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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
st follow to obtain covered

The Employer Group Master Policy may or may not include expanded eli i isi ond those
discussed in your Member Certificate. For example, the employer Group Maste indi certain limits
regarding dependent coverage. Please contact your employer’s ini

roup’s renewal and
ur Member Certificate

If necessary, the Schedule of Benefits and the Member Certificat
supersede those which were previously issued. Keep this Sched
and refer to these documents when determining cg
accordance with the coverage which was in effect at
be Medically Necessary as determined by Us.

red. Services must always

The benefits of the Member Ce subject to the following:

Cost Sharing Category Out-of-Network Amount

Single: $1000
Family: $2000

Policy Deductible per Contract Period:

Paid by Plan: 80%
You: 10% Paid by You: 20%

Policy Coinsurance after Deductib

Single: $2500
Family: $5000

Out-of-Pocket Expense Maximum per
Contract Period:

e All references to “D ing to your Deductible, as defined in your group Member
Certificate.

Policy D Pocket Expense Maximum amounts are separate between Network and

Out-of-

referring to the calendar ye

Please note: Some /procedures require Prior Authorization; please see your Member Certificate for
more details or call the Customer Care Center at 877.230.7555 (TTY: 711).

Underwritten by Dean Health Plan, Inc.
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The Member is responsible for all costs that exceed the benefit maximum indicated for that service.

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 amou
Customer Care Center if you have questions regarding whether and how a partic

item is covered.

A. General Medical

Please contact the
service, procedure or

Benefits In-Network
Amount You Pay
Office Visit (Primary Care Provider & | $30 copay fter deductible
Optometry)
Chiropractic Services $30 copay 20% coinsurance after deductible

Specialty Office Visits

$60 copay

Diabetic Education

$0 copay

urance after deductible

oinsurance after deductible

Preventive Services
One annual wellness visit

$0 copay

% coinsurance after deductible

Benefits

Medical Supplies and Durable
Medical Equipment

Out-of-Network
Amount You Pay

20% coinsurance after deductible

Diabetic Supplies

20% coinsurance after deductible

C. Diagnos
Benefits In-Network Out-of-Network
Amount You Pay Amount You Pay
X-Rays and 10% coinsurance after deductible | 20% coinsurance after deductible

Other Diagn

10% coinsurance after deductible

20% coinsurance after deductible

MRI/MRA

10% coinsurance after deductible

20% coinsurance after deductible

CAT Scans

10% coinsurance after deductible

20% coinsurance after deductible

PET Scans

10% coinsurance after deductible

20% coinsurance after deductible

Readings for:
MRI/MRA, CAT Scans, and PET
Scans

10% coinsurance after deductible

20% coinsurance after deductible

WI10619-SGPPOPOSSOB-PR
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D. Hearing & Vision Services

Benefits

In-Network
Amount You Pay

Out-of-Network
Amount You Pay

Hearing Services

10% coinsurance after deductible

20% coinsurance after deductible

Diagnostic Hearing Services

10% coinsurance after deductible

20% coinsurance after deductible

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

10% coinsurance after deductible

Not Covered

Hearing Aids - Children through
age 18

Limited to one aid per ear every
36 months.

10% coinsurance after deductible

20% coinsurance after deductible

Cochlear Implants

10% coinsurance after deductible

Routine Vision Exam - Children
through age 18

Exams performed by an
ophthalmologist will incur the
specialty office visit copay

$30 copay per visit

Routine Vision Exam - Adult
Exams performed by an
ophthalmologist will incur the
specialty office visit copay

$30 copay per visit

0% coi nce after deductible

Non-Routine Vision Exam
Exams performed by an
ophthalmologist will incur the
specialty office visit copay

$60 copay per

20% coinsurance after deductible

Vision Services

Diagnostic Vision Services

10% coinsur

20% coinsurance after deductible

20% coinsurance after deductible

Eyeglasses - Children through age

18

Not Covered

E. Hospital & Surgic

Benefits

In-Network
Amount You Pay

Out-of-Network
Amount You Pay

Inpatient H

Inpatient Re
Confinement
Limited to 90 day
per Contract Peri

10% coinsurance after deductible

20% coinsurance after deductible

10% coinsurance after deductible

20% coinsurance after deductible

Outpatient Hospital

10% coinsurance after deductible

20% coinsurance after deductible

Ambulatory Surgical Center

10% coinsurance after deductible

20% coinsurance after deductible

Detoxification Services

10% coinsurance after deductible

20% coinsurance after deductible

WI10619-SGPPOPOSSOB-PR
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F. Skilled Nursing Care Services

Benefits

In-Network
Amount You Pay

Out-of-Network
Amount You Pay

Licensed Skilled Nursing
(Excludes Custodial Care and
Other Non-Covered Expenses)
Limited to 30 days per
Confinement

10% coinsurance after deductible

20% coinsurance after deductible

Home Health Care
Limited to 60 visits per Contract
Period

10% coinsurance after deductible

20% coinsurance after deductible

Hospice Care

10% coinsurance after deductible

rance after deductible

G. Emergency & Urgent Care Services

Benefits

In-Network
Amount You Pay

Ambulance Services

10% coinsurance a

Emergency Room Services

You may be responsible for
other charges in addition to the
facility Copay/Deductible/
Coinsurance.*

Copay is waived if admitted for
Observation or Inpatient.

$325 copay and/or 10%
coinsurance after in-network
deductible

Urgent Care Facility
You may be responsible fo
other charges in additio
visit Copay/Deductible/
Coinsurance.*

$60 copay and/or 10%
coinsurance after in-network
deductible

ices rendered by other providers who treated you during your urgent
se charges include, but are not limited to, physician visits, diagnostic
various medical supplies. The amount charged for these services
ovider may exceed the Maximum Allowable Fee in which case you wiill

WI10619-SGPPOPOSSOB-PR

Effective Date: 01/01/2020




H. Therapies, Rehabilitation & Habilitative Services

Benefits

In-Network
Amount You Pay

Out-of-Network
Amount You Pay

Autism Spectrum Disorder -
Intensive - Physician and Facility
Charge

The Member is eligible for 4
cumulative years of intensive-
level services

$30 copay per therapy type per
day

20% coinsurance after deductible

Autism Spectrum Disorder -
Intensive - Related Services
The Member is eligible for 4
cumulative years of intensive-
level services

10% coinsurance after deductible

20% coinsurance after deductible

Autism Spectrum Disorder - Non-
Intensive - Physician and Facility
Charge

$30 copay per therapy type per
day

after deductible

Autism Spectrum Disorder - Non-
Intensive - Related Services

10% coinsurance after ded

Outpatient Physical, Speech and
Occupational Therapy

Limited to 20 visits per therapy
type per Contract Period

$30 copay per th

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

fter deductible

surance after deductible

Phase Il Cardiac Rehabilitation

20% coinsurance after deductible

20% coinsurance after deductible

Radiation Therapy

rance after deductible

20% coinsurance after deductible

WI10619-SGPPOPOSSOB-PR
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. Dental Services
Benefits

In-Network
Amount You Pay

Out-of-Network
Amount You Pay

Trauma/Accidental Injury to Teeth

10% coinsurance after deductible

20% coinsurance after deductible

Oral Surgery Consult

$60 copay per visit

20% coinsurance after deductible

Oral Surgical Services

10% coinsurance after deductible

20% coinsurance after deductible

TMD Surgical Services

10% coinsurance after deductible

TMD Office Consult

$60 copay per visit

e after deductible

TMD DME

10% coinsurance after deductible

er deductible

J. Behavioral Health & Addiction Se

Benefits

In-Network

Inpatient/Residential Care -
Behavioral Health & Addiction
Services

Outof-Network
Amount You Pay

>ductible

Outpatient Behavioral Health &
Addiction Services

20% coinsurance after deductible

Intensive Outpatient/Day
Treatment/Partial Hospital

Benefits

Transplant

20% coinsurance after deductible

20% coinsurance after deductible

In-Network
Amount You Pay

Out-of-Network
Amount You Pay

10% coinsurance after deductible

20% coinsurance after deductible
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L. Other Services
Benefits

In-Network
Amount You Pay

Out-of-Network
Amount You Pay

Acupuncture

Not Covered

Not Covered

Anesthesia Services

10% coinsurance after deductible

20% coinsurance after deductible

Allergy Injections

10% coinsurance after deductible

20% coinsurance after deductible

Infertility Services

Not Covered

Not Covered

Surgical Services

10% coinsurance after deductible

nce after deductible

Travel Immunizations

10% coinsurance after deductible

Maternity Services

Diagnostic Services

10% coinsurance after deductible

Physician and Hospital Services

10% coinsurance after deductible

er deductible

WI10619-SGPPOPOSSOB-PR
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M. Outpatient Prescription Drugs - Tier Option

Benefits

In-Network
Amount You Pay

Pharmacy Package ID: PHA02037

Out-of-Network
Amount You Pay

TIER 1 Outpatient Prescription
Drugs

Preferred Generic

30-day supply

$10 copay**

50% coinsurance

TIER 2 Outpatient Prescription
Drugs

Non-Preferred Generic, Preferred
Brand

30-day supply

$40 copay after Rx deductible of
$250 single/$500 family**

50% coinsurance

TIER 3 Outpatient Prescription
Drugs

Non-Preferred Generic, Non-
Preferred Brand

30-day supply

$75 copay after Rx deductible of
$250 single/$500 family**

TIER 4 Outpatient Specialty
Prescription Drugs
Specialty Drugs

30-day supply

$150 copay after Rx dedu of

$250 single/$500 family**

Mail Order

Not Cove

WI10619-SGPPOPOSSOB-PR
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IMPORTANT INFORMATION

GROUP POS 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

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 provid by your
employer/Policyholder or Us. Omissions or misstatements in your e

could cause an otherwise valid claim to be denied. Care ation provided
when you apply for coverage and write to Us withi the information is
incorrect or incomplete (such as an incomplete . nsurance coverage
was issued on the basis that the answers to a i 3 material information
shown on the employee application are ca ou have any questions,
please contact Our Customer Care Center a s and telephone numbers shown on

the cover of this Certificate.

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

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

ce contract issued by Us to the
own as the Group Policyholder.

The Group Master Policy is th
employer, association, union or

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

Maximu e amount Out-of-Network Provider bills, the Member will be

i 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.

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-SGPOSCert-PR
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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 After Hours nurses
do not provide medical care or treatment. They base their advice sol n the information you
give them when you call. Due to licensing laws, Prevea Care After i
available to Wisconsin residents.

Care Provider) in order to obtain access to obstetrical or i health care
professional in Our network who specializes in obstetrics
professional, however, may be required to comply wi including obtaining

Network Providers are Health Care Prov
the most current edition of Our Provider ide medical services to Our
Members. Network Providers include, but , doctors (MD), podiatrists (DPM),
optometrists (OD), chiropract ners (NP), hospitals, doctors of

es will be paid based on the agreement
ere is a difference between the amount the
Network Provider agree amount actually billed, you will not have to pay

the difference.

Please not th Network Providers will not affect or interfere with your
relations [ are Provider. Your Health Care Provider is still responsible for
making i garding your care. This includes deciding which treatments are

er, any treatment plan chosen by your Health Care Provider must
equirements to be covered.

appropri

Out-of-Netwo
You can choose to seek care from Health Care Providers that are not in Our Network.
However, if you choose to seek care from an Out-of-Network Provider you will be responsible
for paying higher out-of-pocket costs.

