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IMPORTANT INFORMATION ABOUT YOURHEALTHPLAN

In the event You need to contact someone about this policy for any reason, please contact
Your agent or account representative. If no agent was involved in the sale of this
insurance or if You have additional questions, You may contact the insurance company
issuing this policy at the following address and telephone number:
Optima Health Plan
4417 Corporation Lane
Virginia Beach, VA 23462
Main Phone Number: 757-552-7401 or 1-877-552-7401
TTY for the hearing impaired: 1-800-828-1140 or 711

We recommend that You familiarize yourself with Our grievance procedure and make
use of it before taking any other action.

If You have been unable to contact or obtain satisfaction fromthe company or the agent,
You may contact the Virginia Bureau of Insurance at:

Life & Health Division
Bureau of Insurance
P. O.Box 1157
Richmond, VA 23218
804-371-9741
In-State Tolldiree 12800-552-7945
Toll-Free: 1-877-310-6560
Fax 804-371-9944

Written correspondence is preferableso thata record of Your inquiry is maintained.
When contacting Your agent, €ompany-or the Bureau of Insurance, have Your policy

number available.

Office of the Managed Care Ombudsman.

If You have any questions#egarding an appeal or grievance concerning the health care
services that You have been provided which have not been satisfactorily addressed by
Your Plan, You may contact the Office of the Managed Care Ombudsman. The Managed
Care Ombudsman is available to help Virginia consumers who experience problems with,
or have questions about managed care. The Managed Care Ombudsman can assist Plan
members in understanding and exercising their rights of appeal of adverse decisions.
There are several ways to contact the Office of the Managed Care Ombudsman:

Write: Office of the Managed Care Ombudsman
Bureau of Insurance
P.O.Box 1157
Richmond, VA 23218
Telephone: Toll-Free: 1-877-310-6560
Richmond Metropolitan Area: 1-804-371-9032
Fax 804-371-9944
E-Mail: ombudsman@scc.virginia.gov

)
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Introduction And Welcome

Welcome to Optima Health. We are happy to be providing Your health benefits. This is Your
Optima Health Evidence of Coverageor EOC. The EOC tells You how to make the most of Your
coverage. Please readitcarefully and if You have questions please call Member Services at the
number on Your Optima Health ID card.

In this EOC You will find importantinformation on:

How Yourpolicy works;

Definitions and terms of Your coverage;

Eligibility and enrollment;

Whatiscovered;

What isnot covered (exclusions);

Cost Sharing Youmustpay out-of-pocket (Your plan Face Sheet);
Additional coverage riders;

Health benefits that mustbe pre-authorized before Youreceive them;
Coverage under more thanonepolicy;

When Your coveragewill end;

Instructions for filinga complaint or an appeal; and
Otherimportantinformation.

VVVVVVVVVVYVY

Optima Health

This health plan is offered and underwritten by Optima Health Plan. In this document We may use
the term Optima Health to refer to this plan. Optima/Heéalth is the trade name for several different
companies including Optima Health Plan, Optimadealth InsuraneceCompany, and Sentara Health
Plans, Inc. Health Maintenance Organization (HMQO) and Point of'Service (POS) health plans are
provided and underwritten by Optima HealthiPlan. Preferred Provider Organization (PPO) plans
are provided and underwritten by Optima Health Insurance Company. Sentara Health Plans, Inc.
provides administrative services for other employerbenefit plans.

Optima Health’s Corporate Office is locatedat4417 Corporation Lane Virginia Beach, Virginia
23462.

Optima Health Planis subject to regulation,in this Commonwealth by both the State Corporation
Commission Bureau ofInsurance puirsuant to Title 38.2 and the Virginia Department of Health
pursuantto Title 32.4.

How to Get Language Assistance
If you,orsomeone you’re helping, has questions about Optima Health youhave the right to get help and

informationin yourlanguage atno cost. To talkto aninterpreter, callthe Member Services phone number
on the back ofyour Optima HealthMemberID card.

