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UnitedHealthcare Choice
UnitedHealthcare of Arizona, Inc.

Schedule of Benefits

Accessing Benefits

You must see a Network Physician in order to obtain Benefits. Except as specifically describedin this

Schedule of Benefits, Benefits are not available for senices provided by non-Network providers. This
Benefit plan does not provide a Non-Network level of Benefits.

Benefits apply to Covered Health Senvices that are provided by a Network Physician or other Network

provider. You are not required to select a Primary Physician in order to obtain Benefits. In general health
care terminology, a Primary Physician may also be referred to as a Primary Care Physician or PCP.

Benefits for facility senices apply when Covered Health Senices are provided at a Network facility.
Benefits include Physician senices provided in a Network facility by a Network or a non-Network
radiologist, anesthesiologist, pathologist, Emergency room Physician and consulting Physician. Benefits
also include Emergency Health Senvices.

Benefits always include Emergency Health Senices that are provided by a Network or non-Network
provider.

For facility charges, these are Benefits for Covered Health Senices that are billed by a Network facility
and provided under the direction of either a Network or non-Network Physician or other provider. Benefits
for non-Emergency Covered Health Senices include Physician senices provided in a Network facility by
a Network or a non-Network Emergency room Physician, radiologist, anesthesiologist or pathologist.

Depending on the geographic area and the senvice you receive, you may have access through our
Shared Savings Program to non-Network providers who have agreed to discount their charges for
Cowvered Health Senices. If you receive Covered Health Senices from these providers, the Coinsurance
will remain the same as it is when you receive Covered Health Senices from non-Network providers who
have not agreed to discount their charges; however, the total that you owe may be less when you receive
Cowered Health Senices from Shared Savings Program providers than from other non-Network providers
because the Eligible Expense may be a lesser amount.

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

are enrolled under a UnitedHealthcare Policy. As a result, they may bill you for the entire cost of the
senices you receive.

Additional information about the network of providers and how your Benefits may be affected
appears at the end of this Schedule of Benefits.

If there is a conflict between this Schedule of Benefits and any summaries provided to you by the
Enrolling Group, this Schedule of Benefits will control.

Prior Authorization

We require prior authorization for certain Covered Health Senvices. In general, Network providers are
responsible for obtaining prior authorization before they provide these senices toyou. There are some
Benefits, however, for which you are responsible for obtaining prior authorization. Senices for which you
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are required to obtain prior authorization are identified below and in the Schedule of Benefits table within
each Cowered Health Senice category.

We recommend that you confirm with us that all Covered Health Senices listed below have been prior
authorized as required. Before receiving these senices from a Network provider, you may want to contact
us to verify that the Hospital, Physician and other providers are Network providers and that they have
obtained the required prior authorization. Network facilities and Network providers cannot bill you for
senvices they fail to prior authorize as required. You can contact us by calling the telephone number for
Customer Care on your ID card.

To obtain prior authorization, call the telephone number for Customer Care on your ID card. This
call startsthe utilization review process. Once you have obtained the authorization, please review

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

The utilization review process is a set of formal techniques designed to monitor the use of, or evaluate the
clinical necessity, appropriateness, efficacy, or efficiency of, health care senices, procedures or settings.
Such techniques may include ambulatory review, prospective review, second opinion, certification,
concurrent review, case management, discharge planning, retrospective review or similar programs.

Covered Health Services which Require Prior Authorization

Please note that prior authorization timelines apply. Refer to the applicable Benefit descriptionin
the Schedule of Benefits table to determine how far in advance you must obtain prior
authorization.

o Ambulance - non-emergent air and ground.
) Clinical trials.

. Dental senices - accidental.

) Transplants.

If you request a coverage determination at the time prior authorization is provided, the determination will
be made based on the senices you report you will be receiving. If the reported senices differ from those

actually received, our final coverage determination will be modified to account for those differences, and
we will only pay Benefits based on the senvices actually delivered to you.

If you choose to receive a senice that has been determined not to be a Medically Necessary Covered
Health Senice, you will be responsible for paying all charges and no Benefits will be paid.

Care Management

When you seek prior authorization as required, we will work with you to implement the care management
process and to provide you with information about additional senices that are available to you, such as
disease management programs, health education, and patient advocacy.

Special Note Regarding Medicare

If you are enrolled in Medicare on a primary basis (Medicare pays before we pay Benefits under the
Policy), the prior authorization requirements do not apply to you. Since Medicare is the primary payer, we

will pay as secondary payer as described in Section 7: Coordination of Benefits. You are not required to
obtain authorization before receiving Covered Health Senices.
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Benefits
Annual Deductibles are calculated on a calendar year basis.

Out-of-Pocket Maximums are calculated on a calendar year basis.

Benefit limits are calculated on a calendar year basis unless otherwise specifically stated.

Payment Term And Description

Amounts

Annual Deductible

The amount of Eligible Expenses you pay for Covered Health
Senvices per year before you are eligible to receive Benefits.

Amounts paid toward the Annual Deductible for Covered
Health Senvices that are subjectto a visit or day limit will also
be calculated against that maximum Benefit limit. As a resullt,

the limited Benefit will be reduced by the number of days/visits
used toward meeting the Annual Deductible.

When a Covered Person was previously covered under a
group policy that was replaced by the group Policy, any
amount already applied to that annual deductible provision of

the prior policy will apply to the Annual Deductible provision
under the Policy.

The amount that is applied to the Annual Deductible is
calculated on the basis of Eligible Expenses. The Annual
Deductible does not include any amount that exceeds Eligible
Expenses. Details about the way in which Eligible Expenses
argldetermined appear at the end of the Schedule of Benefits
table.

The Annual Deductible does not include any applicable Per
Occurrence Deductible.

$2,000 per Cowered Person, not to
exceed $4,000 for all Covered
Persons in a family.

Per Occurrence Deductible

The amount of Eligible Expenses stated as a set dollar
amount that you must pay for certain Covered Health Senices
(prior to and in addition to any Annual Deductible) before we
will begin paying for Benefits for those Covered Health
Senvices.

You are responsible for paying the lesser of the following:
) The applicable Per Occurrence Deductible.

o The Eligible Expense.

When a Per Occurrence Deductible

applies, it is listed below under each
Cowvered Health Senice category.

Out-of-Pocket Maximum

The maximum you pay per year for the Annual Deductible, the
Per Occurrence Deductible, Copayments or Coinsurance.
Once you reach the Out-of-Pocket Maximum, Benefits are
payable at 100% of Eligible Expenses during the rest of that
year. The Out-of-Pocket Maximum applies to Covered Health
Senvices under the Policy as indicated in this Schedule of
Benefits, including Covered Health Senvices provided under

$4,000 per Cowered Person, not to
exceed $8,000 for all Covered
Persons in a family.

The Out-of-Pocket Maximum includes
the Annual Deductible.

The Out-of-Pocket Maximum includes
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Payment Term And Description Amounts

the Outpatient Prescription Drug Rider. the Per Occurrence Deductible.

Details about the way in which Eligible Expenses are

determined appear at the end of the Schedule of Benefits
table.

The Out-of-Pocket Maximum does not include any of the

following and, once the Out-of-Pocket Maximum has been
reached, you still will be required to pay the following:

o Any charges for non-Covered Health Senices.

) The amount Benefits are reduced if you do not obtain
prior authorization as required.

o Charges that exceed Eligible Expenses.

o Copayments or Coinsurance for any Covered Health

Senvice identified in the Schedule of Benefits table that
does not apply to the Out-of-Pocket Maximum.