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

Generally, if you choose to see an Out-of-Network Provider, We will pay charges up to Our
Maximum Allowable Fee. If there is a difference between the Maximum Allowable Fee and
what the Out-of-Network Provider bills, you may have to pay the difference. Please call Our
Customer Care Center if you have questions about the Maximum Allowable Fee.

However, there are a few exceptions:

o We will cover Emergency Services or Urgent Care you receive fr n Out-of-Network

Provider as if you are seeing a Network Provider.

o You do not need to ask for Prior Authorization.
o If you need further care after you are medically stable, We
to a Network Provider. If you refuse transfer, We may not co your
care as if you are seeing a Network Provider.
o You still need to pay any applicable Deductiblé;
o We will pay charges up to Our Maximum Allowa

o If a Network Provider cannot provi
receive from an Out-of-Network

ou need, We may cover care you
at provider is in Our Network.

see an Out-of-Network Provider,

and We must appro ill decide based on the following:
i. Whether a Network i ovide the care you seek; and

ii. Whether

Before you an Out-of-Network Provider, you can call Our Customer Care
Center to get in about Maximum Allowable Fees. Before you call, You will need to
contact your O twork Provider to get the procedure code(s) and the amount(s) the
Out-of-Network Provider intends to charge. You can give this information to Our Customer
Care Center so We can determine the Maximum Allowable Fee for the service(s) you are
seeking. Within 5 business days of receiving your request, We will notify you to tell you
whether the service is covered and if it is subject to the Maximum Allowable Fee or any other

Policy provisions (e.g., Deductibles or Copays).

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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Prior Authorization

Your Health Care Provider must get Prior Authorization from Us before We will cover certain
procedures or services. Examples of procedures and services that need Prior Authorization are
listed below. This is NOT a complete list. You should contact Our Customer Care Center at
877.230.7555 (TTY: 711) to verify whether a procedure or service needs Prior Authorization.

Examples of Procedures/Services Requiring Prior Authorization:
e Certain medical injectables.

Certain radiology services.

Clinical trials.

Communication devices.

Habilitative Services.

Services provided in a home setting.

Dental services required to treat accidental injury to teeth.

Durable medical equipment (DME) as stated in Our medical

Therapies (physical therapy, occupational therapy, speech ther

Pain management.

New technologies not commonly accepted as sta

Hospice.

Transplants (except cornea).

Elective inpatient admissions and service

Select sleep studies.

Select outpatient surgeries.

Select diagnostic testing (e.qg., ge

d of care.

If your Health Care Provider re ve a service or procedure that needs
Prior Authorization, your Healt i ubmit a Prior Authorization request
form to Us. It is the Member’s res i ake sure that your Health Care Provider

requests Prior Authorization. We m Prior Authorization request at least 15
business days before ice or procedure. We will notify you in writing of
Our decision.

additional at We originally authorized, or 2) receive care for longer than
the lengt y authorized. If this happens, your Health Care Provider must
contact
Provider i whether We approve or deny your extension request.

Prior Authorization d
a benefit maxi

ot guarantee coverage and/or payment if you have already reached
our coverage has been terminated.

Failure to Get Prior Authorization:

If you fail to get Prior Authorization for any Medically Necessary covered service which
requires an authorization, a penalty of 50% of the allowed amount, up to a $500 maximum per
occurrence, is applied or the service may be denied for failure to obtain an authorization. All
Copays, Deductibles and Coinsurance for Covered Expenses still apply. This penalty 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
you. However, no information provided by Our Customer Care Center shall change your coverage, obligations and
responsibilities under the Policy.

WI10619-SGPOSCert-PR 7 Effective Date: 01/01/2020




count toward your Out-of-Pocket Expense Maximum. You, the Member, must ensure that your
Health Care Provider has gotten Prior Authorization for all services.

Urgent Care and Emergency Services:

In urgent and emergency situations, you may need medical attention before the written Prior
Authorization process can take place. You do not need to get Prior Authorization for Urgent
Care or Emergency Services. However, if you need to be admitted to a facility We must be
notified within 48 hours or the next business day (whichever is longer) at 877.230.7555 (TTY:
711).

Inpatient services may be reviewed for Medical Necessity.

If you get Urgent Care or Emergency Services from an Out-of-Netwo rovider and need
further care, We may ask that you transfer to a Network Provider
stable. If you refuse transfer, We may not continue to cover your c i are seeing a
Network Provider.

Concurrent Review for Out-of-Network Providers;
We will continue to review facility Confinements and cer i after you have
gotten an initial Prior Authorization. We review these i to decide if they

Provider must contact Us to request an extension. i i ealth Care Provider of
Our decision to approve or deny the request. are Provider fails to provide Us the
ose services. Any amount(s) denied

for this reason will not apply toward sati 2 Out-of-Pocket Expense Maximum.

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 VI, 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 [ 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 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.

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

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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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 eligibl
this Certificate.

payment under

Custodial Care:
Custodial Care is the type of care given when the basic goal is to hel
of daily life, including, but not limited to, help in:

e Bathing;

o Dressing;

o Eating;

e Taking medicines properly;

e Getting in and out of bed,;

¢ Using the toilet;

e Preparing special diets;

¢ Walking; or

e 24-hour supervision for potentiall
Deductible:

The amount of Covered Expe
before We will pay for Covered
to the Maximum Allowable Fee. If

eductible is applied to Our contracted fee or
is subject to a Deductible, the Deductible

The effective date of the Policy or the date the Eligible Employee qualifies for
and enrolls 2rage with Us. An Eligible Employee must be Active at
Work/Ac age to be effectuated. An Eligible Employee may be Active at
Work/A vorking day or while absent from work due to disability, illness,
or leave . 2r explanation of Active at Work/Active Status, see Section Il,

“Glossary

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

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

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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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 sufficient severity, including
severe pain, to lead a prudent layperson who possesses an average knowlgdge of health and
medicine to reasonably conclude that a lack of immediate medical atte will likely result in
any of the following:

1. Serious jeopardy to the person’s health or, with respect to a
jeopardy to the health of the woman or her unborn child.

2. Serious impairment to the person’s bodily functions.

3. Serious dysfunction of one or more of the person’

emergency department, to evalua

2. Such further medical examination 0 the extent they are within the
capabilities of the staff and facilities i as are required to Stabilize the
patient.

Experimental or Investigation , Treatments, Supplies, Devices or
Drugs:

Surgical procedures o
, are in the judgment of Our Medical Directors not
al practice and/or one of the following applies:

1 ot have final approval from the appropriate governmental
2 oes not permit conclusions concerning the effect of the
3 s not improve the net health outcome.

4 not as beneficial as any established alternatives.

nt is not attainable outside the investigational settings.

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.

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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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 status is defined by the school in which the student is enrolled as a Full-Time
Student. A Full-Time Student is considered enrolled on the date that person is recognized as a
Full-Time Student by the school, which is typically the first day of classes. Student status
includes any intervening vacation period if the dependent continues to be a Full-Time Student
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 created by an ovu ither the
intended parents or the donor(s). A Gestational Carrier is not the sou
child with which she is impregnated.

Group Master Policy:
The agreement between Us and the employer group i nce coverage to
Members. The Group Master Policy is part of the i

Group Policyholder/Policyholder:
The employer or other party that entered into aster Policy pursuant to which this
Certificate was issued.

Habilitative Services:
Habilitative Services and device
or improve skills and functioni
not walking or talking at the ex ices may include physical and
occupational therapy, speech-lan and other services for people with
disabilities in a variety @fjinpatient a ient settings.

les include therapy for a child who is

Health Care Provide
Doctors, hospitals, clinics

erperson or entity properly licensed, certified or
to the law of jurisdiction in which care or treatment is received,
its listed in this Certificate within the scope of their license.

o Is certifi dicare 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.

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 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 and other acute symptom
management.
Pharmacy services.
o Durable medical equipment.

O

A hospice Care facility is a facility or distinct part of a hospital or Skilled Nursing Facility that:
e s licensed to provide Hospice Care in the area in which it is locat
e Provides services 24 hours per day, seven days per week.
e Has at least one of each of the following personnel:

Doctor of Medicine (MD).

Registered Nurse (RN).

Licensed or certified social worker.

Pastoral or other counselor.
o Full-time administrator.

e Is responsible for providing core services.

¢ Maintains written or electronic records.

O O O O

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

thers and sisters of the Member and

Inpatient Behavioral Health Services:

other impairments, to function s se services must be provided:
By a licensed professional;

rding to applicable state laws that apply to hospitals;

all the facilities needed to provide diagnosis of and medical
ry and illness;

r fees;

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
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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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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 able to deliver the
intensity of services required to rehabilitate someone from a serious illness or injury, including
but not limited to, stroke, cranial bleed, head injury or spinal cord injury. Inpatient
Rehabilitation services must be Medically Necessary.

Intensive Outpatient Behavioral Health Services:
Planned, structured behavioral health services that are more intensive tha
but are less intensive than inpatient services. They:
e Must be provided by a licensed behavioral health or addiction
hospitalization or day treatment facility;
e Must be provided by a licensed behavioral health or addicti
e Are generally provided for at least two (2) hours per day, thre

utpatient services

Late Enrollee:
An Eligible Employee, or dependent of an Eligible Emplo i st coverage
under the Policy during the enrollment period in whi i to enroll in the
Policy, who is not eligible for a Special Enrollmen ently requests

coverage under the Policy.

Long-Term Therapy:
Therapy that is determined by Us to be

Maintenance Therapy:
Ongoing therapy delivered afte
when a patient’s recovery has

ess or injury has passed. It begins
rovement in his/her condition has

individual’'s case histo itted by a Health Care Provider. Any service
ilitative Service will not be considered Maintenance

Training and ex
Date of
Complexity of treatment; or

Degree of skill required of provider.

ence 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.

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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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 Amendments of 1965
now or hereafter amended).

Medically Necessary/Medical Necessity:
The treatment, services, or supplies provided by a hospital or Health Care Provider that are
required to identify or treat a Member’s illness or injury and which, as determined by Us, are: a)
consistent with the Member’s illness or injury; b) in accordance with generally accepted
standards of medical practice; ¢) not solely for the convenience of a Member, hospital, or other
provider; and d) the most appropriate supply or level of service that can safely provided to
the Member in the most cost effective manner.

The fact that a doctor has performed or prescribed a procedure or, he fact that it
may be the only treatment for a particular illness or injury does no
Necessary, as defined in this Certificate. The definition of Medically
Certificate relates only to this Policy and may differ from the way a doc
practice of medicine defines medically necessary.

Medicare:
Title XVIII (Health Insurance Act for the Aged) of : i ecurity Act (as
added by the Social Security Amendments of 19

Member:
A Subscriber and/or Qualified Depende

Network Provider/Plan Provider:
Please refer to Section | of thi ition of “Network Provider”. Also
note that for purposes of thi ider means only those providers listed

Observation:
In a hospital facility, Ob 2.is a set of specific, clinically appropriate services, which
include ongoing short-te ' sessment and reassessment. Treatment can

frequently i urgica ices to resolve an urgent, unforeseen condition. An Observation
stay is co ont service and is paid as an outpatient benefit. It is an alternative
to an inp ion to allow reasonable and necessary time to evaluate and
render ices to a member and determine if they may require an

inpatient care in another setting.

Outpatient H r 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.

