for three consecuti
group for any reason other than discharge for g

ly if you have
your employer

Your employer must notify you of your right tG
receiving your notice to terminate cove
of receiving notice of your right to conti

on coverage within 5 days of
hen apply for coverage within 31 days

If you choose continuation coverage, your is required to give you coverage that is
ers under the Policy. You will be
responsible for paying the entir

You are eligible for congi i i lose your group coverage for any of the
following reasons:

1. You are a Subscri ger eligible for coverage under this Policy, except if
your € rminated for gross misconduct.

2. endent of a Subscriber who is no longer eligible for coverage
if the Subscriber’s employment was terminated for gross
3. er’'s spouse who is no longer eligible for coverage under the Policy
nulment.
4. You are riber’'s spouse or dependent who is no longer eligible for coverage

under the y due to the Subscriber’s death.

Group continuation coverage will be available for a maximum of 18 months. You must be a
Wisconsin resident, pay timely Premiums and you cannot be eligible for similar coverage under
another group Policy. You may apply for an individual policy at the end of the 18-month

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
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period, but in order to be eligible, We must receive your application within 31 days after your
continuation coverage ends.

Disenrollment
A Member may be disenrolled for any of the following reasons:

1. The required Premiums are not paid by the end of the grace period. The grace period

ends 31 days from the last unpaid Premium due date.
2. The Member performed an act or practice that constitutes fraud or made an intentional

misrepresentation of material fact in connection with the coverage.
3. The Member no longer resides, lives or works in the Service Area, 0
which We are authorized to do business.

the area for

If a Member is disenrolled for fraud or intentional misrepresentatio i ct, this
coverage will be continued until the Member finds his or her own c ntil the next
opportunity to change insurers, whichever comes first.

End of Sectio

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and

responsibilities under the Policy.
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VI. GENERAL PROVISIONS

Certain terms used in this Section are defined throughout and/or in the Glossary of Terms.

Benefit Determination and Policy Interpretation

We, as the claims administrator, have the exclusive discretionary authority to determine
eligibility for benefits and to construe the terms of this Policy. Any such determination or
construction shall be final and binding on all parties, unless it is arbitrary and capricious.

Circumstances Beyond Our Control
If the rendition or provision of services and other covered benefits is dela or rendered
impractical due to circumstances not reasonably within Our control, su complete or
partial insurrection, labor disputes, disability of a significant part of h edical group
personnel or similar causes We and Network Providers will use Ou i
services and other covered benefits. However, neither We nor any vider shall have
any other liability or obligation on account of such delay or such failu i ces or
other benefits.

Confidentiality
We respect the confidentiality of Our Members and
confidential all medical information regarding a Me
Practices” brochure provided with your new Mg
prevea360.com/Legal-Notices/Privacy-Polic

otice of Privacy
on Our website at

Conformity with Federal and State
We comply with all applicable federal an his Certificate will conform to the

minimum requirements of applicable laws S conflicts with the laws of the state in
which We issue this Policy.

Ethical and Religious Direct

This Policy may provide payment ered Services which conflict with, or may
conflict with, directiveg thical*and Religious Directives for Catholic Health
Care Services, 6™ Editi€ United States Conference for Catholic Bishops
and as amended from t d payment does not constitute Our recommendation or

Limit on
Thisisy ificate. You cannot assign any benefit to anyone other than a doctor,
hospital ed to receive a specific benefit for you.

Limit of Liability
We shall not b le for injuries, damages, expenses related to, or the result of improper
advice, action, or omission by any Health Care Provider.

Limitations on Suits
No action can be brought against Us to pay benefits until the earlier of 60 days after We have
received or waived proof of loss, or the date We have denied full payment. This delay will not

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
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cause prejudice against you. No action can be brought more than 3 years after the time We
require written proof of claim to be submitted.

Major Disaster or Epidemic
If a major disaster or epidemic occurs, Network Providers and hospitals will render medical
services (and arrange extended care services and home health service), insofar as practical,
according to their best medical judgment and within the limitation of available facilities and
personnel. If the disaster or epidemic causes unavailability of facilities or personnel, We and
Network Providers have no liability, or obligation for delay or failure to provide or arrange for
such services. In this case, Members may receive Covered Expenses from Out-of-Network
Providers.