(i)



Need help in another language? Call us.
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1-855-687-6260



Optima Vantage 150/25/20% Direct
Employer Group Name: ####
Employer Group Number: #HH#H#
Plan Effective Date: ##/01/2022
Optima Health Plan
Large Group Schedule of Benefits

This document is an overview of Your Covered Services and Your out-of-pocket cost sharing amounts including any
Deductibles, Copayment and Coinsurance. This Plan has tiered Copayment or Coinsurance amounts listed for In-
Network benefits. For some services You will pay less out-of-pocket when You use Tier 1 Physicians, Hospitals or
other Facilities or providers. You or Your means the Subscriber and each family member who is a Covered Person
under the Plan. Details about Covered Services are in the section “What is Covered.” Details about services and
treatments that are not covered are in the section “What is Not Covered.”

Some benefits require Pre-Authorization before You receive them. These services are marked with an * in this
document.

Some Covered Services may have visit limits. Once a visit limit is reached, 10 additienal services are covered under
the benefit. If a service is shown as covered under Out-of-Network benefits Visit limits are combined with In-Network
and Out-of-Network benefits unless otherwise stated.

Services or treatment You receive Out-of-Network or from Non-Plan Providers will not be covered under Your Plan
unless:

1. The Covered Service is an Emergency Service;

2. During treatment at an In-Network hospital of.other In-Network facility You receive Covered Services from a
Non-Plan Provider; or

3. We have approved Your Covered Service,in advance as an Authorized Out-of-Network Service.

If Your Plan has a Deductible that is the dollar amount that must be paid out-of-pocket by a Member for Covered
Services each year before the Plan beginsite,pay for benefits.

Copayments and Coinsurances listed in‘this‘document are amounts You pay directly to a Provider for a Covered
Service. Copayments are shown as flat dallar amounts. Coinsurance is shown as a percentage of the Plan’s
Allowable Charge for Your Covered Service, You will pay a Copayment or a Coinsurance, but not both, for a
Covered Service. For some benefits you may see the statement, “Cost sharing determined by the type and place of
service.” For these services Youreost sharing will be based on where You receive a service, for example in a
physician office or inpatient setting, and/or the type of service.

Your Plan’s Maximum Out-of-Pocket Amount means the total dollar amount Members pay, or that are paid on their
behalf, out-of-pocket for most Covered Services during a year. Deductibles, Copayments and Coinsurance for most
Covered Services count toward the Maximum Amount.
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Deductible and Maximum Out-of-Pocket Amount (MOOP)

In-Network Tier 1 In-Network Tier 2 Out-of-Network
Deductible $150/Individual; $150/Individual; Not Covered
Contract Year $300/Family $300/Family

The Plan has one combined Deductible for Tier 1 and Tier 2 In-Network Covered Services. Tier 1 and Tier 2 In-
Network Covered Services will count toward meeting the In-Network Deductible.

The Deductible applies to all Covered Services except for:
e In-Network Preventive Care Services required by law;
e  Other services in this document shown as Covered without a Deductible.

If You are the Subscriber, and the only Member Covered under Your Plan, the Individual Deductible amount
applies. If You have other Family Members on Your Plan the Family Deductible amount applies. The Plan has an
embedded Individual Deductible within the Family Deductible. If one Family Member meets the Individual
Deductible his or her benefits will begin. Once the total Family coverage Deductible is met benefits are available
for all family Members. No one Member can contribute more than their Individual Deductible amount to the
Family Deductible. Copayment or Coinsurance amounts a Member pays for services shown as covered without
a Deductible will not count toward meeting the Individual or Family Deductible:

Any amounts applied to the Plan Deductible(s) during the last three months of thedPlan year can be carried
forward to the next year.
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Deductible and Maximum Out-of-Pocket Amount (MOOP)

In-Network Tier 1 In-Network Tier 2 Out-of-Network
Maximum Out-of-Pocket $1,500/Individual; $1,500/Individual; Not Covered
Contract Year $3,000/Family $3,000/Family

The Plan has one combined Maximum Out-of-Pocket Amount for Tier 1 and Tier 2 In-Network Covered Services.
Most amounts You pay, or that are paid on Your behalf, for Tier 1 and Tier 2 In-Network Covered Services will

count toward meeting the In-Network Maximum.