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

Out-of-Pocket Expense Maximum:

Any Covered Expenses for medical or pharmacy services the Member or family is required to
pay. The Out-of-Pocket Expense Maximum includes the Deductible, Coinsurance and Copay
amounts applied to Covered Expenses. Premiums, non-covered expenses, benefit reduction
amounts and services provided by Out-of-Network Providers that have not been Prior
Authorized are not included in the Out-of-Pocket Expense Maximum.

Deductible and Out-of-Pocket Expense Maximum amounts are separat ween Network and

Out-of-Network Providers.

Partial Hospitalization Behavioral Health Services:
Structured and medically supervised day, evening and/or night treat i ned to

services:
e Must be provided in a licensed behavioral health o

hospitalization facility;
¢ Must be provided by a licensed behavioral j
e Are generally provided for at least four

ent provider;
days per week.

Policy/Entire Policy:
Your Policy/Entire Policy consists of th : Policy, the Certificate, the Schedule of
Benefits, the Employer Group Applicatio yplications in either paper, electronic, or

The monthly fees established b
provision of benefits to Members.

A medication or produc approved by the U.S. Food and Drug Administration
(FDA) and that can, unde fate law, be dispensed only pursuant to a prescription
order or refi i Drug includes a medication that, due to its characteristics, is
appropria [ ation or administration by a non-skilled caregiver. For the

[ )
[ ]
[ ]
[ ]

o insulin syringes with needles;

o Blood-testing strips —glucose;

o Urine-testing strips —glucose;

o Ketone-testing strips and tablets;

(@]

Lancets and lancet devices; and
o Patient self-testing blood glucose meters (except continuous glucose systems).

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

Primary Care Provider (PCP):

A Network Provider who evaluates the Member’s total health needs and provides personal
medical care in one or more medical fields. Typically, a Primary Care Provider is a pediatrician,
family practitioner, OB/GYN or an internist. You can choose either a clinic or a doctor to be
your PCP. If you choose a clinic rather than a doctor, you may see any PCP in that clinic.

Prior Authorization/Prior Authorized:
A Prior Authorization is a written request that is completed by a netwg
specialist provider requesting authorization of a specific service(s) wi
in some cases, an Out-of-Network Provider. Certain services may
before benefit coverage and claims payment can be provided. If a

CP and/or network
Netwg@rk Provider or,

overage. A verbal
ment of services is

payment of services received.

Qualified Dependent:
A Qualified Dependent is:
e The legally married spouse of the S

e The Subscriber’'s married ild, stepchild, adopted child, legal

ward and any child pla i rt order, a licensed county agency, a
Wisconsin child welfare a welfare agency licensed by another State)
until the child turns 26 year rmined by your employer. All placements

acement and adoptions laws. Please contact
e any guestions;

child, or adopted child who was called to active
7 and is a Full-Time Student. The child has up to 12
g active duty to apply for Full-Time Student status at an
cation. If the child has been called to active duty more than
the first call to active duty, eligibility will be determined based

and adoptions
Our Customer
e The Subscriber’s
duty prior to react

on of higher
in four i

legal war 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.

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 On active military duty, including National Guard or reserves, except for military duty
shorter than 31 days.

Additionally, when a child is born to parents who are not married to each other, the father
cannot claim the child as a dependent until a judicial court has established paternity, a
statement of paternity has been filed with the Wisconsin Department of Health and Family
Services, or the father is named on the birth certificate as the legal father.

A dependent child who is over the age of 26 may remain insured as a Qualified Dependent
under this Certificate if he/she meets certain requirements, provided family coverage remains
in force under this Certificate. The child must meet the following:

e Is an unmarried Qualified Dependent child who is incapable of

physical or mental disability;
e Is dependent on the Subscriber for at least 50% of the child d maintenance;
e Have become disabled before he/she reached the limiting age:

-support because of a

Written proof of the child’s disabling condition must be
dependent reaching the limiting age as described in this
approval.

Rescission:
A Rescission is a cancellation or discontinua

e The cancellation or discontinuan y€ has only a prospective effect; or

e The cancellation or discontinuanc is effective retroactively to the extent it
is attributable to a failure to timely emiums or contributions towards the
cost of coverage.

Schedule of Benefits:
The document that accompanies t nd which details specific benefits and benefit
limitations for Covere

Service Area:
The geographic area fro
appropriate

ept Members that has been approved by the
. Please visit prevea360.com or contact Our Customer Care
bout the geographic area We serve. The Service Area may

Skilled
Skilled care services ar.
physical, occupéti
and often have b

edical services rendered by registered or licensed practical nurses,
d speech therapists. Patients receiving skilled care are usually quite ill
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

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-SGPOSCert-PR 19 Effective Date: 01/01/2020




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 States Social Security
Administration.

Special Enrollment Period:
A time outside of the Open Enrollment period during which individuals and their Qualified
Dependents are able to sign up for health coverage. Individuals and/or Qualified Dependents
are only eligible for a Special Enrollment Period if they experience certain gpecified events.
Please see Section V., “Coverage Information”, for more information ab pecial Enroliment
Periods.

Stabilize:

To provide such medical treatment of an emergency medical conditi sary to
assure, within reasonable medical probability, that no material deteriora ndition is
likely to result from or occur during the transfer of the in transfer of
the individual between floors or departments in a single . oman having

contractions, it means to deliver (including the place

Subscriber:
The Eligible Employee enrolled in the Policy.

Totally Disabled/Total Disability:

A Member is unable, due to illness or inj
engage in another one for pay or profit, a
regular occupation, this means

ny duties of his/her occupation or
Us. If the Member does not have a
to illness or injury, to engage in the
normal activities of a person er. The Totally Disabled Member must
be under the regular care of a . We"have the right to require an examination
of such person, as often as We rea e, to confirm the Total Disability.

Traditional Surrogat
A woman whose own o g donor sperm or the intended parent’s sperm. A
Traditional Surrogate cor the genetic material to the child with which she is

impregnate

Care tha a regular doctor’s visit. Some examples of conditions that may
ken bones, sprains, minor cuts and burns, Drug reactions and non-
severe bleeding.

Follow-up care is 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.

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, 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

¢ We will cover one second opinion per injury or illness as long as you have benefits
available and you get a written Prior Authorization if one is needed.

o Please contact Our Customer Care Center about services that require Prior
Authorization. If the list indicates it is not your responsibility to obtain a Prior
Authorization, it may still be the responsibility of the provider.

¢ If you fail to get Prior Authorization for any Medically Necessary
requires an authorization, a penalty of 50% of the allowed am
maximum per occurrence, is applied or the service may be
an authorization.

e Any service that is covered under this subsection is also covere
connection with a Clinical Trial, if Prior Authorization is obtained.

o Please also see General Exclusions and Limitation d your Schedu nefits for
any coverage limitations.

ered service which
, up toga $500

Office Visits

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

ity office visits, please see the

Chiropractic Services

Covered Expenses (Not an !
o Chiroprac:tic examination tment, manipulation and treatment that,

Diabeti

e Diabetic
e Diabetic self-management 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;
e Be expenses for;
o Care to evaluate or assess health and wellbeing;
o Screen for possible detection of unrevealed iliness 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

Covered Expenses:
¢ Physical health examinations (adult and we

e Appropriate screenings and counseling ; ollowing guidelines.
The categories below address a broac ices including, but not
limited to, colorectal cancer screeni gs, ancer screenings (e.g., Pap tests)

preventive mammograms and sc

o Evidence-based items or servi rating of A or B in the current
recommendations of the United enti

o Immunizations for routi i i @scents and adults that have in effect
a recommendation f i ittee on Immunization Practices (ACIP)
of the Centers for Dis Prevention;

vidence-informed preventive care and

ation (HRSA); or
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 Sche of Benefits 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

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

¢ Any item that is covered i is also covered when provided in
connection with a Clini if Pri tion is obtained.

e Please also see General E itations and your Schedule of Benefits for
any coverage limitations.

rable medical equipment.
t are not limited to:

d 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
o Medical 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.

Please also see General Exclusions and Limitations and your Schedule of Benefits for 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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C. DIAGNOSTIC SERVICES

o Certain Covered Expenses require Prior Authorization.

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

o We will cover one second opinion per injury or illness by a Network Provider as long as
there are benefits available and a written Prior Authorization is obtained, if needed.
Prior Authorization is required for an out-of-network second opinion.

e Any service that is covered under this subsection is also covered when provided in
connection with a Clinical Trial, if Prior Authorization is obtained.

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

e of Benefits for

Labs & X-rays

Covered Expenses:
e Lab tests.
X-rays.
Lead screening tests for children between t
Non-preventive colonoscopy.
Non-preventive mammography screeni
Pelvic examinations.
Non-preventive papanicolaou (Pa
Inpatient diagnostic services, incl
admitted to a hospital, Skilled Nur
Outpatient facility MRI.
e Outpatient facility CAT
e Outpatient PET scans.

imited to services received while
ospice center.

Other Diagnostic Services

Covered Expenses:

o Electrocardiogra

Please also see General Exclusions and Limitations and your Schedule of Benefits for 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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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 (b
including dispensing fees. Hearing aids require Prior Authori
and older. Benefits are available per Benefit Period. The Bene
months from the date the benefit is first used.

¢ Repairs as Medically Necessary.

e The hearing aid must be repaired by/purchased f
contact Our Customer Care Center with questlons
prowders or reference Our website at preveg

Non-Covered Hearing Expenses:
¢ Batteries for hearing aids.
e Hearing aids that can be i cription and the following:

o Non-implantable, intra ction hearing aid.

Vision Services

Covered Expenses:
ns or contact lens) following surgical repair of the eye.
this benefit, reasons for surgical repair include treatment for
of the cornea surface, as defined by Our medical policy.

surgery and radial keratotomy.

¢ Eyeglasses for adults, including frames.

¢ 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.

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 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:

Please also see Genera
coverage limitations.

One pair of prescription eyeglasses per year, as follows:

Glass or plastic lenses.

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

Scratch resistant coating.

Ultraviolet protective coating.

One replacement pair of eyeglasses per year.
There may be limits on where you can purchas
benefit. Please refer to Our Provider Directory
information.

trifocal lenses.
00 diopters).

O O O O O O O O

under this

Blended segment lenses.
Intermediate vision lenses.
Standard progressives.
Premium progressives.
Photochromic glass lenses.
Plastic photosensitive le
Polarized lenses.
Standard anti-reflective (
Premium AR coating.
Contact lenses.

Limitations and your Schedule of Benefits for any

SPITAL & SURGICAL SERVICES

ire Prior Authorization.
ur Customer Care Center about services that require Prior

Inpatien tpatient hospital services are covered when they are necessary for the
admission, diagnosis and treatment of a patient as determined by Us.

If you receive inpatient hospital services from an Out-of-Network Provider without
obtaining Prior Authorization, a penalty of 50% of the allowed amount, up to a $500
maximum per occurrence, is applied or the service may be denied for failure to obtain
an 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
responsibilities under the Policy.
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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.

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

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

Inpatient Hospital

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

Non-Covered Expenses for Inpatient Hospital:
e Take home Drugs and supplies dispensed by the
is obtained and filled at a network pharmacy.
¢ Hospital stays that are extended for reasons othe i sity (e.g., lack of
transportation, lack of caregiver or inclemg
e A continued hospital stay, if the attendig as documented that
care could effectively be provided in a i e.g., Skilled Nursing
Facility or Member’s home).
e Separate charges for personal co

Inpatient Rehabilitation

Covered Expenses:

e Inpatient Rehabilitative m ent when Prior Authorized.