Fraud and Intentional Misrepresentation: Right of Rescission

on the basis that the statements, representations and w
dependents applied for coverage are correct and compl

We will rescind coverage if information is receivedgthe ]
misrepresentation was made by you or anyone n you applied for
insurance, if you or the person acting on you alf kne

and either:

1. We relied on the misrepresentati epresentation was either material or
was made with intent to deceive; o
2. The fact misrepresented contribute

resentation, We will notify you of Our
ainst a claim if one should arise; within 120

Within 60 days after acquiring
intention to either rescind covera
days we will notify you

information.
If your coverage is resci d or intentional misrepresentation, you will not be
eligible for continuation

Oral St
No oral shall: modify or otherwise affect the benefits, limitations,

i f this contract; convey or void any coverage; increase or reduce
his Certificate; or be used in the prosecution or defense of a claim

under this Polic

Doctor and Hospital Reports
Doctors and hospitals, from time to time, must give Us reports to help Us determine Member
benefits. By accepting coverage under the Policy, you have agreed to authorize providers to

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
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release any necessary records to Us. This is a condition of Our issuing this contract and paying
benefits. Please Note: Expenses for patient-requested records are not covered by Us.

For more information about authorizing release of records, refer to Right to Collect Needed
Information below.

Physical Examination
We have the right to request a Member to receive a physical examination to determine
eligibility for benefits. We will pay for this expense if We request such an examination. By
accepting coverage under the Policy, you have agreed to consent to any required
examination. Please call Our Customer Care Center for a listing of doctors awho can provide
required examinations.

Proof of Claim
As a Member, it is your responsibility to show your health insuranc
receive services. Failure to notify a Provider of your membership ma
being filed on a timely basis. This delay may cause your claim to be den
billed for the charges involved.

Recovery of Excess Payments
If We pay more than We owe under this Policy,
We can also recover from another insurance cQ
person or entity that has received any exces

payment from you.
r from any other

Right to Collect Needed Informati
Members must cooperate with Us when
necessary to administer the Policy. Coop i but is not limited to, the following
assistance:

1. Authorizing the release o

nces of any injury or accident;
surance coverage and benefits; and

2.
3. Providing infor
4 Number or other personal information.

Providing a Mem

Your failure i ult in Our denial of claims.

Network linic to obtain and share any information (including medical
records) necessary for inistering the terms of this Policy. The Member also agrees to
provide Our N viders and/or clinics any information that is needed to administer the
terms of this Policy™The information obtained will be kept confidential and used only for the
purpose of administering this Policy. All Members have a right to access their medical records
at their own expense.

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
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Severability
If any part of this Certificate or the Policy is ever prohibited by law, it will no longer apply. The
rest of this Certificate or the Policy will continue in full force.

Subrogation
If you are entitled to special damages for an illness or injury caused by a third party or for
which any party is liable, you agree that We have a claim for subrogation as to those damages.
Our subrogation claim is for the reasonable value of the medical care and services you receive
related to that illness or injury. We have the right to recover payments you are entitled to
receive from: a responsible third party, the insurance company of the third party, a company
that provides medical payment coverage, Workers Compensation coverage, or uninsured or
underinsured motorist protection for you.

You agree to honor Our subrogation rights, to cooperate with Us i ent of Our
subrogation rights and to take no action which would prejudice O n rights and
interests without first obtaining Our prior consent, so We may protec
interests.

Under applicable state law, We may have no right to rec i e not been
“made whole.” Furthermore, We may be entitled to re hird party, the
written notice of
any claim or lawsuit that you initiate against a i awsuit includes any
special damages for an illness or injury. You a
on, unless We have provided prior
ust notify the third party or parties of
the amount of Our subrogation claim. or any fees or costs associated with a
claim or lawsuit, unless We give prior, ex proval. If We erroneously pay for or
provide medical services which are the res ated illness or injury for which the
enefits, you agree to reimburse Us to

If you receive services rovider that requires you to submit the claim to Us
for reimbursement, yo i ized bill and submit it to:

Prevea360 Health Plan

Attention: Claims Department
P.O. Box 56099

Madison, WI 53705

within 60 days of the date of service, or as soon as possible. If We
d We do not receive the claim within 12 months after the date of
overage of the claim. If you do not notify a provider that you have

service, We wil

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
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coverage with Us and this failure results in a claim not being filed in a timely manner, We may
deny coverage of the claim. If We are the secondary payor, the time limit for timely submission
begins with the date of notice of payment or rejection by the primary payor.