Copayment

Copayment is the amount you pay (calculated as a set dollar amount) each time you receive certain

Cowvered Health Senices. When Copayments apply, the amount is listed on the following pages next to
the description for each Covered Health Senice.

Please note that for Covered Health Senices, you are responsible for paying the lesser of:
o The applicable Copayment.
) The Eligible Expense.

Details about the way in which Eligible Expenses are determined appear at the end of the Schedule of
Benefits table.

Coinsurance

Coinsurance is the amount you pay (calculated as a percentage of Eligible Expenses) each time you
receive certain Covered Health Senices.

Details about the way in which Eligible Expenses are determined appear at the end of the Schedule of
Benefits table.
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When Benefit limits apply, the limit stated includes Covered Health Services provided at a level
of Benefits unless otherwise specifically stated.

Covered Health Service

Benefit Apply to the
(The Amount We Out-of-Pocket
Pay, based on Maximum?

Eligible Expenses)

Must You Meet

Annual
Deductible?

1. Ambulance Services

Prior Authorization Requirement

In most cases, we will initiate and direct non-Emergency ambulance transportation. If you are
requesting non-Emergency ambulance senices, you must obtain authorization as soon as possible
prior to transport. If you fail to obtain prior authorization as required, you will be responsible for paying

all charges and no Benefits will be paid.

Emergency Ambulance

Ground, water or air ambulance, as
we determine appropriate.

Non-Emergency Ambulance

Ground, water or air ambulance, as
we determine appropriate.

Ground Ambulance:

70% Yes

Air Ambulance:

70% Yes
Water Ambulance:
70% Yes

Ground Ambulance:

70% Yes

Air Ambulance:

70% Yes
Water Ambulance:
70% Yes

Yes

Yes

Yes

Yes

Yes

Yes

2. Clinical Trials

Prior Authorization Requirement

You must obtain prior authorization as soon as the possibility of participation in a clinical trial arises. If
you fail to obtain prior authorization as required, you will be responsible for paying all charges and no

Benefits will be paid.

Depending upon the Covered Health
Senvice, Benefit limits are the same
as those stated under the specific

Benefit category in this Schedule of
Benefits.

Benefits are available when the
Cowvered Health Senices are provided
by either Network or non-Network

Depending upon where the Covered Health Senice is
provided, Benefits will be the same as those stated under
each Cowered Health Senice category in this Schedule of

Benefits.

SBN16.CHCSEL.H.11.AZ




When Benefit limits apply, the limit stated includes Covered Health Services provided at a level
of Benefits unless otherwise specifically stated.

Covered Health Service

Benefit

(The Amount We
Pay, based on
Eligible Expenses)

Apply to the

Out-of-Pocket
Maximum?

Must You Meet

Annual
Deductible?

providers, however the non-Network
provider must agree to acceptthe
Network level of reimbursement by
signing a network provider agreement
specifically for the patient enrolling in
the trial. (Benefits are not available if
the non-Network provider does not
agree to accept the Network level of
reimbursement.)

3. Congenital Heart Disease
Surgeries

Benefits under this section include
only the inpatient facility charges for
the congenital heart disease (CHD)
surgery. Depending upon where the
Cowvered Health Senice is provided,
Benefits for diagnostic senices,
cardiac catheterization and non-
surgical management of CHD will be
the same as those stated under each

Cowvered Health Senice category in
this Schedule of Benefits.

70%

Yes

Yes, after the Per
Occurrence
Deductible of
$100 per
Inpatient Stay is
satisfied

4. Dental Services - Accident Only

Prior Authorization Requirement

You must obtain prior authorization five business days before follow-up (post-Emergency) treatment
begins. (You do not have to obtain prior authorization before the initial Emergency treatment.) If you fail
to obtain prior authorization as required, Benefits will be reduced to 50% of Eligible Expenses.

Limited to $3,000 per year. Benefits
are further limited to a maximum of
$900 per tooth.

70%

Yes

Yes

5. Diabetes Services

Diabetes Self-Management and
Training/Diabetic Eye
Examinations/Foot Care

Diabetes Self-Management Items

Benefits for diabetes equipment that
meets the definition of Durable
Medical Equipment are subject to the
limit stated under Durable Medical

Depending upon where the Covered Health Senice is
provided, Benefits for diabetes self-management and
training/diabetic eye examinations/foot care will be the same
as those stated under each Covered Health Senice category
in this Schedule of Benefits.

Depending upon where the Covered Health Senice is
provided, Benefits for diabetes self-management items will be
the same as those stated under Durable Medical Equipment
and in the Outpatient Prescription Drug Rider.
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When Benefit limits apply, the limit stated includes Covered Health Services provided at a level
of Benefits unless otherwise specifically stated.

Covered Health Service

Benefit

(The Amount We
Pay, based on
Eligible Expenses)

Apply to the

Out-of-Pocket
Maximum?

Must You Meet

Annual
Deductible?

Equipment.

6. Durable Medical Equipment

Benefits are limited to a single
purchase of a type of DME (including
repair/replacement) every three
years. This limit does not apply to
wound vacuums, which are limited to
a single purchase (including

repair/replacement) every three
years.

Benefits for speech aid devices and
tracheo-esophageal wice devices are
limited to the purchase of one device
during the entire period of time a
Cowered Person is enrolled under the
Policy. Benefits for repair/replacement
are limited to once every three years.
Speech aid and tracheo-esophageal
woice devices are not included in the
limits stated above.

You must purchase or rent the
Durable Medical Equipment from the
vendor we identify or purchase it
directly from the prescribing Network
Physician.

70%

Yes

Yes

7. Emergency Health Services -
Outpatient

Note: If you are confined in a non-
Network Hospital after you receive
outpatient Emergency Health
Senvices, you must notify us within
one business day or on the same day
of admission if reasonably possible.
We may elect to transfer you to a
Network Hospital as soon asit is
medically appropriate to do so. If you
choose to stay in the non-Network
Hospital after the date we decide a
transfer is medically appropriate,
Benefits will not be provided.

100% after you pay a
Copayment of $300
per visit. If you are
admitted as an
inpatient to a Network
Hospital directly from
the Emergency room
you will not have to
pay this Copayment.
The Benefits for an
Inpatient Stay in a
Network Hospital will
apply instead.

Yes

No

SBN16.CHCSEL.H.11.AZ




When Benefit limits apply, the limit stated includes Covered Health Services provided at a level
of Benefits unless otherwise specifically stated.

Covered Health Service Benefit Apply to the Must You Meet
(The Amount We Out-of-Pocket Annual
Pay, based on Maximum? Deductible?
Eligible Expenses)
8. Habilitative Services - Outpatient
Therapy
Limited per year as follows: 100% afteryoupay a | Yes No
. . Copayment of $30
o 20 \isits of physical therapy. per Visit
o 20 visits of occupational
therapy.
) 20 visits of speech therapy.
9. Hearing Aids
Benefits are further limited to a single | 70% Yes Yes
purchase (including
repair/replacement) per hearing
impaired ear every three years.
10. Home Health Care
Limited to 60 visits per year. One visit | 70% Yes Yes
equals up to four hours of skilled care
senvices.
This visit limit does not include any
senice which is billed only for the
administration of intravenous infusion.
11. Hospice Care
70% Yes Yes
12. Hospital - Inpatient Stay
70% Yes Yes, after the Per
Occurrence
Deductible of
$100 per
Inpatient Stay is
satisfied
13. Lab, X-Ray and Diagnostics -
Outpatient
Lab Testing - Outpatient
100% Yes No
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When Benefit limits apply, the limit stated includes Covered Health Services provided at a level
of Benefits unless otherwise specifically stated.