The following will not count toward any Plan Maximum Amount(s):
e Amounts You pay for services not covered under Your Plan;
e Amounts You pay for any services after a benefit limit has been reached;

e Balance billing amounts that are more than the Plan’s Allowable Charge for a Covered Service from

Non-Plan Providers;
e  Premium amounts;

e Copayments, Coinsurance, or Deductibles for Covered Services that are not Essential Health Benefits;
e Ancillary charges which result from a request for a brand name outpatient prescription drug when a

generic is available;

e  Other services in this document that are shown as excluded from the MaximumsAmount.

If You are the Subscriber, and the only Member covered under Your Plan, the Individual Maximum applies. If
You have other Family Members on Your Plan the Family Maximum, applies. Under Family coverage, the
Individual Maximum applies separately to each Covered Family:Member. Oneé the total Family coverage
Maximum is met the Family Maximum Amount is satisfied. No one Membef can contribute more than their

Individual Maximum Amount to the Family limit.
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Benefit In-Network Tier 1 In-Network Tier 2 Out-of-Network

Physician Office Visits
Your Copayment or Coinsurance applies to Covered Services done during an office visit. You will pay an
additional Copayment or Coinsurance for outpatient therapies and services, injectable and infused medications,
allergy care, testing and serum, outpatient advanced imaging procedures, and sleep studies done during an
office visit. Virtual Consults must be provided by Optima Health approved providers. *Pre-Authorization is
required for in-office surgery.

Primary Care Visit You Pay $5 You Pay $25 Not Covered
Virtual Consult No Charge No Charge Not Covered
Specialist Visit You Pay $10 You Pay $40 Not Covered

Vaccines and
Immunotherapeutic
Agents
You are responsible for
Coinsurance amount up | After Deductible You Pay | After Deductible You Pay

to a maximum of $250 20% 20%

per dose. This does not
include routine

immunizations covered

under Preventive Care.

Not Covered

Preventive Care
Recommended Preventive Care Services are covered at nafcost'sharing when received from In-Network Plan
Providers. You may still have to pay an office visit Copayiment or Coinsurarce when You receive preventive care.
Some services may be provided under Your prescription‘drug benefit. Please use the following link for a complete
list of covered preventive care services:
healthcare.gov/what-are-my-preventive-care-benefits/

Recommended exams,
screenings, tests,
immunizations, and
other services

No Charge No Charge Not Covered

Outpatient Therapies and Services
You Pay a Copayment or/Coinsurance amount for each visit for services done in a Physician’s office, a free-
standing outpatient facility,,a Hespital'outpatient facility, or at home as part of Your Skilled Home Health Care
Services benefit. Visit limits for physical, occupational, and speech therapy will not apply if You get that care as
part of a treatment plan for AutismiSpectrum Disorder.

Occupational and
Physical Therapy*

Services limited to 30 You Pay $25 You Pay $25 Not Covered
combined visits per
Contract Year.
Speech Therapy*
Services limited to 30 You Pay $25 You Pay $25 Not Covered

visits per Contract Year.

Cardiac Rehabilitation*
Services limited to 30 No Charge No Charge Not Covered
visits per Contract Year.

Pulmonary
Rehabilitation*
Services limited to 30
visits per Contract Year.

No Charge No Charge Not Covered
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Benefit

In-Network Tier 1

In-Network Tier 2

Out-of-Network

Vascular Rehabilitation*
Services limited to 30
visits per Contract Year.

No Charge

No Charge

Not Covered

Vestibular
Rehabilitation*
Services limited to 30
visits per Contract Year.