End of Section VI

L
S
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VII. COORDINATION OF BENEFITS (COB)

Certain terms used in this Section are defined throughout and/or in the Glossary of Terms.

Coordination of Benefits Provision

This Coordination of Benefits (COB) provision applies when a Member has coverage through
more than one health plan or through an out-of-network pharmacy policy. Please note that We
coordinate benefits following Wisconsin’s requirements.

Definitions: For the purposes of this COB provision only, the following terms are defined:

Allowable Expense is the necessary, reasonable and customary item o ense for health

semi-private hospital room is not an Allowable Expense, unless it i
person’s stay in a private hospital room is Medically Necessary.

Claim Determination Period is a Contract Period. Howe i ny time of a
Contract Period that a person is not covered under This this or a
similar COB provision became effective.

Plan is any insurance policy, benefit program o rovides benefits or
services for medical or dental care. This inclug

inuous 24-hour coverage. This includes
or other prepayment, group practices

1. Group or group-type coverage t
any HMOs, IPAs, prepaid group p
or individual practice plans.

2. Governmental plans or coverage th
include state Medicaid edica
by law are in excess to t
governmental program.

3. Individual automgbile “no-fa

QF’provided by law. This does not
ent policies, or any plan whose benefits
rance program or other non-

Primary Plan will pay b Xpenses as if no other coverage were involved.

COB Information
At times We negd i ation to coordinate benefits appropriately. We determine what
information is n and We obtain that information from other organizations or persons.
We will only obtain the information or documentation needed to apply the COB rules. We may
also provide necessary information or documentation to another organization or person in
order to coordinate benefits. Medical records remain confidential as provided by state and
federal requirements.

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
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We may make a payment to another Plan if that Plan made a payment that We should have
made. If We make such a payment on behalf of a Member, it will be considered a benefit
payment for the Member’s Plan and We will not pay that amount again.

Additionally, We will recover any payment that exceeds the amount that should have been

paid. We will recover the excess amount from any person or organization to whom, or on
whose behalf, the payment was made.

Order of Benefit Determination Rules
This Plan’s benefits will not be reduced if the following rules indicate that This Plan is primary.

However, benefits may be reduced if the rules indicate that This Plan is se
rule that applies is the rule that will determine which insurance Plan is pgi

1.

ndary. The first

No coordination of benefits provision
If the other Plan does not have a coordination of benefits provi
primary.

Non-dependent/dependent

Member or Subscriber is secondary.

Coordinating coverage for dependent ch

Plan does not coordinate benefits by
inated according to the other plan’s COB

b. Exception to the Bir
the birthday rule, bene
provisions.

Coordinating cove hildren of divorced, legally separated parents
or unmarried paren

pouse of the parent who has custody of the child; then
arent who does not have custody; then

If a court decree orders one parent to be responsible for health care expenses, the Plan of
that parent is primary. If a court decree states that both parents share joint custody but
does not state which parent is responsible for health care expenses, the order of benefits
will be determined by the birthday rule in “3.” above. Note: We will only enforce rule “4.”
when We have actual knowledge of the court-ordered terms.

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
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5. Active/Inactive Employee
The plan that covers a Subscriber and/or dependent as an actively at work employee is
primary for that Subscriber and/or dependent over a plan that covers a Subscriber as a laid
off or retired employee. 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.

6. Continuation Coverage
The Plan that covers a Member as an actively at work employee or as that employee’s
dependent is primary over the Plan that covers a Member through a continuation Plan
issued pursuant to state or federal law. If the other Plan does not have this rule and as a
result the Plans do not agree, this rule will not apply.

7. Longer/Shorter Length of Coverage
If none of the above rules apply, the Plan that has covered the eriod of
time is primary.

Calculating Benefits When This Plan Is Secondary
When one or more group-type or government health pla
Policy may be reduced under this Section.