) t are extended for reasons other than Medical

‘ ransportatlon lack of caregiver or inclement weather).
ehabilitation stay, if the attending Health Care Provider has
puld effectively be provided in a less acute care setting (e.g.,
ity’'or Member’s home).
r personal comfort or convenience items.

Covered Expenses:
¢ Maedically Necessary detoxification services provided by an approved Health Care
Provider.

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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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, including but not limited to:
o Diagnostic services.
o Observation stays.
o Medical services in an outpatient setting, e.g., IV infusions, chemotherapy or
radiation therapy.
e Surgical procedures provided in a Health Care Provider’s office.

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

Also refer to subsections above for Inpatient or Outpatient Hospital
coverage details.

F. SKILLED NURSING

e Please contact Our Customer Care Centg
Authorization.
e Please also see General Exclusions and L
any coverage limitations.

Skilled Nursing Facility

e All Skilled Nursing Facil

e Skilled Nursing Facility se d when they are necessary for the admission,
diagnosis and treatment of a ermined by Us.

e The maximum it per Con ent for this coverage includes coverage provided by
any health care i jicare, if applicable.

Covered Expenses:

Non-Co Skilled Nursing:
e Re
e Any nursing faciligy/services other than skilled nursing services, including intermediate
care faciljti ommunity re-entry programs.

e Custodia .

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

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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patients with taking their medicines, or 24-hour supervision for potentially unsafe
behavior.
Charges for injectable medications administered in a nursing home when We do not
cover the nursing home stay.
Tracheostomy care (if not skilled care).
Parenteral feeding or tube feeding care.

Home Health Care

Covered Expenses:

Non-Covered Expense

All services must be Medically Necessary, Prior Authorized and part of the home care
plan. They are covered to the same extent as if the Member was Canfined to a hospital.

Home care.
o The attending Health Care Provider must certify that a) h
Confinement in a Skilled Nursing Facility, would be needed
provided; b) the Member’s Immediate Family, or others living
cannot provide the needed care and treatmen
state licensed or Medicare certified home healt
agency will provide or coordinate the ho
The assessment and development of a homng

assessment and the attending Hea uest or approve this

service.
o Individual visits from a qualifi ho provides skilled services under a

home care plan, if We Prior Au
Physical, respiratory, occupational
Medical supplies, Drugs ibed¥y a Health Care Provider.
Lab services prescribe
Nutritional counseling. A i tified dietitian must give or supervise these
services.
Medications ad i i i ith home health care.

Residential care.

| and continuous care (in contrast to part-time or intermittent
hours; provided according to an individual plan of care,
reyand provided by a registered or licensed practical nurse or a
assistant.

provided by a family member or someone who resides with the

Custodial Care or any service that is not required to be provided by a skilled/licensed
provider.

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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Hospice Care

e Hospice Care requires Prior Authorization.
o Please contact Our Customer Care Center for a current list of services that require
Prior Authorization.
o To be eligible for Hospice Care benefits, the Member must have a life expectancy of
six months or less, as confirmed by the attending Health Care Provider. Covered
Expenses will continue if the Member lives longer than six months.

Covered Expenses:

e Hospice Care provided in the home or at a Hospice Care facility.

o Hospice Care may include routine home care, continuous ho
hospice.

o Coverage is provided for Hospice Care on a case-by-cas

are and inpatient

Non-Covered Expenses for Hospice Care:
e Residential care.
e Services provided by volunteers.
¢ Housekeeping or homemaking services.

Please also see General Exclusions and Limitati
coverage limitations.

f Benefits for any

G. EMERGENCY

e Certain services require Prior Auth
o Please contact Our Customer C
Authorization.

If you need inpatient se

¢ 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).

o Please also see General Exclusions and Limitations and your Schedule of Benefits for
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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Ambulance Services

o Ambulance transportation must be provided by an established state licensed
ambulance service and comply with all local and federal laws.

Covered Expenses:

Ground Ambulance Services
e Ground ambulance transportation to or from a hospital in urgent or emergency
situations when medical attention is required along the way.
o Non-urgent or non-emergency ground ambulance transportation sjigiations in the
following circumstances:
o The Member needs to be transported from one acute inpati
another inpatient facility care setting.
o The Member needs to be transported to and from an acu i facilitysetting
to a lower level of care site (because Medically Necessary s
in the hospital to which the patient was admitted) and the Me i rn to the
acute inpatient facility setting upon completiongef services.
o The Member is a mother whose baby requires t
the mother requires an inpatient level of pg
for admission at the receiving facility.
o If Prior Authorized by Us, other non- ground ambulance
transportation involving transport et re to lower level of care
or transport between lower levels o
e Ground ambulance services whe
circumstances:
o Transportation is unplanned;
o Services are provided ifi ofessionals from the ambulance
provider; and
o Services are deemed ary to treat the injury or medical condition

facilitysetting to

e Ambulance trans r a Member to a hospital or from one hospital to
1i )t the following requirements are met:

0 be transported due to an emergency situation and requires

ong the way;

o od of transportation, including ground ambulance
d endanger the Member’s health;
o ospital cannot provide the hospital or skilled nursing care the
or injury requires; and
o Thef ich receives the transported Member is the nearest one with

Non-Covered Ambulance Expenses:
o Non-emergency or non-urgent ground or air ambulance services or transportation,
unless the transportation or service is listed as a Covered Expense under Ground
Ambulance Transportation in the Section or is Prior Authorized by Us.

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 Charges for, or in connection with, any other form of travel, unless otherwise stated in

this Section.
¢ Member’s condition does not meet medical criteria for ambulance services or

transportation.
e Any ambulance transportation or services initiated for convenience or non-medical

reasons.

Emergency Services

What to do in case of emergency:
If you need Emergency Services while you are outside the Service Area a
please go to the nearest medical facility. You must notify Our Custome

cannot return,
re Center as soon

hospital must call Us within 48 hours or the next business day (which
the admission. If you fail to notify Us when reasonably possible, you co
responsible for all, or part, of the services. If you cannot
or the next business day (whichever is longer) following
affected.

Covered Expenses:
o Emergency room services provided fo
o Out-of-pocket responsibility, as defi
any services beyond the emer.
to supplies, prescriptions, diag
o ER Copay is waived if admitted
emergency Vvisit.
o Please note that em
will be paid based on lowable Fee. You will be responsible for any

fees that exceed the Ma

ility charges, including but not limited
and imaging services.

Urgent Care Facili

What to do if you ne t X

When you ea, Emergency Services must be arranged and/or provided by
a Networ i possible.

If you ca e Service Area please call Our Customer Care Center as soon

Out-of-Network Provider. The claim for the services may be

reviewed by Us to det ine if the diagnosis or symptoms were urgent.

Covered Expenses:

e Urgent Care services.
o Out-of-pocket responsibility, as defined in your Schedule of Benefits, may apply to

any services beyond the Urgent Care Health Care Provider’s 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 Please note that Urgent Care services provided by an Out-of-Network Provider will
be paid based on Our Maximum Allowable Fee. You will be responsible for any fees
that exceed the Maximum Allowable Fee.

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

If you have a question regarding when to seek emergency or Urgent Care, you can call
Our 24-hour nurse access line at 888.277.3832.

H. THERAPIES, REHABILITATION & HABILITATIV

e Please contact Our Customer Care Center about services that
Authorization.

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

Benefits for

Autism Spectrum Disorder

Please contact Our Customer Care Center for cookdi i iStance. Please refer
to your Schedule of Benefits for benefit infor A li i

Covered Expenses:
e Services specifically related to a pri glagnosis of autism spectrum disorder,
which includes autism disorder, drome and pervasive development
disorder not otherwise specified. i is must be conducted by a provider
ed tools specific for autism
spectrum disorders. For e evidence must meet the criteria
for autism spectrum di
Mental Disorders publishe an Psychiatric Association. These services

include:

o Diagnostic test i is appropriate to the age of the Member and
determined t pirically validated tools specific for autism
spectrum diso ve the right to require a second opinion with a provider
0 the Member and Us.

o ices. The Member is eligible for 4 years of intensive-level
s intensive-level services received by the Member will be
equirement under this Policy, regardless of payor.

o e-level services must be consistent with the following:

Evidence-pased.

Prowvi a qualified provider as defined by state law.

= Bas n a treatment plan developed by a qualified provider or professional as
defined by state law that includes an average of 20 or more hours per week over
a six-month period of time with specific cognitive, social, communicative, self-
care or behavioral goals that are clearly defined, directly observed and
continually measured. Treatment plans shall require that the Member be present
and engaged in the intervention.

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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= Provided in an environment most conducive to achieving the goals of the
Member’s treatment plan.

» |ncludes training and consultation, participation in team meetings and active
involvement of the Member’s family and treatment team for implementation of
the therapeutic goals developed by the team.

= Commences after an insured is 2 years of age and before the insured is 9 years of
age.

= Services must be assessed and documented throughout the course of treatment.

» The Member must be directly observed by the qualified provider at least once
every two months.

o Non-intensive-level services. The Member is eligible for non-intgnsive-level
services, including direct or consultative services, that are evi e-based and are
provided by a qualified provider or qualified paraprofessio one of following
conditions apply:
= After the completion of intensive-level services and stain and

maximize gains made during intensive-level treatment.

» To a Member who has not and will not receive intensive-I

= The services are based upon a treatment cific therapy goals
that are clearly defined, directly obse ured and that
address the characteristics of auti atment plans shall
require that the Member be pre

= |Implemented by qualified provic g providers, qualified
professionals, qualified therapi ed paraprofessionals as defined by
state law.

= Provides treatment and ser onment most conducive to achieving

um DiSorder Expenses:

cluding hippotherapy.
ing.

Child care fees.
Cost for or location when treatment, therapy or services are provided
outside a er's home.

Cranial sacral therapy.

Custodial or respite care.

Hyperbaric oxygen therapy.

Provider travel expenses.

Special diets and supplements.

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 Therapy, treatment or services to a Member residing in a residential treatment center,
inpatient treatment or day treatment facility.
e Prescription Drugs and durable medical equipment *.

*These items may be covered under the normal terms and conditions of the Policy and
are not covered under the Autism Spectrum Disorder benefit. Please see the Prescription
section/or Section lll, Benefits, B., “Medical Supplies/Durable Medical Equipment” for
more information.

Outpatient Physical, Speech and Occupational Therapy

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

¢ Hearing therapy for communication delay, therapy

retardation and related conditions and other lg i y, except as
specifically listed under the “Habilitative Sg um Disorder”
section.

e Therapy services such as recreational : ysical fithess or
exercise programs.

¢ Biofeedback, unless Prior Authori

e Services to enhance athletic traini

e Services or treatment received at i facilities

e Submaximal Stress Testi rs with cardiovascular disease.
These therapy benefits are onl of those conditions that, in the judgment of
the attending Health Care Provid d to yield significant patient
improvement, as det i rapists must be licensed and must not live in the

patient’s home or be

Habilitative Services

Prior Authorization from Us.
stomer Care Center for a current list of services that require

Covered Expenses:
¢ Physical therapy, occupational therapy and speech therapy.
e Counseling.
e Behavioral health services.
e Services for developmental delay.

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 Expenses for Habilitative Services:
e Custodial Care.

Daycare.

Recreational care.

Respite care.

Vocational or life training.