Covered Health Service Benefit Apply to the Must You Meet
(The Amount We Out-of-Pocket Annual
Pay, based on Maximum? Deductible?
Eligible Expenses)
X-Ray and Other Diagnostic
Testing - Outpatient
100% Yes No
14. Lab, X-Ray and Major
Diagnostics - CT, PET, MRI, MRA
and Nuclear Medicine - Outpatient
100% afteryoupay a | Yes No
Copayment of $150
per senice
15. Mental Health Services
Inpatient
70% Yes Yes, after the Per
Occurrence
Deductible of
$100 per
Inpatient Stay is
satisfied
Outpatient
100% afteryoupay a | Yes No
Copayment of $60
per visit
70% for Partial Yes No
Hospitalization/Intens
ive Outpatient
Treatment
16. Neurobiological Disorders -
Autism Spectrum Disorder
Services
Inpatient
70% Yes Yes, after the Per
Occurrence
Deductible of
$100 per
Inpatient Stay is
satisfied
Outpatient
100% afteryoupay a | Yes No
Copayment of $60
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When Benefit limits apply, the limit stated includes Covered Health Services provided at a level
of Benefits unless otherwise specifically stated.

Covered Health Service Benefit Apply to the Must You Meet
(The Amount We Out-of-Pocket Annual
Pay, based on Maximum? Deductible?
Eligible Expenses)
per visit
70% for Partial Yes No
Hospitalization/Intens
ive Outpatient
Treatment
17. Ostomy Supplies
Limited to $2,500 per year. 70% Yes Yes
18. Pharmaceutical Products -
Outpatient
70% Yes Yes
19. Physician Feesfor Surgical and
Medical Services
70% Yes Yes
20. Physician's Office Services -
Sickness and Injury
In addition to the Copayment stated in | 100% after youpay a | Yes No
this section, the Copayment of $30

Copayments/Coinsurance and any
deductible for the following senices
apply when the Covered Health
Senvice is performed in a Physician's
Office:

) Major diagnostic and nuclear
medicine described under Lab,
X-Ray and Major Diagnostics -
CT, PET, MRI, MRA and
Nuclear Medicine - Outpatient.

) Outpatient Pharmaceutical
Products described under
Pharmaceutical Products -
Outpatient.

) Diagnostic and therapeutic
scopic procedures described
under Scopic Procedures -

Outpatient Diagnostic and
Therapeutic.

per visit for a Primary
Physician office visit
or $60 per visit for a
Specialist Physician
office visit
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When Benefit limits apply, the limit stated includes Covered Health Services provided at a level
of Benefits unless otherwise specifically stated.

Covered Health Service Benefit Apply to the Must You Meet
(The Amount We Out-of-Pocket Annual
Pay, based on Maximum? Deductible?

Eligible Expenses)

o Outpatient surgery procedures
described under Surgery -
Outpatient.

o Outpatient therapeutic

procedures described under
Therapeutic Treatments -
Outpatient.

21. Preghancy - Maternity Services

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

The cowverage for birth costs for an Benefits will be the same as those stated under each Cowvered
adopted child under this Policy is Health Senice category in this Schedule of Benefits except
secondary to any coverage for that an Annual Deductible will not apply for a newborn child

maternity-related expenses that the whose length of stay in the Hospital is the same as the
birth mother may have and Benefits mother's length of stay.

will be coordinated as described in
Section 7: Coordination of Benefits.

22. Preventive Care Services

Physician office services 100% No No
Lab, X-ray or other preventive tests | 100% No No
Breast pumps 100% No No

23. Prosthetic Devices

Benefits are limited to a single 70% Yes Yes

purchase of each type of prosthetic
device ewery three years.

Once this limitis reached, Benefits
continue to be available for items
required by the Women's Health and
Cancer Rights Act of 1998. Benefits
must be available for at least two

external post-operative breast
prostheses.
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When Benefit limits apply, the limit stated includes Covered Health Services provided at a level
of Benefits unless otherwise specifically stated.

Covered Health Service

Benefit

(The Amount We
Pay, based on
Eligible Expenses)

Apply to the

Out-of-Pocket
Maximum?

Must You Meet

Annual
Deductible?

24, Reconstructive Procedures

Depending upon where the Covered Health Senice is
provided, Benefits will be the same as those stated under
each Cowvered Health Senice category in this Schedule of

Benefits.
25. Rehabilitation Services -
Outpatient Therapy
Limited per year as follows: 100% afteryou pay a | Yes No
. . Copayment of $30
o 20 \isits of physical therapy. per Visit
o 20 visits of occupational
therapy.
) 20 visits of speech therapy.
) 20 visits of pulmonary
rehabilitation therapy.
) 36 visits of cardiac
rehabilitation therapy.
) 30 visits of post-cochlear
implant aural therapy.
) 20 visits of cognitive
rehabilitation therapy.
26. Scopic Procedures - Outpatient
Diagnostic and Therapeutic
70% Yes Yes
27. Skilled Nursing
Facility/Inpatient Rehabilitation
Facility Services
Limited to 60 days per year. 70% Yes Yes
28. Substance Use Disorder
Services
Inpatient

SBN16.CHCSEL.H.11.AZ

12




When Benefit limits apply, the limit stated includes Covered Health Services provided at a level
of Benefits unless otherwise specifically stated.

Covered Health Service Benefit Apply to the Must You Meet
(The Amount We Out-of-Pocket Annual
Pay, based on Maximum? Deductible?
Eligible Expenses)
70% Yes Yes, after the Per
Occurrence
Deductible of
$100 per
Inpatient Stay is
satisfied
Outpatient
100% afteryoupay a | Yes No
Copayment of $60
per \isit
70% for Partial Yes No
Hospitalization/Intens
ive Outpatient
Treatment
29. Surgery - Outpatient
70% Yes Yes
30. Therapeutic Treatments -
Outpatient
70% Yes Yes

31. Transplantation Services

Prior Authorization Requirement

You must obtain prior authorization as soon as the possibility of a transplant arises (and before the time
a pre-transplantation evaluation is performed at a transplant center). If you don't obtain prior
authorization and if, as a result, the senices are not performed at a Designated Facility, Benefits will

not be paid.

Transplantation senices must be
received at a Designated Facility. We
do not require that cornea transplants

Depending upon where the Covered Health Senice is
provided, Benefits will be the same as those stated under
each Cowvered Health Senice category in this Schedule of

be performed at a Designated Facility. | Benefits.

32. Urgent Care Center Services

In addition to the Copayment stated in | 100% after youpay a | Yes No
this section, the Copayment of $75

Copayments/Coinsurance and any per visit

deductible for the following senices
apply when the Covered Health

Senvice is performed at an Urgent
Care Center:
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When Benefit limits apply, the limit stated includes Covered Health Services provided at a level
of Benefits unless otherwise specifically stated.