The benefits under this Plan may be reduced so
under the other Plans do not equal more tha nses. When the benefits
of this Policy are reduced as described, each b
applied to any applicable benefit limit ofgthis Po

Coordinating Benefits with Medicar
We will coordinate benefits with Medicare becomes eligible for Medicare

e and federal laws (including, but not
idance). In no case will Our payment and
able Expenses. All Plan Copays, Coinsurance,

s apply to all benefits paid under This Plan.

limited to, statutes, regulations
Medicare’s payment be more tha
Deductibles, maximum

If a Member is eligiblée
Member, We strongly Sug
B. Failure t Il in Mé

edicare would be the Primary Plan for that
Member enroll in both Medicare Part A and Part

as if the Member is enrolled in Medicare. For more
Payment of Claims” subsection in this section, or contact

The three ways r can be eligible for Medicare benefits are as follows:

1. Reaching Age 65
A Member who reaches age 65 may become eligible for Medicare Parts A and B. We strongly
suggest that you contact the employer through which This Plan was obtained and the Social

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
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Security office in your area for information regarding enrollment into Medicare before your
65th birthday.

Once you reach age 65 and are eligible for Medicare benefits, We will coordinate benefits
as follows:

a. Subscriber has “current employment status” as defined by Medicare regulations

i. If the Subscriber's employer has 19 or fewer employees, as defined by Medicare
regulations, We will pay secondary to Medicare.

ii. If the Subscriber’'s employer has 20 or more employees, as ined by Medicare

regulations, We will pay primary to Medicare.

b. Subscriber does not have “current employment statu
regulations:

i. If the Subscriber has accepted a severance

continuation, is on long-term disability, or ©
employment status” as defined by Medicare, i dary to Medicare.

Benefits will be coordinated as described in

2. Medicare Disability
If the Member is under age 65, is congsi e Disabled and is eligible for Medicare

er employees, as defined by Medicare
to Medicare.

i. If the Subscriber’

Benefits will be coordinated as described in the “Payment of Claims” subsection.

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
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3. End Stage Renal Disease
If the Member is diagnosed with End Stage Renal Disease (ESRD), This Plan will be primary
to Medicare for 30 months from the initial month of Medicare eligibility, as determined by
the Social Security Administration.

After 30 months have passed, Medicare will be primary and This Plan will be secondary.
Medicare benefits are not limited to just ESRD treatment. Medicare coverage may end 12
months after maintenance dialysis is no longer needed or 36 months after a successful
transplant.

Please contact Our Medicare COB Analyst or Our Customer Care Cent
information from Medicare or Social Security about changes to End
coverage.

when you receive
e Renal Disease

If the federal laws regarding the payment of benefits changes
Medicare as a Primary Plan or Secondary Plan changes, This Plan
changes.

Payment of Claims
1.  When We coordinate benefits as the Secondary Pla i inate after Medicare
has processed the claim. If the Member is eli

2. When We coordinate benefits as t We will process the claims without
conS|derat|on of What Medlcare ma opays, Deductibles, maximums,

(e.g., due to retirement i r), We will then coordinate benefits as
the Secondary Plan In th claims as primary, but determine at a later
tion of This Plan, that Medicare should

have paid the @
of these claims
discovered. (For €
back to tober 1,
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or is found on October 15, 2018, the recovery will go

End of Section VII
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VIIl. GRIEVANCES AND APPEALS

Certain terms used in this Section are defined throughout and/or in the Glossary of Terms.

Grievances and Appeals

A. Complaint
A complaint is any expression of dissatisfaction expressed to Us by the Member, or a
Member's authorized representative, about Us or Our providers with whom We have a direct
or indirect contract. We take all Member complaints seriously and are committed to
responding to them in an appropriate and timely manner.

If you have a complaint, please contact Our Customer Care Center. ill document and
investigate your complaint and notify you of the outcome. If your i
your satisfaction you have the right to file a grievance. Any written
dissatisfaction will automatically be addressed as a grievance. (See “

B. Grievance
A grievance is any dissatisfaction with Us, including the i S or process

claims, or a decision to change or rescind a policy. essed in writing to
Us by, or on behalf of, a Member.

This grievance process does not apply when ig i overage of a Drug or
item not listed on Our formulary. These reque \ ect to the non-formulary exception
process described later in this section.

To file a grievance, you or your authorize
writing at the following address:

Plan
Attention: i d Appeal Department

on, WI 53705

When We receive your d
acknowledg

ievance and Appeal Department will send you an
5 busmess days. Our acknowledgment letter will advise you of:

itten comments, documents or other information regarding your

sted or represented by another person of your choosing;

e Your right to ap r before the Grievance and Appeal Committee; and

e The dat of the next scheduled Grievance and Appeal Committee meeting.
This meet ill not be less than 7 calendar days from the date of your
acknowledgment letter but will occur within 30 calendar days of the date We received
your grievance.