No Charge

No Charge

Not Covered

IV Infusion Therapy

You Pay $40

You Pay $40

Not Covered

Respiratory/Inhalation
Therapy

You Pay $40

You Pay $40

Not Covered

Chemotherapy and
Chemotherapy Drugs*

You Pay $40

You Pay $40

Not Covered

Radiation Therapy*

You Pay $40

You Pay $40

Not Covered

Pre-Authorized
Injectable and Infused
Medications*
Includes injectable and
infused medications,
biologics, and IV therapy
medications that require
Pre-Authorization. Office
visit, outpatient facility, or
home health Copayment
or Coinsurance will also
apply. Does not apply to
Chemotherapy Drugs.

You Pay $100

You,Pay $100

Not Covered

Qutpatient Dialysis
You Pay a Copayment or Coinsurangeyfor each visit at any place of service. Coverage also includes home
dialysis equipment and supplies.

Dialysis Services

| No Charge

| No Charge

Not Covered

Outpatient Surgery
You pay a Copayment or'Coinsurance for'services provided in a free standing ambulatory surgery center or
Hospital outpatient surgical facility.

Surgery Services*

| You Pay $125

| You Pay $125

Not Covered

outpatient facility or lab.

Outpatient Lab, Diagnostic, Imaging and Testing
You pay a Copayment or Coinsurance for services done in a free-standing outpatient facility or lab or a Hospital

Diagnostic Procedures After Deductlg)le You Pay | After Deduc‘u(t)ale You Pay Not Covered
20% 20%
X-Ray After Deductible You Pay | After Deductible You Pay
Ultrasound o o Not Covered
. 20% 20%
Doppler Studies
After Deductible You Pay | After Deductible You Pay
Lab Work 20% 20% Not Covered
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Benefit In-Network Tier 1 In-Network Tier 2 Out-of-Network

Outpatient Advanced Imaging, Testing and Scans
You pay a Copayment or Coinsurance for services done in a Physician’s office, a freestanding outpatient facility

or a Hospital outpatient facility or lab.

Magnetic Resonance
Imaging (MRI)*
Magnetic Resonance
Angiography (MRA)*
Positron Emission
Tomography (PET)*
Computerized Axial
Tomography (CT)*
Computerized Axial
Tomography
Angiogram (CTA)*
Magnetic Resonance
Spectroscopy (MRS)
Single Photon Emission
Computed Tomography
(SPECT)
Nuclear Cardiology
Sleep Studies*

After Deductible You Pay
20%

After Deductible You Pay
20%

Not Covered

Maternity'Care

Includes prenatal care, delivery, and postpartum care and services, and hame health visits. You must also pay

Your Inpatient Hospital Copayment or Coinsurance..Recommefnded preventive care services and screenings are
covered under preventive benefits.

Maternity Care You Pay $150 Global YouPay $150 Global
*Pre-Au thor%zation is Copayment for delivering's| Copayment for delivering
required for prenatal Obstetrician prenatal, Obstetrician prenatal, Not Covered
q servicss delivery,‘and postpartum | delivery, and postpartum
services services
Inpatient Services
Inpatient Hospital
Services* You Pay $300 You Pay $300 Not Covered
Transplants*
Covered at contracted You Pay $300 You Pay $300 Not Covered
facilities only.
Skilled Nursing Facility
Services*
Limited to a maximum of No Charge No Charge Not Covered
90 days per Contract
Year.

Ambulance Services

Includes Emergency transportation, or non-Emergency transportation that is Medically Necessary and Pre-
Authorized. You pay Copayment or Coinsurance per transport each way.

Air, Water, Ground
Services

*Pre-Authorization is After Deductible You Pay | After Deductible You Pay | Not Covered except for
required for non- 20% 20% Emergency Services
emergency
transportation.
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Benefit In-Network Tier 1 In-Network Tier 2 Out-of-Network

Emergency Services
Includes Emergency Services, Physician services, Advanced Diagnostic Imaging, such as MRIs and CT scans,
other facility charges, such as diagnostic x-ray and lab services and medical supplies provided in an Emergency
Department, including an independent freestanding Emergency Department, In-Network or Out-of-Network.