Covered Health Service Benefit Apply to the Must You Meet
(The Amount We Out-of-Pocket Annual
Pay, based on Maximum? Deductible?
Eligible Expenses)
o Major diagnostic and nuclear
medicine described under Lab,
X-Ray and Major Diagnostics -
CT, PET, MRI, MRA and
Nuclear Medicine - Outpatient.
. Outpatient Pharmaceutical
Products described under
Pharmaceutical Products -
Outpatient.
) Diagnostic and therapeutic
scopic procedures described
under Scopic Procedures -
Outpatient Diagnostic and
Therapeutic.
) Outpatient surgery procedures
described under Surgery -
Outpatient.
) Outpatient therapeutic
procedures described under
Therapeutic Treatments -
Outpatient.
33. Virtual Visits
Benefits are available only when 100% Yes No
senices are delivered through a
Designated Virtual Network Provider.
You can find a Designated Virtual
Network Provider by going to
www.myuhc.com or by calling
Customer Care at the telephone
number on your ID card.
34. Vision Examinations
Limited to 1 exam every 2 years. 100% afteryoupay a | Yes No

Copayment of $30
per visit

Additional Benefits Required By Arizona Law

35. Manipulative Treatment

SBN16.CHCSEL.H.11.AZ
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When Benefit limits apply, the limit stated includes Covered Health Services provided at a level
of Benefits unless otherwise specifically stated.

Covered Health Service Benefit Apply to the Must You Meet
(The Amount We Out-of-Pocket Annual
Pay, based on Maximum? Deductible?
Eligible Expenses)

Limited to 20 Manipulative 100% afteryoupay a | Yes No

Treatments per year. Copayment of $60
per usit

36. Orthognathic Surgery

Depending upon where the Covered Health Senice is
provided, Benefits will be the same as those stated under
each Cowered Health Senvice category in this Schedule of
Benefits.

37. Telemedicine

Depending upon where the Covered Health Senice is
provided, Benefits will be the same as those stated under

each Cowered Health Senvice category in this Schedule of
Benefits.

Eligible Expenses

Eligible Expenses are the amount we determine that we will pay for Benefits. For Network Benefits, you
are not responsible for any difference between Eligible Expenses and the amount the provider bills.
Eligible Expenses are determined solely in accordance with our reimbursement policy guidelines, as
described in the Certificate.

For Network Bengefits, Eligible Expenses are based on the following:

o When Cowered Health Senvices are received from a Network provider, Eligible Expenses are our
contracted fee(s) with that provider.

o When Cowered Health Senvices are received from a non-Network provider as a result of an
Emergency or as arranged by us, Eligible Expenses are billed charges unless a lower amount is
negotiated or authorized by law.

Provider Network

We arrange for health care providers to participate in a Network. Network providers are independent
practitioners. They are not our employees. It is your responsibility to select your provider.

Our credentialing process confirms public information about the providers' licenses and other credentials,
but does not assure the quality of the senices provided.

Before obtaining senices you should always verify the Network status of a provider. A provider's status
may change. You can verify the provider's status by calling Customer Care. A directory of providers is
available online at www.myuhc.com or by calling Customer Care at the telephone number on your ID card
to request a copy.

It is possible that you might not be able to obtain senvices from a particular Network provider. The network
of providers is subject to change. Or you might find that a particular Network provider may not be
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accepting new patients. If a provider leaves the Network or is otherwise not available to you, you must
choose another Network provider to get Benefits.

If you are currently undergoing a course of treatment utilizing a non-Network Physician or health care
facility, you may be eligible to receive transition of care Benefits. This transition period is available for
specific medical senices and for limited periods of time. If you have questions regarding this transition of

care reimbursement policy or would like help determining whether you are eligible for transition of care
Benefits, please contact Customer Care at the telephone number on your ID card.

Continuity of Care

A new Cowered Person whose current health care provider is not a Network provider may request,
in writing, to continue an active course of treatment with that non-Network provider during a

transitional period after the effective date of enroliment. Both of the following provisions related to
the Cowvered Person and the Cowered Person's health care provider must apply.

] The Cowvered Person has either:

. A life-threatening disease or condition, in which case the transitional period is not
more than 30 days after the effective date of the enrollment; or

¢ Entered the third trimester of Pregnancy on the effective date of the enroliment, in

which case the transitional period include the delivery and care related to the delivery
up to six weeks after the delivery.

= The Cowered Person's health care provider agrees in writing to do all of the following:

. Accept as paymentin full our Network rates that apply to similar senices provided by
Network providers (except for applicable Copayment or Annual Deductible amounts).

¢ Comply with our quality assurance requirements and provide us with any necessary
medical information related to the care.

. Comply with our policies and procedures including procedures relating to referrals,
prior notification and claims handling.

Any Cowvered Person whose health care provider is terminated by us from the provider Network
(except for reasons of medical incompetence or unprofessional conduct) may request, in writing, to
continue an active course of treatment with that health care provider during a transitional period
after the date the provider is no longer in the Network. Both of the following provisions related to
the Covered Person and the Covered Person's health care provider must apply.

] The Cowvered Person has either:

¢ A life-threatening disease or condition, in which case the transitional period is not
more than 30 days after the date the provider is no longer in the Network; or

. Entered the third trimester of Pregnancy on the date the provider is no longer in the

Network, in which case the transitional period includes the delivery and any care
related to the delivery up to six weeks after the delivery.

. The Cowered Person's health care provider agrees in writing to do all of the following:

¢ Continue to accept as payment in full our Network rates that were applicable before

the beginning of the transitional period (except for applicable Copayment or Annual
Deductible amounts).

. Comply with our quality assurance requirements and provide us with any necessary
medical information related to the care.
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. Comply with our policies and procedures including procedures relating to referrals,
prior notification and claims handling.

Do not assume that a Network provider's agreement includes all Covered Health Senices. Some Network
providers contract with us to provide only certain Covered Health Senices, but not all Covered Health
Senices. Some Network providers choose to be a Network provider for only some of our products. Refer
to your provider directory or contact us for assistance.

Second Medical Opinion

A second medical opinion is a reevaluation of your condition or health care treatment by an appropriately
gualified Physician or appropriately qualified health care professional. In most cases, you or your treating

Physician or health care professional will request a second medical opinion without consulting us. A
second medical opinion is covered under the Physician's Office Services - Sickness and Injury Benefit.

Please Note: The fact that an appropriately qualified Physician or health care professional gives a second
medical opinion and recommends a particular treatment, diagnostic test or senice does not necessarily
mean that the recommended health care senice is Medically Necessary or a Covered Health Senice
under the Policy. The health care senice, supply or Pharmaceutical Product is only a Covered Health
Senvice if it is Medically Necessary and a Covered Health Senice under the Policy. Please see Section 2:
Covered Health Services in the Certificate of Coverage for the Benefits available under the Policy.

Designated Facilities and Other Providers

If you have a medical condition that we believe needs special senices, we may direct you to a
Designated Facility or Designated Physician chosen by us. If you require certain complex Covered Health
Senvices for which expertise is limited, we may direct you to a Network facility or provider that is outside
your local geographic area. If you are required to travel to obtain preauthorized Covered Health Senices
from a Designated Facility or Designated Physician outside the Service Area, we will reimburse your
travel expenses.

In both cases, Benefits will only be paid if your Covered Health Senices for that condition are provided by
or arranged by the Designated Facility, Designated Physician or other provider chosen by us.

You or your Network Physician must notify us of special senice needs (such as transplants or cancer
treatment) that might warrant referral to a Designated Facility or Designated Physician. If you do not notify
us in advance, and if you receive senices from a non-Network facility (regardless of whether it is a
Designated Facility) or other non-Network provider, Benefits will not be paid.