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
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If you choose to meet with the Grievance and Appeal Committee you may do so either in
person or over the phone via teleconference. As described in the acknowledgement letter you
must call and schedule a meeting time.

Your grievance will be documented and investigated. So that you will have time to respond
prior to Our grievance decision, We will automatically send you the following information:

1. Any new or additional evidence We consider, rely upon, or generate in the course of
considering your grievance; or
2. Any new or additional rationale We use to make Our decision.

tcome of your
es will be resolved

If you wish to receive a free copy of any other documents relevant to t
grievance, send a written request to the address listed above. All grie
within 30 calendar days of the day We receive your request.

C. Expedited Grievance
If We decide your grievance is urgent according to Our criteria, We wil rievance
within 72 hours of the time We receive it. Our criteria are pased on the ex i rievance

provisions of applicable law.

We will automatically treat your grievance as expe

1. Your concerns are related to a facility z view of a continued
facility stay;
2. Our Medical Director decides you ability to regain maximum function
could be jeopardized by the stan i
3. Your Health Care Provider notifies
cannot be adequately managed wit
4. Your Health Care Provi ifies Us r she has decided you need care
urgently.

h Care Provider may request an expedited
n make this request in your initial grievance or in a

You, your authorized r
grievance either orall
separate communicati

If you are eligi ed internal grievance and also for external review, you can
request th external reviews happen at the same time.

D. Inde
You may i an independent external review. You can ask for an external
review if We denied yo rievance and it involves care that We have determined does not

but are not limi ’

Medical Necessity;
Appropriateness;

Health care setting;

Level of care; or

Effectiveness of a covered benefit.

QNI

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
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You can also request an external review if your requested services are considered
Experimental or Investigational or if We have rescinded your Policy, whether You or a
Qualified Dependent is entitled to a reasonable alternative standard for a reward under a
wellness program, or whether We are complying with the non-quantitative treatment
limitation provisions of mental health parity requirements.

You must exhaust Our internal review process before you can request an external review
unless:

1. We fail to comply with internal claims and appeals requirements;

2. You request an expedited external review when you request an e
review; or

3. We grant your request to bypass Our internal review proces

ited internal

If you or your authorized representative wishes to request an extern
authorized representative must submit your request within four month
decided your grievance.

There are two categories of external review, standard and
external review will follow the standard timeline; i
expedited (faster) review.

Standard External Review

You may request a standard external re he following ways:
1. By directly submitting the request o
2. By mailing the request indepe

address:

iew organization (IRO) at the following

ral Services
e Avenue, Suite 705
rd, NY 14534

rt the claim, such as letters from your Health Care Provider,
al records, explanation of benefits (EOB) forms (optional);

. our health insurance plan about the denied claim (optional); and
3. Letters received from the health insurance plan (optional).

You can get the online form at www.externalappeal.com or by calling Our Customer Care
Center at 877.230.7555 (TTY: 711).

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
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The IRO will notify you and Us of its decision no later than 45 days after it receives your
request for external review.

A decision made by the IRO is binding for both you (the Member) and Us with the exception
of the Rescission of a policy or certificate. You are not responsible for the costs associated
with the IER.

Expedited External Review

In some cases you may ask for an expedited (faster than usual) external review. You may
request an expedited external review when:
1. You have asked for an expedited grievance and want an expedit ternal review
concurrently (at the same time) and the timeframe for an exp i
hours) would place your life, health, or ability to regain maxi

2. You have completed the grievance process described abov cision was not

in your favor, and:

a. The timeframe to do a standard external review (45 days) wo
health or ability to regain maximum function in danger; or

escribed above for
standard external reviews, or by calling the IRO'a ' 72-hour timeframe for

The IRO will notify you and Us of its dec
after it receives your request for external

possible, but no later than 72 hours
© may call you with its decision, but it

A decision made by the IRO is the Member with the exception of the
Rescission of a policy or certifica esponsible for the costs associated with the
IER.

E. Office of the Co
You may resolve your p
Office of the ¢ surance, a state agency which enforces Wisconsin’s insurance

omplaint form by writing to:
Office of the Commissioner of Insurance
P.O. Box 7873
Madison, WI 53707-7873

Or calling (608) 266-0103 (Madison) or toll free at 1-800-236-8517 (Statewide).