Emergency Services You Pay $150 | You Pay $150 You Pay $150

Urgent Care Services
Includes Urgent Care Services, Physician services, and other ancillary services received at an Urgent Care
facility. If You are transferred to an Emergency Department from an Urgent Care Center, You will pay the
Emergency Services Copayment or Coinsurance.

Urgent Care Services | You Pay $40 | You Pay $40 | Not Covered

Mental Health and Substance Use Disorder Services
Includes inpatient and outpatient services for the treatment of mental health and substance use disorders. Virtual
Consults must be furnished by approved Optima Health providers. *Pre-Authorization is required for Inpatient
Services, partial hospitalization services, intensive outpatient program (IOP) services, Transcranial
Magnetic Stimulation (TMS), and electro-convulsive therapy.

Inpatient Services* You Pay $300 You Pay $300 Not Covered

Outpatient Office Visits You Pay $10 You Pay $10 Not Covered

Virtual Consults No Charge No Charge Not Covered
Other Outpatient Visits

(Facility/Freestanding You Pay $125 You Pay $125 Not Covered

Centers)
Employee Assistance
Visits

Services include short-
term problem assessment
by licensed behavioral
health providers, and
referral services for
employees, and other
covered family members
and household members.
To use services call 757-
363-6777 or 1-800-899-
8174.

No Chargexfor up to4wisits from Optima Health Employee Assistance providers per
presenting issue as determined by treatment protocols.

Diabetes Treatment
Includes supplies, equipment, and education. An annual diabetic eye exam is covered from an In-Network Plan
Provider or a participating VSP Vision Care provider at the office visit Copayment or Coinsurance amount.

Insulin Pumps* No Charge No Charge Not Covered
Pump Infusion Sets and | After Deductible You Pay [ After Deductible You Pay Not Covered
Supplies* 20% 20%
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Benefit

In-Network Tier 1

In-Network Tier 2

Out-of-Network

Testing Supplies
Includes test strips,
lancets, lancet devices,
blood glucose monitors,
and control solution, and
continuous glucose
monitors, sensors, and
supplies.
*Pre-Authorization is
required for talking
blood glucose monitors

Covered under the Plan’s
Prescription Drug Benefit

Covered under the Plan’s
Prescription Drug Benefit

Not Covered

Insulin, and Needles,
and Syringes for
Injection

Covered under the Plan’s
Prescription Drug Benefit

Covered under the Plan’s
Prescription Drug Benefit

Not Covered

Outpatient Self-
Management Training,
Education, Nutritional

Therapy

No Charge

No Charge

Not Covered

Prosthetic Lim

b Replacement

Prosthetic Devices and
Components, repair,
fitting, replacement,

adjustment.”

After Deductible You Pay
20%

After Dedugtible YousPay
20%

Not Covered

Includes diagnosis and trea

Autism Spectrum Disorder
tment of Autism Spectrum,Disorder.

Autism Spectrum
Disorder*

Cost sharing.détermined
by the type and placerof
service.

Cost sharing determined
by the type and place of
service.

Not Covered

Durable Medical. Equipment (DME) and Supplies

DME, Orthopedic
Devices, Prosthetic
Appliances, Devices
*Pre-Authorization is

required for items over
$750
*Pre-Authorization is
required for repair,
replacement and rental
items.

AfterDeductible You Pay
20%

After Deductible You Pay
20%

Not Covered

For Dependent children from birth to age three.

Early Intervention Services

Speech and language
therapy, Occupational
therapy, Physical
therapy, Assistive
technology services
and devices. *

Cost sharing determined
by the type and place of
service.

Cost sharing determined
by the type and place of
service.

Not Covered

LGDIRECTHMO2022
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Benefit

In-Network Tier 1

In-Network Tier 2

Out-of-Network

Home Health Care
Includes skilled home health care services for home bound Members. You will also pay a separate Copayment or
Coinsurance for therapies and infused medications received at home

Home Health Care*
Limited to @ maximum of
100 visits per Contract
Year.