Health Services from Non-Network Providers

If specific Covered Health Senvices are not available from a Network provider, you may be eligible for
Benefits when Covered Health Senvices are received from non-Network providers. In this situation, your

Network Physician will notify us and, if we confirm that care is not available from a Network provider, we
will work with you and your Network Physician to coordinate care through a non-Network provider.

Limitationson Selectionof Providers

If we determine that you are using health care senices in a harmful or abusive manner, or with harmful
frequency, your selection of Network providers may be limited. If this happens, we may require you to
select a single Network Physicianto provide and coordinate all future Covered Health Senices. You may

designate a Network pediatrician for an Enrolled Dependent child. For obstetrical or gynecological care,
you may seek care directly from any Network obstetrician or gynecologist.

If you don't make a selection within 31 days of the date we notify you, we will select a single Network
Physician for you.
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If you fail to use the selected Network Physician, Benefits will not be paid.
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Certificate of Coverage

UnitedHealthcare of Arizona, Inc.

Certificate of Coverageis Part of Policy

This Certificate of Coverage (Certificate) is part of the Policy thatis a legal document between
UnitedHealthcare of Arizona, Inc. and the Enrolling Group to provide Benefits to Covered Persons,
subject to the terms, conditions, exclusions and limitations of the Policy. We issue the Policy based on the
Enrolling Group's application and payment of the required Policy Charges.

In addition to this Certificate the Policy includes:

o The Group Policy.

o The Schedule of Benefits.

) The Enrolling Group's application.

) Riders, including the Outpatient Prescription Drug Rider.
o Amendments.

You can review the Policy at the office of the Enrolling Group during regular business hours.

Changestothe Document

We may from time to time maodify this Certificate by attaching legal documents called Riders and/or
Amendments that may change certain provisions of this Certificate. When that happens we will send you
a new Certificate, Rider or Amendment pages. If there are material changes in any of the terms of the

Policy, UnitedHealthcare will provide sixty (60) days advance notice to the Enrolling Group and to all
Subscribers.

No one can make any changes to the Policy unless those changes are in writing.

Other Information You Should Have

We hawve the right to change, interpret, modify, withdraw or add Benefits, or to terminate the Policy, as
permitted by law, without your approval.

On its effective date, this Certificate replaces and overrules any Certificate that we may have previously
issued to you. This Certificate will in turn be overruled by any Certificate we issue to you in the future.

The Policy will take effect on the date specified in the Policy. Coverage under the Policy will begin at
12:01 a.m. and end at 12:00 midnight in the time zone of the Enrolling Group's location. The Policy will
remain in effect as long as the Policy Charges are paid when they are due, subject to termination of the
Policy.

We are delivering the Policy in the State of Arizona. The Policy is governed by ERISA unless the
Enrolling Group is not an employee welfare benefit plan as defined by ERISA. To the extent that state law
applies, the laws of the State of Arizona are the laws that govern the Policy.
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Introduction to Your Certificate

We are pleased to provide you with this Certificate. This Certificate and the other Policy documents
describe your Benefits, as well as your rights and responsibilities, under the Policy.

How to Use this Document
We encourage you to read your Certificate and any attached Riders and/or Amendments carefully.

We especially encourage you to review the Benefit limitations of this Certificate by reading the attached
Schedule of Benefits along with Section 1: Covered Health Services and Section 2: Exclusions and
Limitations. You should also carefully read Section 8: General Legal Provisions to better understand how
this Certificate and your Benefits work. You should call us if you have questions about the limits of the
cowerage available to you.

Many of the sections of this Certificate are related to other sections of the document. You may not have
all of the information you need by reading just one section. We also encourage you to keep your
Certificate and Schedule of Benefits and any attachments in a safe place for your future reference.

If there is a conflict between this Certificate and any summaries provided to you by the Enrolling Group,
this Certificate will control.

Please be aware that your Physician is not responsible for knowing or communicating your Benefits.

Informationabout Defined Terms

Because this Certificate is part of a legal document, we want to give you information about the document
that will help you understand it. Certain capitalized words have special meanings. We have defined these

words in Section 9: Defined Terms. You can refer to Section 9: Defined Terms as you read this document
to have a clearer understanding of your Certificate.

When we use the words "we," "us," and "our" in this document, we are referring to UnitedHealthcare of

Arizona, Inc. When we use the words "you" and "your," we are referring to people who are Covered
Persons, as thatterm is defined in Section 9: Defined Terms.

Don't Hesitateto Contact Us

Throughout the document you will find statements that encourage you to contact us for further

information. Whenever you have a question or concern regarding your Benefits, please call us using the
telephone number for Customer Care listed on your ID card. It will be our pleasure to assistyou.
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Your Responsibilities

Be Enrolled and Pay Required Contributions

Benefits are available to you only if you are enrolled for coverage under the Policy. Your enrollment
options, and the corresponding dates that coverage begins, are listed in Section 3: When Coverage
Begins. To be enrolled with us and receive Benefits, both of the following apply:

o Your enrollment must be in accordance with the Policy issued to your Enrolling Group, including
the eligibility requirements.

o You must qualify as a Subscriber or his or her Dependent as those terms are defined in Section 9:
Defined Terms.

Your Enrolling Group may require you to make certain payments to them, in order for you to remain

enrolled under the Policy and receive Benefits. If you have questions about this, contact your Enrolling
Group.

Be Aware this Benefit Plan Does Not Pay for All Health Services

Your right to Benefits is limited to Covered Health Senices. The extent of this Benefit plan's payments for

Cowvered Health Senices and any obligation that you may have to pay for a portion of the cost of those
Cowered Health Senices is set forth in the Schedule of Benefits.

Decide What Services You Should Receive

Care decisions are between you and your Physicians. We do not make decisions about the kind of care
you should or should not receive.

Choose Your Physician

It is your responsibility to select the health care professionals who will deliver care to you. We arrange for
Physicians and other health care professionals and facilities to participate in a Network. Our credentialing
process confirms public information about the professionals' and facilities' licenses and other credentials,

but does not assure the quality of their senices. These professionals and facilities are independent
practitioners and entities that are solely responsible for the care they deliver.

Obtain Prior Authorization

Some Covered Health Senvices require prior authorization. In general, Physicians and other health care
professionals who participate in a Network are responsible for obtaining prior authorization. There are
some Benefits, however, for which you are responsible for obtaining authorization before you receive the

senices. For detailed information on the Covered Health Services that require prior authorization, please
refer to the Schedule of Benefits.

Pay Your Share

You must meet any applicable deductible and pay a Copayment and/or Coinsurance for most Covered
Health Senices. These payments are due at the time of senice or when billed by the Physician, provider
or facility. Any applicable deductible, Copayment and Coinsurance amounts are listed in the Schedule of
Benefits. You must also pay any amount that exceeds Eligible Expenses.
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Pay the Cost of Excluded Services

You must pay the cost of all excluded senices and items. Review Section 2: Exclusions and Limitations
to become familiar with this Benefit plan's exclusions.

Show Your ID Card

You should show your identification (ID) card every time you request health senices. If you do not show
your ID card, the provider may fail to bill the correct entity for the senices delivered, and any resulting
delay may mean that you will be unable to collect any Benefits otherwise owed to you.

File Claims with Complete and Accurate Information

All Eligible Expenses due to a provider will be paid directly to the provider instead of being paid to the
Subscriber, except when the Subscriber paid a non-Network provider directly for Covered Health
Senvices. Ifyou receive a Cowvered Health Senice from a non-Network provider as a result of an
Emergency or if we refer you to a non-Network provider, we will reimburse the non-Network provider or
you for any out-of-network cost you incurred that you would not have otherwise incurred if you had
received the Cowered Health Senice from a Network provider. See Section 5: Howto File a Claim.