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
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F. Non-Formulary Exception to Coverage Grievance
If you or your prescribing Health Care Provider wish to grieve a denied non-formulary
exception to coverage request you may do so in writing or orally.

Our timeline for considering your exception to coverage grievance will vary based on the
urgency of your situation.

Standard Non-Formulary Exception
If your request is not urgent We will follow Our standard non-formulary exception grievance
timeline.

We will notify you, your authorized representative and your prescribi ealth Care Provider
of Our decision no later than 72 hours after We receive your reque i xception to
coverage grievance process, We will cover the Drug for the durati scriptign during
a standard exception request. If We approve your request, We will c
prescription expires, including refills.

You or your authorized repres i IRO from the list of IROs certified by the
Office of the Commissioner of itionWour written request must contain the
end you a notice of acceptance within one

business day of receip isi to submit additional information. The
selected IRO will also @ i e final external review decision in writing to you and
Us within the timeline ré consin State Law. A decision made by an IRO is
binding for both Us and n the exception of the Rescission of a policy or

certificate. Yo 8ible for the costs associated with the IER.

seriously jeopardize®our life, health, or ability to regain function, or 2) you are undergoing a
current course of treatment using a non-formulary Drug. When you submit your request, you
must indicate that your circumstances are urgent.

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and
responsibilities under the Policy.
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We will notify you or your authorized representative and your prescribing Health Care
Provider of Our decision no later than 24 hours after We receive your request. During the
exception to coverage grievance process, We will cover the Drug for the duration of the
exigency during an expedited exception request. If We approve your request, We will cover
the Drug until your prescription expires, including refills.

If We deny your expedited non-formulary exception grievance, you, your authorized
representative, or your prescribing Health Care Provider may ask to have Our denial reviewed
by the IRO. You must ask for external review within four months of Our denial. You may
submit orally by calling (608)828-1991 or TTY 711, or submit to Us in writing at the following
address:

Prevea360 Health Plan
Attention: Grievance and Appeal Depart
P.O. Box 56099
Madison, WI 53705

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and
responsibilities under the Policy.
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IX. INDEX

AMBULANCE SERVICES, 33

AMNIOCENTESIS, 47

ANESTHESIA SERVICES, 46

AUTISM, 37

BEHAVIORAL HEALTH & ADDICTION
SERVICES, 42

BIOFEEDBACK, 39, 44

BLOOD GLUCOSE MONITORS, 25

BREAST PROSTHESIS, 48

CAT SCAN, 26

CHIROPRACTIC SERVICES, 22

COINSURANCE, 11

COLONOSCOPY, 26

COMPLAINT, 77

CONTINUATION, 62

COORDINATION OF BENEFITS, 72

COURT-ORDERED CARE, 43, 56

CUSTODIAL OR DOMICILIARY CARE, 31

DEDUCTIBLE, 11

DENTAL, 40

DETOXIFICATION SERVICES, 30, 43

DEVELOPMENTAL DELAY, 39

DIABETIC SUPPLIES (DISPOSABLE), 25

DIALYSIS, 45

DURABLE MEDICAL EQUIPMENT (DME) &
SUPPLIES, 24, 38

EFFECTIVE DATE OF COVERAGE,

ELASTIC SUPPORT STOCKINGS,

ELIGIBLE EMPLOYEE, 11

EMERGENCY CARE SERVICES, 32

EXCLUSIONS AND LIMIT

EXPERIMENTAL OR IN
SERVICES, 12, 55

GRIEVANCES AND APPE

HEARING AIDS, 27

INDEPENDENT EXTERNAL REVIEW, 78
INPATIENT SERVICES, 29

INSULIN, 25

KIDNEY DISEASE TREATMENT, 45

LATE ENROLLEE, 15

LEAD POISONING SCREENING, 26
LONG-TERM/MAINTENANCE THERAPY, 15, 22
MAMMOGRAPHY, 26
MARRIAGE COUNSEL
MATERNITY SERVI
MAXIMUM ALLO
MRI, 26
NETWORK PROVI
OCCUPATIONAL TH
ORAL SURGERY, 40