Phase |l Cardiac Rehabilitation

Covered Expenses:
¢ Maedically Necessary rehabilitation services for myocardial infarcti
surgery or stable angina pectoris.

oronary bypass

Pulmonary Rehabilitation

Covered Expenses:
¢ Medically Necessary rehabilitation services for chronic obstructive tive lung
disease.

Radiation Therapy

Covered Expenses:

¢ Medically Necessary therapeutic meth
isotopes.

o Please contact Our Customer

o Services may require Prior Aut

-rays, radium and radioactive

r a list of approved providers.

Please also see General Exclu and your Schedule of Benefits for any

coverage limitations.

ation from Us.
are Center about services that require Prior

dental, trauma/accidental injury to teeth, oral surgery and
order (TMD) related services provided under this Certificate. We
al or dental-related services except as described in this

su .
e All services mus arranged and/or provided by Network Providers, including, oral
surgeon iSts or TMD providers, unless otherwise stated in this subsection.

o Please als General Exclusions and Limitations and your Schedule of Benefits for
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.

WI10619-SGPOSCert-PR 38 Effective Date: 01/01/2020




Trauma/Accidental Injury to Teeth

These benefits are intended for dental treatment needed to remove, repair, replace, restore
and/or reposition sound, natural teeth damaged, lost, or removed due to an injury. The term
“injured” does not include conditions resulting from eating, chewing or biting.

To be eligible for coverage:

Covered Expenses:

Non-Covered Expenses for Trauma/Acec

Oral Surgery

The services must be Medically Necessary while you are enrolled under this Policy.

The tooth must meet the definition of “sound, natural tooth”,

o A “sound, natural tooth” is a tooth that is fully erupted, has nor
restoration that does not compromise the strength and integri
structure and has no evidence of periodontal disease that d predispose the
tooth to injury.

The evaluation of the injured tooth must occur within 72 ho

The repair of the injured tooth must be initiated within 120 da

oration or minor

Tooth extractions, initial repair and/or replacement
accidental injury.

All dental services, except those listed at
Surgery performed to correct fu ities of the mandible or maxilla.
Correction of malocclusion.
Orthognathic surgery.
Orthodontic care, period
Restoration.
o Crowns and root cana
acceptable treatments fo
Tooth damage i

dental care.

ly if such treatments are the only clinically
ccidental injury.
ing or biting.

Covered

rs and cysts that are not related to non-bony impacted teeth.
cidental injuries of the jaw, cheeks, lips, tongue, roof and floor of

O

Removal of exostoses of the jaw and hard palate when not performed to facilitate
denture placement.

Treatment of fractured facial bones.

External/ internal incision and drainage of facial abscess of soft tissues.

Cutting of accessory sinuses, salivary glands or ducts.

o Reducing dislocations; alveoloplasty.

O

o O O

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 Lingual frenectomy.
o Vestibuloplasty.
o Residual root removal.

Non-Covered Expenses for Oral Surgery:
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.

Oral surgery consult and/or evaluation for a procedure not listed in this subsection.

Orthognathic surgery.

Orthodontic care, periodontic care, or general dental care.

Removal of impacted teeth.

Restoration.

o Examples include but are not limited to crowns and roo als.

Tooth damage due to eating, chewing or biting.

¢ Dental implants.

Medically Necessary General Anesthesia for Den rocedures

All services must be Medically Necessary and Prior

Covered Expenses:
¢ Administration of general anesthesia.
¢ Facility charges occurring in connegtion ental services provided.
Non-Covered Expenses for Hospita ntal Procedures:
e Hospitalization costs for services notili i ction, except those listed in the

¢ Diagnostic proced ' IIy Necessary surglcal or non- surglcal treatment for

condition.
o The purpose he procedure or device is to control or eliminate infection, pain,
nction.
e Orthogn rgery only for the treatment of TMD, when Prior Authorized by Us.

Non-Covered Expenses for Temporomandibular Disorders (TMD):
o All dental services, except those listed as covered in this TMD 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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Non-surgical services with a TMD diagnosis code and a network TMD provider will be
subject to the TMD benefit listed in your Schedule of Benefits. Surgical Services will be
covered as indicated within the “Hospital & Surgical Services” subsection of this
Certificate.

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

J. BEHAVIORAL HEALTH & ADDICTION SERVICES

o Certain services require Prior Authorization from Us.

o Please contact Our Customer Care Center about services tha
Authorization.

o Behavioral health services are for those conditions classifie
disorder by the International Classification of Diseases publi
Medical Association and/or the Diagnostic and Statistical Man
(DSM) published by the American Psychiatric Association.

o To qualify, a treatment program must be staffed
should include registered nurses, occupational the
doctors or other health care professionals. T

uire Prior

received on an emergency basis,
after the initial services.

¢ Related diagnostic services and pr are not subject to these behavioral
health and addiction bengfits. For b [ rmation, please see the “Diagnostic

the Outpatient Prescripti

e Coverage is in accordance ellstone and Pete Domenici Mental Health
Parity and Addig .

¢ Inpatient detoxi onsidered medical services and are therefore NOT
applied to this Be h & Addiction Services benefit. Please see the

this coverage.
Exclusions and Limitations and your Schedule of Benefits for

Covered Exp
e Services provided at an inpatient hospital or behavioral health inpatient/residential
facility.
e Services in a residential/inpatient addiction treatment program provided by a licensed
professional in a state licensed or certified facility.

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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Outpatient and Other Behavioral Health and Addiction Services

Covered Expenses:

Partial Hospitalization or Intensive Outpatient/Day Treatment Programs.

Outpatient services, including group, family and individual therapy.

o Must be provided with a behavioral health or addiction treatment Health Care
Provider.

For Full-Time Students attending school in Wisconsin, but outside the Service Area:

o A clinical assessment by an Out-of-Network Provider and 5 visits for outpatient
behavioral health or addiction treatment. We retain the right to choose the provider.
Further treatment may be authorized upon review by Us.

Services for the following treatments and programs:

o Services for persons with chronic behavioral health diso
community program. These programs provide services t
behavioral illnesses that, due to history or prognosis, requir
treatment or prolonged periods of inpatient care. Benefits are
charges directly related to treatment of behavj

o Coordinated emergency behavioral health serv e experiencing
a behavioral health crisis or who are in a si i
health crisis if support is not provided. .
for the period of time the person is e i i ealth crisis until the

facilitate coordination of servi arsens who are experiencing, or are in a
situation likely to turn into, a b crisis.

group homes.
Halfway houses.
Hypnotherapy.

Long-Term or Mai

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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Transplant Services

K. TRANSPLANTS

Except for corneal transplants, all transplant services, including transplant work ups
require Prior Authorization and must be provided at Our approved facility. If you fail to
get Prior Authorization for any Medically Necessary covered service which requires an
authorization, a penalty of 50% of the allowed amount, up to a $500 maximum per
occurrence, is applied or the service may be denied for failure to obtain an
authorization.

To be covered, the transplant must not be considered Experimental or Investigational.
The appropriateness of all transplants is reviewed by Us. Our definition of
appropriateness is based upon individual patient considerations a upportive medical
literature.

Coverage for organ-procurement costs is limited to costs dire
procurement of an organ from a compatible cadaver, cord
procurement costs include the following: organ transportati
hospitalization and surgery (when a live donor is involved).

relatedyto the
ing donor. Organ-
ility testing,

any coverage limitations.

Covered Expenses:

The following organ and tissue transplé
This is not a complete list, although,these
Bone marrow
Stem cell
Cornea
Heart
Heart/lung
Kidney
Liver
Pancreas
Kidney/pan
Intestine
Health services pré v ber’s organ donor which are directly related to organ

dered by ealth Care Provider.
ost common:

O O O O O O O O O O

proc
Non-Co penses:
e H and tissue transplants unless specifically covered under this

policy.
Health services for transplants involving permanent mechanical or animal organs.
Transplant services that are not performed at an approved facility.

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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Kidney Disease Treatment

Covered Expenses:

Non-Covered Expenses for Transplant Services and Kidne

Inpatient and outpatient kidney disease treatment.

o Limited to all services and supplies directly related to kidney disease, including but
not limited to: dialysis, transplantation, donor-related charges and related Health
Care Provider charges.

o Donor-related charges are only payable if the recipient of the kidney is Our Member.
The covered donor-related charges (including compatibility testing charges) are
those charges related to the person actually donating the kidney.

o We are not required to duplicate coverage available to the Me
or under any other insurance coverage the Member may hav

r under Medicare

Any transplants and related expenses, not outlined as cover
Services and supplies in connection with covered transplants
is not obtained.

Any Experimental or Investigational transplant.
Transplants involving non-human or artificial organ

Please also see General Exclusions and Limitati f Benefits for any

coverage limitations.

Anesthesia Services

Please contact Our Customer Car
Authorization.
Please also see General i ions and your Schedule of Benefits for
any coverage limitation

Covered Expenses:

Clinical Trials

Anesthesia service pnnection with Covered Expenses under this Policy.

Benefits are on

able if a Member is clinically eligible for participation in the Clinical Trial,

as determined by the researcher.

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 Routine patient care costs for Clinical Trials, which include the following:
o Covered Expenses for which benefits are typically provided absent a clinical trial.
o Covered Expenses for the reasonable and necessary care arising from participation
in a clinical trial, such as the diagnosis and treatment of complications.
o Covered Expenses required solely for the:
=  Administration,
= Clinically appropriate monitoring (for the Member’s direct clinical management),
or
= Prevention of complications of the Investigational Procedure, Treatment, Supply,
Device, or Drug.

Non-Covered Clinical Trial Expenses:
e Expenses for preventive clinical trials.
e Non-routine patient care costs for Clinical Trials, which inclu
o The Experimental or Investigational Procedure, Treatment,
The only exceptions to this are:
= Certain Category B devices.
= Certain promising interventions for patients
= QOther items and services that meet specified C
medical policy guidelines.
o Items and services provided solely tg d analysis needs and

rgical Services” subsection.
Maternity benefits are also avai pendent who is covered as a Member.
Covered Expenses:
e Health Care Pro
¢ Prenatal and postpa i ing services directly related to deliveries, ectopic
I d miscarriages.

We must i i e of your expected date of delivery for Prior Authorization of
ili ent, if an Out-of-Network Provider is used. In addition, when
otified the next business day regardless of whether delivery of

you are ‘
or not (e.qg., pre-term labor).

your bab

New Members in their third trimester as of their Effective Date and are seeing an
Out-of-Network vider 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.

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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Statement of Rights under the

Newborns’ and Mothers’ Health Protection Act
Under federal law, health insurers such as Us generally may not restrict benefits for any
hospital length of stay in connection with childbirth for the mother or newborn to less than
48 hours following a vaginal delivery, or less than 96 hours following a Cesarean section.
Federal law does not prohibit the mother’s or newborn’s attending Health Care Provider,
after consulting with the mother, from discharging the mother or her newborn earlier than
48 hours (or 96 hours as applicable). If this occurs, We will only provide benefits for the
shorter stay. We may not require you to obtain Prior Authorization for stays that are not in
excess of 48 hours (or 96 hours).

at might reduce
call Our Customer

Although not required, you may obtain a Prior Authorization for servic
your out-of-pocket costs. For information on Prior Authorization, pl
Care Center.

Non-Covered Maternity Expenses:
¢ Amniocentesis, CVS (Chorionic Villi Sampling), or non-invasive p
performed exclusively for sex determination.

e Birthing classes (e.g., Lamaze).

e Services, Drugs, or supplies related to abortioas : man suffers from
a physical disorder, physical injury, or physi
danger of death unless an abortion is pe
of rape or incest.