Use Your Prior Health Care Coverage

If you have prior coverage that, as required by state law, extends benefits for a particular condition or a
disability, we will not pay Benefits for health senvices for that condition or disability until the prior coverage
ends. We will pay Benefits as of the day your coverage begins under this Benefit plan for all other
Cowered Health Senices that are not related to the condition or disability for which you have other
cowerage.
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Our Responsibilities

Determine Benefits

We make administrative decisions regarding whether this Benefit plan will pay for any portion of the cost
of a health care senice you intend to receive or have received. Our decisions are for payment purposes

only. We do not make decisions about the kind of care you should or should not receive. You and your
providers must make those treatment decisions.

We hawve the discretion to do the following:

. Interpret Benefits and the other terms, limitations and exclusions set out in this Certificate, the
Schedule of Benefits and any Riders and/or Amendments.

o Make factual determinations relating to Benefits.

We may delegate this discretionary authority to other persons or entities that may provide administrative
senvces for this Benefit plan, such as claims processing. The identity of the senice providers and the
nature of their senices may be changed from time to time in our discretion. In order to receive Benefits,
you must cooperate with those senice providers.

Pay for Our Portion of the Cost of Covered Health Services

In accordance with any state prompt pay requirements, we will pay Benefits after we receive your request
for payment that includes all required information. See Section 5: Howto File a Claim. If you receive a
Cowvered Health Senice from a non-Network provider as a result of an Emergency or if we refer you to a
non-Network provider, we will reimburse the non-Network provider or you for any out-of-network cost you

incurred that you would not have otherwise incurred if you had received the Covered Health Senice from
a Network provider.

Pay Network Providers

It is the responsibility of Network Physicians and facilities to file for payment from us. When you receive
Cowvered Health Senices from Network providers, you do not have to submit a claim to us.

Pay for Covered Health Services Provided by Non-Network Providers

In accordance with any state prompt pay requirements, we will pay Benefits after we receive your request
for payment that includes all required information. See Section 5: Howto File a Claim.

Reviewand Determine Benefits in Accordancewith our
Reimbursement Policies

We dewelop our reimbursement policy guidelines, in our sole discretion, in accordance with one or more
of the following methodologies:

o As indicated in the most recent edition of the Current Procedural Terminology (CPT), a publication
of the American Medical Association, and/or the Centers for Medicare and Medicaid Services
(CMS).

) As reported by generally recognized professionals or publications.

) As used for Medicare.
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o As determined by medical staff and outside medical consultants pursuant to other appropriate
sources or determinations that we accept.

Following evaluation and validation of certain provider billings (e.qg., error, abuse and fraud reviews), our
reimbursement policies are applied to provider billings. We share our reimbursement policies with
Physicians and other providers in our Network through our provider website. Network Phy sicians and
providers may not bill you for the difference between their contract rate (as may be modified by our
reimbursement policies) and the billed charge. If you receive a Covered Health Senice from a non-
Network provider as a result of an Emergency or if we refer you to a non-Network provider, we will
reimburse the non-Network provider or you for any out-of-network cost you incurred that you would not
have otherwise incurred if you had received the Covered Health Senice from a Network provider. You
may obtain copies of our reimbursement policies for yourself or to share with your non-Network Physician
or provider by going to www.myuhc.com or by calling Customer Care at the telephone number on your ID
card.

Offer Health Education Servicesto You

From time to time, we may provide you with access to information about additional senices that are
available to you, such as disease management programs, health education and patient advocacy. It is
solely your decision whether to participate in the programs, but we recommend that you discuss them
with your Physician.
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Section 1: Covered Health Services

Benefits for Covered Health Services
Benefits are available only if all of the following are true:

o The health care senice, supply or Pharmaceutical Product is only a Covered Health Senvice ifit is
Medically Necessary. (See definitions of Medically Necessary and Covered Health Senvice in
Section 9: Defined Terms.) The fact that a Physician or other provider has performed or prescribed
a procedure or treatment, or the fact that it may be the only available treatment for a Sickness,

Injury, Mental lliness, substance use disorder, disease or its symptoms does not mean that the
procedure or treatment is a Covered Health Senice under the Policy.

o Cowered Health Senices are received while the Policy is in effect.

) Cowvered Health Senices are received prior to the date that any of the individual termination
conditions listed in Section 4: When Coverage Ends occurs.

) The person who receives Covered Health Senices is a Covered Person and meets all eligibility
requirements specified in the Policy.

This section describes Covered Health Senices for which Benefits are available. Please refer to the
attached Schedule of Benefits for details about:

o The amount you must pay for these Covered Health Senices (including any Annual Deductible,
Per Occurrence Deductible, Copayment and/or Coinsurance).

) Any limit that applies to these Covered Health Senices (including visit, day and dollar limits on
senices).

) Any limit that applies to the amount of Eligible Expenses you are required to pay in a year (Out-of-

Pocket Maximum).
o Any responsibility you have for obtaining prior authorization or notifying us.

Please note that in listing services or examples, when we say "thisincludes," itisnot our intent to

limit the description to that specific list. When we do intend to limit alist of services or examples,
we state specifically that the list "is limited to."

Outpatient Facility Charges: Benefits are available for the facility charge and related charge for supplies
and equipment for Covered Health Senices. Depending upon where the Covered Health Senvice is
provided, Benefits for outpatient facility charges will be the same as those stated under each Covered
Health Senice category in the Schedule of Benefits.

1. Ambulance Services

Emergency Ambulance Senices, without prior authorization, to the nearest Hospital or Alternate Facility
with appropriate staff and facilities to treat the emergency medical condition of the Covered Person.

For purposes of this Benefit, "Emergency Ambulance Senices" means senices provided by an
ambulance senice by means of surface, water or air vehicle authorized to operate pursuant to Arizona
Revised Statutes Title 36, Chapter 21.1 following the onset of a medical condition that manifests itself by
symptoms of pain, illness, or Injury that the absence of accessing an ambulance or emergency response
by calling 911 or a designated telephone number to reach a public safety answering point and receiving
time sensitive medical attention could reasonably be expected to resultin any of the following:
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o Placing the health of the individual or, with respect to a pregnant woman, the health of her unborn
child, in serious jeopardy.

) Serious impairment to bodily functions.
) Serious dysfunction of any bodily organ or part.

Non-Emergency Ambulance Senices between facilities when the transport is any of the following:

) From a non-Network Hospital to a Network Hospital.

o To a Hospital that provides a higher level of care that was not available at the original Hospital.
) To a more cost-effective acute care facility.

o From an acute facility to a sub-acute setting.

2. Clinical Trials
Routine patient care costs incurred during participation in a qualifying clinical trial for the treatment of:

) Cancer or other life-threatening disease or condition. For purposes of this benefit, a life-threatening

disease or condition is one from which the likelihood of death is probable unless the course of the
disease or condition is interrupted.

o Cardiovascular disease (cardiac/stroke) which is not life threatening, for which, as we determine, a
clinical trial meets the qualifying clinical trial criteria stated below.

) Surgical musculoskeletal disorders of the spine, hip and knees, which are not life threatening, for
which, as we determine, a clinical trial meets the qualifying clinical trial criteria stated below.