FIED DEPENDENT, 18, 62
DIATION THERAPY, 40
RACTIVE EYE SURGERY, 27

LED NURSING FACILITY, 30
SPEECH THERAPY, 7, 38
STERILIZATION, 48

SUBROGATION, 70

SURGICAL SERVICES, 28, 48
SURROGATE MOTHER SERVICES, 20, 47

TIMELY SUBMISSION OF CLAIMS, 70
TRANSPLANTS, 44

URGENT CARE FACILITY, 35

VISION CARE, 28

VISION SERVICES, 27

WHEN COVERAGE ENDS, 61

TEMPOROMANDIBULAR DISORDERS (TMD), 40

End of Section IX
END OF DOCUMENT

Benefits listed in this Certificate are only available as long as the Policy and your coverage are in effect. The Certificate must
be read together with the Schedule of Benefits, Group Master Policy and other Policy documents to ensure accurate
information regarding coverage, obligations and responsibilities under the Policy. If you are unsure if a service is covered,
please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and
responsibilities under the Policy.
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Language Assistance

English - ATTENTION: If you
speak English, language assistance
services, free of charge, are
available to you. Call
1-877-317-2410 (TTY: 711).

Chinese - ¥ & © {1 {HHE

e A DI GBS E S TR

IR - 55580EE 1-877-317-2410
(TTY : 711) -

Polish - UWAGA: Jezeli mowisz po polsku,
mozesz skorzystac¢ z bezplatnej pomocy jezykowe;.
Zadzwon pod numer 1-877-317-2410 (TTY: 711).

Vietnamese - CHU Y: Néu ban n6i Tiéng Viét,
cac diph vu ho trg ngén ngir mien phi danh cho ba
Goi s0 1-877-317-2410 (TTY: 711).

Tagalog - PAUNAWA: Kung nagsasalit
Tagalog, maaari kang gum
tulong sa wika nang walang
1-877-317-2410 (TTY: 711).

German - ACH
sprechen, ste
Hilfsdienstl
1-877-317-

French - ATTENTION : us parlez francais,
des services d'aide ue vous sont proposés
gratuitement. Appelez le 1-877-317-2410

(ATS : 711).

Hindi - e <. afe 319 féet siterd & d 3fehs fore 7o
T ST FETIT HaT, Uetsy 21 1-877-317-2410
(TTY: 711) W &id

Spanish - ATENCION: si habla
espafiol, tiene a su disposicion
servicios gratuitos de asistencia
linguistica. Llame al
1-877-317-2410 (TTY: 711).

txog lus, mu
koj. Hurau 1-

Gladd 8 Aalll K3 Chasti ¢S ) 2aks gala
A8 daail | laally @l i) 655 4y gall) 3ac Lsall
(711 1284l 5 pacall Caila o8 ) 1-877-317-2410
Russian - BHUMAHMUE: Ecnu BbI TOBOpHTE Ha
PYCCKOM SI3bIKE, TO BaM JOCTYIHBI OeCIUIATHBIC

yciyru niepeBoga. 3Bonute 1-877-317-2410
(Teneraiim: 711).

Gujarati - YUsll: %l i Al cllcdcl &, Al
(A:gles eldl sl Ac dHIRL HIZ Guasd
8. slot 8 1-877-317-2410 (TTY: 711).

Urdu -
200 (S b Sl gegm S s ol &)l s
oS 8L G Al (e Cide iladd (S
1-877-317-2410 (TTY: 711),

Italian - ATTENZIONE: In caso la lingua parlata
sia I'italiano, sono disponibili servizi di assistenza
linguistica gratuiti. Chiamare il numero
1-877-317-2410 (TTY: 711).
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Non-Discrimination Notice

The Health Plan*:
e Provides free aids and services to people with disabilities to
communicate effectively with us, such as: qualified sign language
interpreters and written information in other formats (large print,
audio, accessible electronic formats, other formats

basis of race, color, national origin, age, disabilit
organization’s Civil Rights Coordinator. If you ne
Health Plan is available to help you.

ou can file a grievance with the
evance, the Civil Rights Coordinator for the

Civil Rights Coordinator
1277 Deming Way
Madison, Wisconsin

Phone: 1-608-828-2216 (TTY: 711)
Email: civilrightscoordinator@deancare.com

Phone: 1-800-368-1019 or 1-800-537-7697 (TDD)
Washlngton

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

*Dean Administrative Services; Dean Health Plan; Prevea360 Health Plan; WellFirst Health
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