¢ Home or intentional out of hospital i > free standing birthing centers).

e Treatment, services or supplies f
Carrier, who is not covered under

Congenital defects and birth red an injury or illness under the terms
of this Policy. Coverage will app ified Dependent who is not a married spouse of the
Subscriber and who has been cont ed in health insurance offered by the
employer (i.e. the emp d or acquired this Policy) since date of birth or date

of adoption, until coverkag i ends. Coverage includes the functional repair or
restoration of any bodypa [ to achieve normal body functioning. This does

All other born or adopted child will be covered as otherwise described in
this Certi

Surgical

Covered Exp
e Surgical procedures required to treat an illness or accidental injury.
o Preoperative and postoperative care, necessary assistant and consultant services, and
elective sterilization, unless stated otherwise in this Policy.
o If a Member is receiving benefits in connection with a mastectomy and elects to have
breast reconstruction surgery in connection with that mastectomy, We will provide
coverage for:

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 Reconstruction of the breast on which the mastectomy has been performed;

o Surgery and reconstruction of the other breast to produce a symmetrical
appearance; and

o Prostheses and physical complications of all stages of mastectomy, including
lymphedema.
=  Prosthetics are subject to the benefits provided in the “Medical Supplies/ Durable

Medical Equipment” subsection.
e Coverage for lymphedema is subject to the benefits provided under the “Outpatient
Physical, Speech and Occupational Therapy” provision of this subsection.

Non-Covered Surgical Expenses:
o Non-Medically Necessary plastic surgery.
o This limitation does not affect coverage provided for breas
connection with a mastectomy.

onstruyction in

Travel Immunizations and Medicines

e Medically Necessary travel-related preventive tre ent recommen e Centers
for Disease Control Yellow Book: Health Informati r International

Covered Expenses:

e Vaccinations
Hepatitis A & B
Typhoid
Yellow Fever
Meningococcal
Rabies
Japanese B Encephaliti
Influenza
Routine Immunization
e Travel-related prescriptions g conditions (cost-sharing will be
i scription Drug benefit):

O O O O O O O O

@)
<
L
Q
=
o))
Y
=
o
e

Altitude lliness
Mot icknes

izations and Medicine Expenses:
riptions not listed above. Or on your formulary.

Please also se
coverage limitations.

Exclusions and Limitations and your Schedule of Benefits for any

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-SGPOSCert-PR 47 Effective Date: 01/01/2020




M.OUTPATIENT PRESCRIPTION DRUGS

HERE ARE SOME IMPORTANT THINGS TO KEEP IN MIND ABOUT THESE BENEFITS:

e For the purposes of this section, the phrase cost-sharing amount refers to your plan-
specific Copay, Deductible and/or Coinsurance. Please refer to the Schedule of Benefits
for plan-specific prescription Drug cost-sharing amounts.

e You are responsible for reviewing and complying with the formulary guidelines
associated with this plan. A Drug’s formulary status is subject to change and your Policy
documents indicate which formulary to review. To obtain a copy of the current
formulary or a list of Drugs requiring Prior Authorization, visit Our web site at
prevea360.com, log into your Member Profile portal, or contact O ustomer Care
Center at 877.230.7555 (TTY: 711).

e A formulary is a list of prescribed Drugs, medications, supplie othergagents that are
approved for use and covered under this Policy. Unless you i
through Our Non-Formulary Exception Request process, We rugs or
other items not listed on the formulary.

e Our formulary is organized by tiers and how much you pay for a
upon its tier placement. To find out if a Drug is on er what tier
a Drug is placed, please visit Our website at preve ur Customer
Care Center.

¢ Updates to the formulary may be obtained
Our Customer Care Center. We reserve mulary at any time
without notice. Our web site maintains i
prevea360.com.

¢  When you get coverage of a “no dication through Our Non-Formulary
Exception Request process, you nest cost tier based on your
prescription Drug benefit.

e Lowering a tier of a Drug

ed on your formulary or a “non
ined approval through Our Non-
Formulary Exception Req ot allowable.
¢ We maintain the formulary i hysicians or other prescribers of self-
administered mg@ieations. Ou rmacy and Therapeutics Committee, which is made
up of physician iews and approves the agents listed based on
afety, Drug interactions, side effects, pharmacokinetics

' medical management processes when making coverage
not limited to step therapy. A Health Care Provider, Member, or
e may present medical evidence to obtain an individual patient

If a generic bec s available for a brand name prescription Drug, the tier placement
for the e 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 (DAW) penalty), or
you will no longer have benefits for that brand name prescription Drug.

¢ Drugs may be removed from the formulary at any time when a therapeutically
equivalent alternative Drug(s) becomes available and covered under this Policy. New

Drugs are excluded but may be added to the formulary after the therapeutic

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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advantages of the Drug and its medically appropriate application are determined.
Certain Drug products may be excluded when comparable generic or therapeutic
alternatives are available.

e Certain prescription Drugs included on the formulary require Prior Authorization. Please
refer to the formulary on prevea360.com or by contacting Our Customer Care Center. If
Prior Authorization is not obtained when required, no benefits are available. The
Drug Prior Authorization process may be initiated by your treating Health Care Provider
by filling out a Drug Prior Authorization Request form. This form can be found on
prevea360.com. When We receive your request form, We will mail Our response to you
and your prescribing Health Care Provider. You may contact your Health Care Provider
for information about a particular Drug, or you can contact Our Customer Care Center.

e Certain Drugs have quantity limits. Please refer to the formulary f; ese limits.

e Certain medications on the formulary are only covered under ill Program.
Our Partial Fill Program requires you to fill certain prescripti er-than-usual
time period. It works as follows:
o Split fills limited to two 15 day fills per month for first 3 mo
o Your first fill will be for up to 16 days of the first month and y

the monthly cost-sharing amount.
o Your second fill will complete the first month ext 12-14 days) you will pay
the second half of the monthly cost-sharing

half of

o You will follow this schedule for the firs ou complete the
first three (3) months, a complete one ilable for the cost-
sharing amount indicated in your Pg ormulary for additional
information.

e We assign Drugs to the specialty
exceptional management such as:
special handling; cost; and disease
specialty Drugs require Prior Autho

pbased upon the need to provide
ation; clinical oversight and monitoring;

Drugs may be subject to the Partial Fill
Program. Medications cl gs are identified on the formulary.

therapeutic interghange. All c medications over $200 will be reviewed to
determine whethe mpound Prior Authorization criteria.

e Outpatient pres ’ sed in connection with emergency or Urgent Care
services will be pa s in-Network pharmacy benefits, as follows.

Services Offi f Inspector General.
o To obgain ursement for Drugs purchased from an Out-of-Network pharmacy in
an ur emergent situation, please submit your receipts along with a
prescription manual claim reimbursement form found on Our website at
prevea360.com.
e Any Drug that is covered under this subsection is also covered when provided in
connection with a Clinical Trial if Prior Authorization is obtained.

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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Even if you or your prescribing Health Care Provider specifically request a brand Drug, if
a pharmacy fills a prescription for a brand Drug when a generic equivalent is available
and on the formulary, We will not cover the brand Drug. You, the Member, will be
responsible for 100% of the cost of the prescription.

Covered Expenses:

Formulary Drugs. We cover Drugs, medications and other agents and supplies listed on
the formulary. Coverage is subject to any limitations listed on the formulary or as
discussed above.
Clinical Trials. We cover routine patient care for Members in an approved clinical trial.
Members are subject to the terms, conditions and restrictions that ly to other
coverage under the Policy. For more information, see Section I ary of Terms -
Clinical Trials or request Our New Technology Assessment Gui .
Oral Chemotherapy Drugs. We cover orally-administered . Member cost-
sharing is limited to $100 for a 30-day supply, consistent wi i .
HIV (Human Immunodeficiency Virus). We cover prescriptio ent of
HIV infection as required by Wis. Stat. § 632.895(9).
Diabetes Care. We cover the following Drugs an
o Insulin, disposable supplies and any prescriptio
diabetes. Disposable supplies include: blood.o , control solutions

o Insulin infusion pumps and related equip d supplies are covered under the
medical benefit as required b iS. .895(6). Non-formulary test strips may

be obtained through the medi i Members with an insulin pump. Test
strips and supplies listed on the overed under the pharmacy benefit.

o Continuous glucose monitoring € elated supplies are covered under
the medical benefit.

Oral Inhalants. We cove i . Coverage is limited to one item for up
to three cost-sharing amou ing on how many days the product will last

Home Health Cz dispensed in connection with mandated Home
Health Care as li i

e (3) cost-sharing amounts.
ise, prescription Drugs will be dispensed in maximum quantities as

o Ifaret ovider fills prescriptions for more than a 30-day supply, cost-sharing
amounts will apply for each 30-day supply obtained.

o For certain TIER 1 generic maintenance Drugs as defined by Us, a retail provider
must dispense a 90-day supply. This requirement will apply after you have received
three consecutive 30-day supplies. You may request an exception to this

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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requirement by either: 1) asking the retail pharmacy provider to contact Our
pharmacy benefit manager, or 2) contacting Our Customer Care Center.
o Mail order is available for certain maintenance medications as defined by Us.
e Single-packaged items are limited to two items or a one month supply, whichever is
less.

o A single-packaged item includes, but is not limited to: inhalers, blood glucose sticks,
eye drops and ear drops.

o If asingle-packaged item will last 30 days or longer, you are limited to one single
package per cost-sharing amount. If the single-packaged item lasts less than 30
days, you are is limited to two single packages per cost-sharing amount. Ointments,
creams, gels, solutions and other topical medications are dispenged in the smallest
tube or package sizes that will last 30 days.

e Please refer to your Schedule of Benefits for Out-of-Network
applicable to your plan.

acy coverage, if

Some of the diabetic supplies and equipment listed above are also
medical supplies/durable medical equipment benefit. If you choose to
supplies and equipment through a non-pharmacy provider, your cost-sh
determined by your medical supplies/durable medical € ment benefit.

unt will be

Non-Covered Expenses:
¢ Medication to treat sexual dysfunction.

Erectile dysfunction Drugs.

Infertility Drugs.

Anorexic agents or any medicati or weight loss.

A prescription Drug that contains ding medical marijuana.

Smoking cessation products not lis lary. Member must be enrolled in

the Quit for Life Program

o Charges for prescriptio
not obtained from Us.

sed or injected by a Health Care Provider or certain injections
e administered in Health Care Provider’s office. These injections
2scription Drug benefit and are governed by the medical

S'as listed elsewhere in this Policy.

igational or unproven services and medications; medication used
ications and/or dosage regimens determined by Us to be

Compounded Drugs that do not contain at least one ingredient that has been approved
by the FDA and requires a prescription order or refill or do not meet Our compound
Prior Authorization criteria. Compounded Drugs that are available as a similar
commercially available prescription Drugs.

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

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

e Prescription Drugs required for international travel or work in excess of the supply
limitations set forth in this Certificate, the formulary and other Policy documents.

e Medical food or vitamins, either with or without a prescription, unless the agent has
been approved by Us and is listed on the formulary.

¢ Neutri-ceuticals, alternative Drugs, natural remedies, homeopathic therapies and any
other chemical, Drug, medication, agent, or therapy which has not been reviewed and
approved by the FDA for use in humans, unless Prior Authorized by Us.