) Other diseases or disorders which are not life threatening for which, as we determine, a clinical trial
meets the qualifying clinical trial criteria stated below.

Benefits include the reasonable and necessary items and senices used to prevent, diagnose and treat
complications arising from participation in a qualifying clinical trial.

Benefits are available only when the Covered Person is clinically eligible for participation in the qualifying
clinical trial as defined by the researcher.

Routine patient care costs for qualifying clinical trials include:
) Cowvered Health Senices for which Benefits are typically provided absent a clinical trial.

) Cowered Health Senices required solely for the provision of the Investigational item or senvice, the

clinically appropriate monitoring of the effects of the item or senice, or the prevention of
complications.

o Cowered Health Senices needed for reasonable and necessary care arising from the provision of
an Investigational item or senice.

Routine costs for clinical trials do not include:
) The Experimental or Investigational Senice or item. The only exceptions to this are:

" Certain Category B devices.

" Certain promising interventions for patients with terminal illnesses.
= Other items and senices that meet specified criteria in accordance with our medical and
drug policies.
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o Items and senices provided solely to satisfy data collection and analysis heeds and that are not
used in the direct clinical management of the patient.

) A senvice that is clearly inconsistent with widely accepted and established standards of care for a
particular diagnosis.

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

o With respect to a clinical trial for the treatment of cancer, the cost of treatment or senices provided

outside the State of Arizona.

With respect to cancer or other life-threatening diseases or conditions, a qualifying clinical trial is a Phase
I, Phase ll, Phase lll, or Phase IV clinical trial that is conducted in relation to the prevention, detection or
treatment of cancer or other life-threatening disease or condition and which meets any of the following
criteria in the bulleted list below.

With respect to cardiovascular disease or musculoskeletal disorders of the spine, hip and knees and
other diseases or disorders which are not life-threatening, a qualifying clinical trial is a Phase |, Phase II,

or Phase lll clinical trial that is conducted in relation to the detection or treatment of such non-life-
threatening disease or disorder and which meets any of the following criteria in the bulleted list below.

o Federally funded trials. The study or investigation is approved or funded (which may include
funding through in-kind contributions) by one or more of the following:

" National Institutes of Health (NIH). (Includes National Cancer Institute (NCI).)
" Centers for Disease Control and Prevention (CDC).

= Agency for Healthcare Research and Quality (AHRQ).

. Centers for Medicare and Medicaid Services (CMS).

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

. A qualified non-governmental research entity identified in the guidelines issued by the
National Institutes of Health for center support grants.

" The Department of Veterans Affairs, the Department of Defense or the Department of
Energy as long as the study or investigation has been reviewed and approved through a

system of peer review that is determined by the Secretary of Health and Human Services to
meet both of the following criteria:

¢ Comparable to the system of peer review of studies and investigations used by the
National Institutes of Health.

. Ensures unbiased review of the highest scientific standards by qualified individuals
who have no interest in the outcome of the review.

" With respect to a clinical trial for the treatment of cancer, a panel of qualified recognized
experts in clinical research within academic health institutions in the State of Arizona.

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

) The study or investigation is a drug trial that is exempt from having such an investigational new
drug application.
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o The clinical trial must have a written protocol that describes a scientifically sound study and have
been approved by all relevant institutional review boards (IRBs) before participants are enrolled in
the trial. We may, at any time, request documentation about the trial.

o The subject or purpose of the trial must be the evaluation of an item or senice that meets the
definition of a Cowvered Health Senice and is not otherwise excluded under the Policy.

) With respect to a clinical trial for the treatment of cancer, the proposed treatment or study has been
reviewed and approved by an institutional review board of an institution in the State of Arizona.

o With respect to a clinical trial for the treatment of cancer, the personnel providing the treatment or
conducting the study:

. Are providing the treatment or conducting the study within their scope of practice, experience

and training and are capable of providing the treatment because of their experience, training,
and wlume of patients treated to maintain expertise.

" Agree to accept reimbursement as payment in full from us at rates that we establish and for
Network Benefits that are not more than the level of reimbursement applicable to other
similar senices provided by any of our Network providers.

3. Congenital Heart Disease Surgeries

Congenital heart disease (CHD) surgeries which are ordered by a Physician. CHD surgical procedures
include surgeries to treat conditions such as coarctation of the aorta, aortic stenosis, tetralogy of fallot,
transposition of the great vessels and hypoplastic left or right heart syndrome.

Benefits under this section include the facility charge and the charge for supplies and equipment. Benefits
for Physician senices are described under Physician Fees for Surgical and Medical Services.

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

We hawe specific guidelines regarding Benefits for CHD senvices. Contact us at the telephone number on
your ID card for information about these guidelines.

4. Dental Services - Accident Only
Dental senices when all of the following are true:

) Treatment is necessary because of accidental damage.
) Dental senvices are received from a Doctor of Dental Surgery or Doctor of Medical Dentistry.
) The dental damage is severe enough that initial contact with a Physician or dentist occurred within

72 hours of the accident. (You may request an extension of this time period provided that you do so
within 60 days of the Injury and if extenuating circumstances exist due to the severity of the Injury.)

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

Dental senvices to repair damage caused by accidental Injury must conform to the following time-frames:

) Treatment is started within three months of the accident, unless extenuating circumstances exist
(such as prolonged hospitalization or the presence of fixation wires from fracture care).

o Treatment must be completed within 12 months of the accident.

Benefits for treatment of accidental Injury are limited to the following:
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o Emergency examination.
) Necessary diagnostic X-rays.
o Endodontic (root canal) treatment.

) Temporary splinting of teeth.

) Prefabricated post and core.

) Simple minimal restorative procedures (fillings).

o Extractions.

) Post-traumatic crowns if such are the only clinically acceptable treatment.
o Replacement of lost teeth due to the Injury by implant, dentures or bridges.

5. Diabetes Services
Diabetes Self-Management and Training/Diabetic Eye Examinations/Foot Care

Outpatient self-management training for the treatment of diabetes, education and medical nutrition
therapy senices. Diabetes outpatient self-management training, education and medical nutrition therapy
senices must be ordered by a Physician and provided by appropriately licensed or registered healthcare
professionals. Benefits for diabetes self-management training include training provided to a Covered
Person, after the initial diagnosis, in the care and management of diabetes, including proper use of
diabetes equipment and supplies.

Benefits under this section also include medical eye examinations (dilated retinal examinations) and

preventive foot care for Covered Persons with diabetes, and to the extent coverage is required under
Medicare, podiatric appliances for prevention of complications associated with diabetes.

Diabetic Self-Management Items

Insulin pumps and supplies for the management and treatment of diabetes, based upon the medical
needs of the Covered Person. Aninsulin pumpis subjectto all the conditions of coverage stated under

Durable Medical Equipment. Benefits for diabetic supplies are described under the Outpatient
Prescription Drug Rider and include the following:

o Blood glucose monitors.

) Blood glucose monitors for the legally blind.

) Test strips for glucose monitors and visual reading and urine testing strips.
) Insulin preparations and glucagon.

. Insulin cartridges.

) Drawing up devices and monitors for the visually impaired.

) Injection aids.

) Insulin cartridges for the legally blind.

o Syringes and lancets, including automatic lancing devices.

) Prescribed oral agents for controlling blood sugar.
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o Any other device, medication, equipment or supply for which coverage is required under Medicare
on or after January 1, 1999.

6. Durable Medical Equipment
Durable Medical Equipment that meets each of the following criteria:

) Ordered or provided by a Physician for outpatient use primarily in a home setting.

) Used for medical purposes.

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

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

Benefits under this section include Durable Medical Equipment provided to you by a Physician.

If more than one piece of Durable Medical Equipment can meet your functional needs, Benefits are
available only for the equipment that meets the minimum specifications for your needs.

Examples of Durable Medical Equipment include:
) Equipment to assist mobility, such as a standard wheelchair.

) A standard Hospital-type bed.

o Oxygen and the rental of equipment to administer oxygen (including tubing, connectors and
masks).

o Delivery pumps for tube feedings (including tubing and connectors).

) Negative pressure wound therapy pumps (wound vacuums).

) Braces, including necessary adjustments to shoes to accommodate braces. Braces that stabilize

an injured body part and braces to treat curvature of the spine are considered Durable Medical
Equipment and are a Covered Health Senice. Braces that straighten or change the shape of a
body part are orthotic devices, and are excluded from coverage. Dental braces are also excluded
from cowerage.

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

. Burn garments.
o Insulin pumps and all related necessary supplies as described under Diabetes Services.
) External cochlear devices and systems. Benefits for cochlear implantation are provided under the

applicable medical/surgical Benefit categories in this Certificate.

Benefits under this section also include speech aid devices and tracheo-esophageal wice devices
required for treatment of severe speech impediment or lack of speech directly attributed to Sickness or
Injury. Benefits for the purchase of speech aid devices and tracheo-esophageal wice devices are
available only after completing a required three-month rental period. Benefits are limited as stated in the
Schedule of Benefits.

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

We will decide if the equipment should be purchased or rented.
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Benefits are available for repairs and replacement, except that:

o Benefits for repair and replacement do not apply to damage due to misuse, malicious breakage or
gross neglect.

) Benefits are not available to replace lost or stolen items.

7. Emergency Health Services - Outpatient

Senvices that are required to stabilize or initiate treatment in an Emergency. Emergency Health Senices

must be received on an outpatient basis at a Hospital or Alternate Facility. Emergency Health Senices do
not require prior authorization.

Benefits under this section include the facility charge, supplies and all professional senices required to

stabilize your condition and/or initiate treatment. This includes placement in an observation bed for the
purpose of monitoring your condition (rather than being admitted to a Hospital for an Inpatient Stay).

8. Habilitative Services - Outpatient Therapy

Benefits are provided for habilitative senvices provided on an outpatient basis for Covered Persons with a
congenital, genetic, or early acquired disorder when both of the following conditions are met:

o The treatment is administered by a licensed speech-language pathologist, licensed audiologist,
licensed occupational therapist, licensed physical therapist, Physician, licensed nutritionist,
licensed social worker or licensed psychologist.

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

This Benefit does not apply to those senices that are solely educational in nature or otherwise paid under
state or federal law for purely educational senices. Custodial Care, respite care, day care, therapeutic
recreation, vocational training and residential treatment are not habilitative senices. A senice that does
not help the Covered Person to meet functional goals in a treatment plan within a prescribed time frame is
not a habilitative senice. When the Covered Person reaches his/her maximum level of improvement or
does not demonstrate continued progress under a treatment plan, a senice that was previously
habilitative is no longer habilitative.

We may require that a treatment plan be provided, request medical records, clinical notes, or other
necessary data to allow us to substantiate that initial or continued medical treatment is needed and that
the Covered Person's condition is clinically improving as a result of the habilitative senice. When the
treating provider anticipates that continued treatment is or will be required to permit the Covered Person
to achieve demonstrable progress, we may request a treatment plan consisting of diagnosis, proposed
treatment by type, frequency, anticipated duration of treatment, the anticipated goals of treatment, and
how frequently the treatment plan will be updated.

For purposes of this benefit, the following definitions apply:

) "Habilitative senices" means occupational therapy, physical therapy and speech therapy
prescribed by the Covered Person's treating Physician pursuant to a treatment plan to dewvelop a
function not currently present as a result of a congenital, genetic, or early acquired disorder.

) A "congenital or genetic disorder" includes, but is not limited to, hereditary disorders.

o An "early acquired disorder" refers to a disorder resulting from Sickness, Injury, trauma or some
other event or condition suffered by a Covered Person prior to that Covered Person developing
functional life skills such as, but not limited to, walking, talking, or self-help skills.
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9. Hearing Aids

Hearing aids required for the correction of a hearing impairment (a reduction in the ability to perceive
sound which may range from slight to complete deafness). Hearing aids are electronic amplifying devices
designed to bring sound more effectively into the ear. A hearing aid consists of a microphone, amplifier
and receiver.

Benefits are available for a hearing aid that is purchased as a result of a written recommendation by a
Physician. Benefits are provided for the hearing aid and for charges for associated fitting and testing.

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

Benefits under this section do not include bone anchored hearing aids. Bone anchored hearing aids are a

Cowvered Health Senice for which Benefits are available under the applicable medical/surgical Covered
Health Senvices categories in this Certificate, only for Covered Persons who hawe either of the following:

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

o Hearing loss of sufficient severity that it would not be adequately remedied by a wearable hearing
aid.

10. Home Health Care
Senices received from a Home Health Agency that are both of the following:
) Ordered by a Physician.

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

Benefits are available only when the Home Health Agency senices are provided on a part-time,
Intermittent Care schedule and when skilled care is required.

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

) It must be delivered or supenised by licensed technical or professional medical personnel in order
to obtain the specified medical outcome, and provide for the safety of the patient.

o It is ordered by a Physician.

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

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

o It is not Custodial Care.

We will determine if Benefits are available by reviewing both the skilled nature of the senice and the need

for Physician-directed medical management. A senice will not be determined to be "skilled" simply
because there is not an available caregiver.

11. Hospice Care

Hospice care that is recommended by a Physician. Hospice care is an integrated program that provides
comfort and support senices for the terminally ill. Hospice care includes physical, psychological, social,
spiritual and respite care for the terminally ill person and short-term grief counseling for immediate family
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members while the Cowvered Person is receiving hospice care. Benefits are available when hospice care
is received from a licensed hospice agency.

Please contact us for more information regarding our guidelines for hospice care. You can contact us at
the telephone number on your ID card.

12. Hospital - Inpatient Stay
Senvices and supplies provided during an Inpatient Stay in a Hospital. Benefits are available for:

) Supplies and non-Physician senices received during the Inpatient Stay.
o Room and board in a Semi-private Room (a room with two or more beds).
) Physician senices for radiologists, anesthesiologists, pathologists and Emergency room

Physicians. (Benefits for other Physician senices are described under Physician Fees for Surgical
and Medical Services.)

) Private hospital rooms and/or Private Duty Nursing when determined to be Medically Necessary by
us.

13. Lab, X-Ray and Diagnostics - Outpatient

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

o Lab and radiology/X-ray.

) Mammography.

Benefits under this section include:

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

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

Lab, X-ray and diagnostic senices for preventive care are described under Preventive Care Services.

CT scans, PET scans, MRI, MRA, nuclear medicine and major diagnostic senices are described under
Lab, X-Ray and Major Diagnostics - CT, PET Scans, MRI, MRA and Nuclear Medicine - Outpatient.

14. Lab, X-Ray and Major Diagnostics - CT, PET Scans, MRI, MRA and Nuclear
Medicine - Outpatient

Senices for CT scans, PET scans, MRI, MRA, nuclear medicine and major diagnostic senices received
on an outpatient basis at a Hospital or Alternate Facility or in a Physician's of