¢ Medications not medically indicated or not appropriate for the treatment of an iliness or
injury as determined by Us, except for specified Drugs for the treatment of HIV infection
as required by Wis. Stat. § 632.895(9).

e Charges for injectable medications administered in a nursing
home stay is not covered by Us.

¢ Dispensing Charges for unit dose medications, convenience
repackagers, costs related to the administration of a covered
means and medications provided in connection with intermediat
custodial or Maintenance Care, or respite or rest c

¢ All compounded estrogen, progesterone or testos
products unless specifically included in Our form i ids except for
replacement therapy; and Drugs intended
by Us.

e Over-the-counter Drugs, devices, dura

when,the nursing

d by Us or coverage is required by
state or federal law.

¢ Any medication or portion of me asted or not used.

e Medications covered by workers c rance, or furnished by the U.S.
Veterans Administration ate or federal agency or Medicare.

e Non-prescription enter i t are taken by mouth or delivered

rgently needed services as defined by Us.

pensed prior to the Member’s effective date of coverage or after

coverage limitations.

End of Section llI

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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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.

sdures connected 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
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Therapies

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.

Laser treatment for Port Wine Stain (PWS) lesions, except on the face and neck.
Medical and surgical treatment of excessive sweating (hyperhidrosis).

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.
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.
Surrogacy services, for a non-Member.

Sexual dysfunction treatment and services including but not
Take home Drugs and supplies unless a written prescription is
network pharmacy.

Acupuncture.
Chelation therapy for atherosclerosis.
Coma stimulation programs.

Dry needling.

Alternative medicine, not otherwis
Low level light therapy.
Massage therapy.
Prolotherapy.

Swim or pool therapy, u

Administrative e mployment, licensing, insurance, adoption, or
participation in at

Charges and Expenses

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

Expenses incurred before the supply or service is actually provided unless Prior
Authorized by Us.

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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Services, Treatments and/or Supplies

o Hospital or medical services not listed in this Certificate.

e 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.

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

e Services, treatment and supplies provided in connection with any illness or injury
caused by: a) a Member engaging in an illegal occupation or b) a Member committing or
attempting to commit, a felony. (Note that this exclusion does not ly to the

would otherwise be covered.)

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

e Charges directly related to a non-covered service, such as hos
except when a complication results from the non-covered servic ot be
reasonably expected and the complication requir atment. The
treatment of the complication must be a covered

e Services or supplies associated to a denied Pri@

terrorism.
e Services or supplies provided for ined while performing military service.
e Services or supplies for which a Me i is entitled to receive any benefits,
settlement, award, or da aim under, any Workers’

Compensation Act, em

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
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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 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
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.

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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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.

For coverage to continue, the attending Health Care Provider must certify that the leave of
absence is Medically Necessary. This certification can be sent to Us by the attending Health
Care Provider, or by the Qualified Dependent or an individual on his or ehalf. The

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

We will continue to provide coverage until any of the following occurt
o The Qualified Dependent notifies Us or the emplo intend to
return to school full-time;

o The Qualified Dependent becomes employed f

e The Qualified Dependent marries and is @ r his or her spouse’s
health coverage;

e The Subscriber’s coverage under this PO ontinued or otherwise terminated; or

e One year has elapsed since the ' dent’s continued coverage began and

the dependent has not returned t

This provision only applies to a Qualified NOse eligibility for coverage is based
on his or her Full-Time Stude : ly to all covered Full-Time Students,

application.

Eligible Employe o 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
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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. Enrolime ust be requested
within 31 days of the marriage, birth, adoption or placement for adoptio

Late Enrollee Policy
Late Enrollees are individuals who 1) did not enroll when initially eli and 2)
are not eligible for a Special Enrollment Period. Late Enrollees will be j
following rules chosen by your employer:

o Late Enrollees will have a 90-day waiting period b
e Late Enrollees will need to wait for the next ang eriod to enroll for
coverage.

Please contact your employer for more infori : i coverage as a Late
Enrollee.

ID Card Information
Your ID card provides useful information
Dependent(s), along with impor
does not guarantee coverage
needs replacement, you can re

d billing information. The ID card
If your ID card is lost, stolen or otherwise

Coverage

As a Member, it is you ify your Employer of any changes that might affect
your coverage so that anfotify Us timely. You should report these changes to
your Employer immedia 1 ges include, but are not limited to:

ed Dependent status (for details see “Glossary of Terms” Section).

Change

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:

1. Becoming subject to the Late Enrollee Policy;
2. Claims being denied;

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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3. Incorrect Premiums being collected, or
4. Retroactive termination of coverage under this Policy.

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 military.
employer to see if it has other requirements.)

4. The date of a Member’s disenroliment, as stated in the “Disenr ent” sybsection.

5. For a grandchild of the Subscriber, the date the parent whoj er's Qualified
Dependent child reaches age 18 or otherwise loses eligibilit

6. For a Qualified Dependent child, coverage ends:

eck with your

o The day a dependent who was called to active duty prior to age being a
Full-Time Student
7. A mentally or physically disabled child may remaine alified Dependent
beyond the maximum dependent age stateg
definition of “Qualified Dependent.” Cove of the month that
the disabled child no longer meets the d coverage of disabled
children.

8. For a divorced spouse or stepchil
judgment is entered.

If you are Confined in the hos verage under this Policy ends, We wiill
continue to cover Inpatient Ho i ive during that Confinement until the
earliest of the following:

1. Your Confineméni

2. You exhaust the S B der this Policy;

3. 90 consecutlve da r coverage under this Policy ends; or

4 under another group health policy for the hospital services.

This provi i our coverage ends, but your employer’s Policy with Us remains
in force.

Extension of Covera
If you are Total
services for you

. Total Disability
d on the date your coverage under this Policy ends, coverage for
ling condition will continue until the earliest of the following:

1. Your Total Disability ends;
2. The Benefit Period specified in the Group Master Policy or Certificate ends;
3. You exhaust the maximum available benefit; or

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

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 1985
requires most group health plans to provide a temporary continuatio
otherwise be terminated. If you elect continuation coverage, you
part of the Premium payments (as determined by the employer).
proof of good health to elect COBRA continuation coverage. This pr
when COBRA continuation coverage is available and what you need to
right to receive COBRA continuation coverage.

RA), as amended,
coverage that might

Qualifying Events Under COBRA
COBRA continuation coverage is available to “qug ' ave experienced a
“qualifying event.” You, your spouse and your d i ecome qualified

beneficiaries.

Subscriber
If you are a Subscriber, you have the rig OBRA continuation coverage if you lose
your group health coverage because of a ion i r hours of employment or the

Qualified De
In the case of a ied 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:

1. The death of 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
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N

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).

o 0N W

Obligation to Report Qualifying Events
The Subscriber, spouse or Qualified Dependent is responsible for informing the Policy

administrator/employer of any of the following qualifying events within 6Qydays 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 administrator) is responsi tifying the
Policy administrator of any of the following qualifying ev i
occurrence:

Subscriber’s death;
Termination or reduction in hours of t

Electing COBRA Continuati
Each qualified Member has an ind
Additionally, Subscribe inuation coverage on behalf of their spouses,
and parents may elect'COE i coverage on behalf of their children. If you wish to
' ust do so within 60 days of receiving notice of
overage or losing coverage, whichever is later. If you

your right to elect COBR
i i age, your coverage under this Policy will terminate.

do not elect ation

tinuation Coverage

verage, the employer is required to give you coverage that (as of
provided) is identical to the coverage provided under the Policy to
e afforded the opportunity to maintain continuation coverage for up
of your qualifying event, unless your qualifying event was termination
uction in hours.

other Members. You wij
to 3 years fro
of employment o

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:

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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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 11-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 choose to extend your
COBRA coverage, you must elect it before the end of the 18-month period by giving
written notice of your election to extend COBRA coverage.

2. If a qualified beneficiary experiences a second qualifying event whil
coverage, he or she is entitled to an 18-month extension of cover , for a total
maximum period of 36 months. The following are considered ond qualifying event
as long it would have caused the qualified beneficiary to los er the planin

receiving COBRA

becomes entitled to Medicare, the divorce or legal separation
spouse, or a loss of dependent child status under the plan. You
employer/Policy administrator of all of these even date on

lose)
notification.

Loss of COBRA Continuation Coverage
Please note your continuation coverage may or any of the following reasons:

1. The employer no longer provides overage to any of its employees.
2. The Premium for your continuation
3. You become an employee covered oup health policy.
4. You become entitled to icare follQwi COBRA election date.
ave the right to enroll in an individual policy
ion within 31 days after your continuation
coverage ends. Please er Care Center for information on how to enroll.

If you have any ques
You should a ts for additional information, or questions concerning your
COBRAri ressed to your Policy administrator/employer. For more

i nder ERISA, including COBRA and the Health Insurance

ct (HIPAA) and other laws affecting group health policies,

al or District Office of the U.S. Department of Labor’s Employee
ration (EBSA) in your area or visit the EBSA website at

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.

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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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 your employer/Policy
administrator for further information on your rights under this law.

This provision does not fully describe continuation coverage or other rights under your
employer’s Policy. More complete information regarding such rights is available from your
policy administrator/employer.

Wisconsin Group Health Continuation and Individual Cover
You as the Subscriber and any Qualified Dependents may apply,
for a continuation of group coverage or for an individual policy. Yo
been covered under this Policy for three consecutive months and you
group for any reason other than discharge for gross misconduct.

Your employer must notify you of your right to continuati
receiving your notice to terminate coverage. You ge within 31 days
of receiving notice of your right to continuation ;

You are eligible for continuation coverage group coverage for any of the
following reasons:

1. You are a Subscriber who ible for coverage under this Policy, except if
2. You are a Quali riber who is no longer eligible for coverage

under the Polic iber's employment was terminated for gross
misconduct.

3. You are the Subs 0 is no longer eligible for coverage under the Policy
4 's spouse or dependent who is no longer eligible for coverage
the Subscriber’s death.
Group co ge will be available for a maximum of 18 months. You must be a

Wisconsin resident, pa ely Premiums and you cannot be eligible for similar coverage under
another group i u may apply for an individual policy at the end of the 18-month
period, but in or 0 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:

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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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, or in the area for

which We are authorized to do business.

If a Member is disenrolled for fraud or intentional misrepresentation of material fact, this
coverage will be continued until the Member finds his or her own coverage or until the next

opportunity to change insurers, whichever comes first.

End of Section V

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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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 d d or rendered

impractical due to circumstances not reasonably within Our control, as complete or

partial insurrection, labor disputes, disability of a significant part o i dical group
personnel or similar causes We and Network Providers will use Ou
services and other covered benefits. However, neither We nor any N
any other liability or obligation on account of such delay or such failure i rvices or
other benefits.

Confidentiality
We respect the confidentiality of Our Members an

Conformity with Federal and State
We comply with all applicable federal an
minimum requirements of appli
which We issue this Palicy.

; Certificate will conform to the
visio® conflicts with the laws of the state in

Care Services, 6" Editio
and as amended from ti . payment does not constitute Our recommendation or
endorseme or receive such Covered Services.

enefits
e. You cannot assign any benefit to anyone other than a doctor,
ntitled to receive a specific benefit for you.

Limit of Liabi
We shall not be held liable 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,
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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
Intentional misrepresentations made when applying for coverage
valid claim to be denied, or your coverage to be rescinded. Carefu
provided when you apply for coverage and write to Us within 10 day
is incorrect or incomplete (such as an incomplete medical history). This
on the basis that the statements, representations and w nties made w nd any
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 resentation was false
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

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

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

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
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.

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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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 who can provide
required examinations.

Proof of Claim
As a Member, it is your responsibility to show your health insurance | rd each time you
receive services. Failure to notify a Provider of your membership i ims not
being filed on a timely basis. This delay may cause your claim to b i you to, be
billed for the charges involved.

Recovery of Excess Payments
If We pay more than We owe under this Policy, We can r ent from you.
We can also recover from another insurance compa om any other

person or entity that has received any excess pays

Right to Collect Needed Information

Members must cooperate with Us when i claim or require information
necessary to administer the Policy. Coo i es, but is not limited to, the following
assistance:

1. Authorizing the release o ical i i ding the names of all providers

from whom you receiv
2. Providing information ab
3. Providing information abou
4. Providing a Mem ’s Social

of any injury or accident;
e coverage and benefits; and
ber or other personal information.

Your failure to assist U i nial of claims.

By accepti the Policy with Us, each Member gives permission to Us, the

to obtain and share any information (including medical
records) stering the terms of this Policy. The Member also agrees to
provide ders and/or clinics any information that is needed to administer the
terms of this Policy. Thegfinformation obtained will be kept confidential and used only for the
purpose of ad i this Policy. All Members have a right to access their medical records
at their own exp

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.

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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please call Our Customer Care Center prior to having the service performed. Our Customer Care Center will attempt to assist
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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 in the enforcement of Our
subrogation rights and to take no action which would prejudice Our subrogation rights and
interests without first obtaining Our prior consent, so We may protect rights and

interests.

Under applicable state law, We may have no right to recover from i ave not been
“made whole.” Furthermore, We may be entitled to recover directly

third party’s insurer or any other liable insurer. You agree to provide Us i otice of
any claim or lawsuit that you initiate against a third party,if that claim or i ludes any
special damages for an illness or injury. You also agree t mpromise of a
claim or lawsuit will not terminate Our rights to subrogatio less We hawe provided prior
written consent. Before any settlement is reached party or parties of
the amount of Our subrogation claim. We will ng s associated with a
claim or lawsuit, unless We give prior, express rroneously pay for or
provide medical services which are the result @ ated illness or injury for which the

the extent of the value of such services.

Timely Submission of Claims
t requires you to submit the claim to Us
for reimbursement, you must o i i i d submit it to:

.O?Box 56099
ison, WI 53705

Claims mu [ hin 60 days of the date of service, or as soon as possible. If We
do not receive the claim within 12 months after the date of

of the claim. If you do not notify a provider that you have
ailure results in a claim not being filed in a timely manner, We may

. If We are the secondary payor, the time limit for timely submission
otice of payment or rejection by the primary payor.

End of Section VI

deny coverage of the c
begins with the

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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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 xpensge for health
care, when the expense is covered in whole, or in part, by one or ring the
Member for whom the claim is made. For example, the cost differe a private and
semi-private hospital room is not an Allowable Expense, unless it is
person’s stay in a private hospital room is Medically Necessary.

1. Group or group-type coverage th ptinuous 24-hour coverage. This includes
any HMOs, IPAs, prepaid group practi other prepayment, group practices
or individual practice plans.

2. Governmental plans or

include state Medicaid p i ent policies, or any plan whose benefits

by law are in excess to tho i

governmental pregram.

At times We ne rmation to coordinate benefits appropriately. We determine what
information is needed 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
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 thé
under the other Plans do not equal more than th
of this Policy are reduced as described, each k
applied to any applicable benefit limit of this F

Coordinating Benefits with Medica
We will coordinate benefits with Medicar
benefits. In doing so, We will follow all app nd federal laws (including, but not

limited to, statutes, regulation idance). In no case will Our payment and
Medicare’s payment be more t | Allewable Expenses. All Plan Copays, Coinsurance,

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

Reaching Ag€
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 Security office in your area for information regarding enrollment into Medicare
before your 65th birthday.

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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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 defined by Medicare
regulations, We will pay primary to Medicare.

b. Subscriber does not have “current employment status” as ed by Medicare

regulations:

i. If the Subscriber has accepted a severance package,
continuation, is on long-term disability, or otherwise do
employment status” as defined by Medicare, We will pay

2. Medicare Disability
If the Member is under age 65, is consideredd icare Di eligible for Medicare
Parts A and B, We will coordinate benefit

i. If the Subscriber's employer employees, as defined by Medicare

ii. If the Subscriber’ ore employees, as defined by Medicare
regulations, We will Medicare.

b. Subscriber ent employment status” as defined by Medicare

regulations:

s accepted a severance package, is retired, is on group
n long term disability, or otherwise does not have “current
us” as defined by Medicare regulations, We will pay secondary

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

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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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 Center when you receive
information from Medicare or Social Security about changes to End Stage Renal Disease
coverage.

If the federal laws regarding the payment of benefits changes and the determination of
Medicare as a Primary Plan or Secondary Plan changes, This Plan will comply with those
changes.

Payment of Claims
1. When We coordinate benefits as the Secondary Plan, We wiill
has processed the claim. If the Member is eligible for Medic

not enroll in Medicare, We will coordinate benefits as if the
Medicare. The Member will be responsible for all services that

by Medicare. All Plan Copays, Deductibles, maximums, limitation

still apply to benefits coordinated with Medicare.

dinate after Medicare

2. When We coordinate benefits as the Primary Plan, i e claims without
consideration of what Medicare may cover. les, maximums,
limitations and exclusions will apply. If, a i e Secondary Plan

coordinate benefits as
as primary, but determine at a later
time, whether during or after th i T This Plan, that Medicare should

: er such payments. The recovery date

of these claims will go back one ye
discovered. (For example, if an erro ober 15, 2018, the recovery will go
back to October 1, 2017

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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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 co
responding to them in an appropriate and timely manner.

If you have a complaint, please contact Our Customer Care Center.
investigate your complaint and notify you of the outcome. If your i not resglved to
your satisfaction you have the right to file a grievance. Any written e
dissatisfaction will automatically be addressed as a grievance. (See “B.

B. Grievance
A grievance is any dissatisfaction with Us, including vices or process

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

item not listed on Our formulary. These : bject to the non-formulary exception
process described later in this section.

To file a grievance, you or your i ive’must send your grievance to Us in
writing at the following addre

d Appeal Department
Box 56099
n, Wl 53705

ten comments, documents or other information regarding your

)

Your right to be

isted or represented by another person of your choosing;

e Yourrig ar before the Grievance and Appeal Committee; and

e The date ime of the next scheduled Grievance and Appeal Committee meeting.
This meeting will 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 ased 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 expgdited internal
review; or

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

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

edited. Most
e cases yQu

There are two categories of external review, standard an
external review will follow the standard timeline; however |
expedited (faster) review.

ay ask for an

Standard External Review

You may request a standard external revi e following ways:

xternalappeal.com;
ganization (IRO) at the following

1. By directly submitting the request
2. By mailing the request to the indep
address:

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

2. Letterss r health insurance plan about the denied claim (optional); and

3. Lettersr 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).

The IRO will notify you and Us of its decision no later than 45 days after it receives your
request for external review.

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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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 expedited external review
concurrently (at the same time) and the timeframe for an expeditedggrievance (72
hours) would place your life, health, or ability to regain maximu ction in danger; or

2. You have completed the grievance process described above a e decision was not
in your favor, and:

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

The IRO will notify you and Us of its decision & g'possible, but no later than 72 hours
after it receives your request for extern View! O may call you with its decision, but it
i hin 48 hours of calling you.

IER.

E. Office of the Co
You may resolve your i e steps outlined above. You may also contact the

Office of the Commissid tate agency which enforces Wisconsin’s insurance
laws and file a complain

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.

Ith Care Provider
ing the exception to
ription during
il your

We will notify you, your authorized representative and your prescribin
of Our decision no later than 72 hours after We receive your request.
coverage grievance process, We will cover the Drug for the durati
a standard exception request. If We approve your request, We wil
prescription expires, including refills.

Attention: Grievance ane , Department

You or your authorized representative mu rom the list of IROs certified by the
Office of the Commissioner of our written request must contain the
name of the IRO selected. The ou a notice of acceptance within one
business day of receipt, advising to submit additional information. The
selected IRO will also dgliver a notic external review decision in writing to you and
isconsin State Law. A decision made by an IRO is

e exception of the Rescission of a policy or

e costs associated with the IER.

binding for both Us and
certificate. You are not

Exception
more urgently, We will follow Our expedited non-formulary

Urgent circumstances t 1) when you are suffering from a health condition that may
seriously jeopargli life, health, or ability to regain function, or 2) you are undergoing a
current course ment using a non-formulary Drug. When you submit your request, you

must indicate that your circumstances are urgent.

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

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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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 Department
P.O. Box 56099

Madison, WI 53705

You or your authorized representative must select an IRO from th certified by the
Office of the Commissioner of Insurance. In addition, your written re
name of the IRO selected. The selected IRO will send you a notice of a
business day of receipt, advising you of the right to submi
selected IRO will also deliver a notice of the final extern ng to you 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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IX. INDEX

AMBULANCE SERVICES, 33

AMNIOCENTESIS, 46

ANESTHESIA SERVICES, 44

AUTISM, 35

BEHAVIORAL HEALTH & ADDICTION
SERVICES, 41

BIOFEEDBACK, 37, 42

BLOOD GLUCOSE MONITORS, 25

BREAST PROSTHESIS, 47

CAT SCAN, 26

CHIROPRACTIC SERVICES, 22

COINSURANCE, 10

COLONOSCOPY, 26

COMPLAINT, 74

CONTINUATION, 60

COORDINATION OF BENEFITS, 69

COURT-ORDERED CARE, 41, 54

CUSTODIAL OR DOMICILIARY CARE, 30

DEDUCTIBLE, 11

DENTAL, 38

DETOXIFICATION SERVICES, 29, 41
DEVELOPMENTAL DELAY, 37

DIABETIC SUPPLIES (DISPOSABLE), 25

DIALYSIS, 44

DURABLE MEDICAL EQUIPMENT (DME) &

SUPPLIES, 24, 37
EFFECTIVE DATE OF COVERAGE
ELASTIC SUPPORT STOCKINGS,
ELIGIBLE EMPLOYEE, 11
EMERGENCY CARE SERVICES, 32
EXCLUSIONS AND LIMITA
EXPERIMENTAL OR IN

SERVICES, 12, 53
GRIEVANCES AND APPEA
HEARING AIDS, 27

INDEPENDENT EXTERNAL REVIEW, 75
INPATIENT SERVICES, 29

INSULIN, 25

KIDNEY DISEASE TREATMENT, 44

LATE ENROLLEE, 15

LEAD POISONING SCREENING, 26
LONG-TERM/MAINTENANCE THERAPY, 15
MAMMOGRAPHY, 26
MARRIAGE COUNSEL

MRI, 26
NETWORK PROVI
OCCUPATIONAL TH

ILLED NURSING FACILITY, 30
ECH THERAPY, 7, 37
STERILIZATION, 46

SUBROGATION, 68

SURGICAL SERVICES, 28, 46
SURROGATE MOTHER SERVICES, 46
TEMPOROMANDIBULAR DISORDERS (TMD), 38
TIMELY SUBMISSION OF CLAIMS, 68
TRANSPLANTS, 43

URGENT CARE FACILITY, 34

VISION CARE, 28

VISION SERVICES, 27

WHEN COVERAGE ENDS, 59

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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http://www.hhs.gov/ocr/office/file/index.html
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
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