No Charge

No Charge

Not Covered

Hospice Care

Hospice Care*

No Charge

No Charge

Not Covered

Reconstructive Breast Surgery
Includes Covered Services for Members who have had a mastectomy.

Surgery and
Reconstruction*
Prostheses*
Physical
Complications*
Lymphedema*

Cost sharing determined
by the type and place of
service.

Cost sharing determined
by the type and place of
service.

Not Covered

Infertility

Infertility Services
Includes limited services, for Members only, to diagnose and treatunderlying medical conditions resulting in

Endometrial biopsies
Limited to 2 per lifetime
Semen analysis
Limited to 2 per lifetime
Hysterosalpingography
Limited to 2 per lifetime
Diagnostic laparoscopy
Limited to 1 per lifetime
Sims-Huhner test
(smear)

Limited to 4 per lifetime

Cost sharing is
determined by theitype
and place of service.

Cost sharing is
determined by the type
and place of service.

Not Covered

Clinical Trials
Includes “routine patient costs” for alPhase |, Phase Il, 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.

Cost sharing determined

Cost sharing determined

Clinical Trial Services* | by the type and place of | by the type and place of Not Covered
service. service.
Allergy Care
Allergy Care, Testing Cost sharing determined | Cost sharing determined
and Serum by the type gnd place of by the type gnd place of Not Covered
service. service.

through face-to-face diagnosis, consultation, or treatment.

Telemedicine Services
Includes the use of interactive audio, video, or other electronic media used for the purpose of diagnosis,
consultation, or treatment. Your out-of-pocket Deductible, Copayment, or Coinsurance amounts will not exceed
the Deductible, Copayment or Coinsurance amount You would have paid if the same services were provided

Telemedicine Services

Cost sharing determined
by the type and place of
service.

Cost sharing determined
by the type and place of
service.

Not Covered
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Benefit In-Network Tier 1 In-Network Tier 2 Out-of-Network

Out of Area Dependent Program
Dependent Children who are Covered Persons and living outside of their Plan’s Service Area will receive In-
Network benefits when Covered Services are received from Optima Health providers that participate in the Out of
Area Program. The Plan will require eligible out of area Dependents to complete an annual certification form prior
to being eligible for the program. Except for Emergency Services any Covered Services received outside of the
service area from Out of Network Non-Plan Providers that are not included in the Out of Area Dependent
Program will not be covered.

Out-of-Area Program

. Serwcgs , Cost sharing determined | Cost sharing determined
Pre-Authorization
. by the type and place of | by the type and place of Not Covered
requirements apply service service
depending on the type
and place of service.
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Benefit | In-Network Tier1 |  In-Network Tier2 | Out-of-Network

Optional benefit Chiropractic Care Rider
Optima Health contracts with American Specialty Health Group (ASH) to administer this benefit.

Chiropractic Care Rider
*Pre-Authorization is
required by ASH for all
Chiropractic services.
Maximum number of visits
30 per Contract year.

This benefit also includes You Pay $35 You Pay $35 Not Covered
coverage of Chiropractic
appliances up to a
maximum benefit of 1
appliance per Person per
Contract year when
medically necessary.

Optional benefit Hearing Aid Rider

Hearing Aid Services*
Covered Services include
the following up to the
annual maximum benefit
of $1,200:
e thehearing aid(s);
. audiometric

specialist office You Pay $40 You Pay §40
y|S||ts dfor f|tt|n|g, Cost sharing amounts Cost sharing amounts
lncdudllng mo S You pay for this rider will, “{».You pay for this rider will Not Covered
and dispensing, not count towafdyY.our not count toward Your
* repar, Deductible or Maximum Deductible or Maximum
replacement or Out of Pocket Amount. Out of Pocket Amount.
refurbishment of
the hearing aid(s)

Replacement is covered
only every 48 months
from date of acquisition.
Batteries and supplies are
not covered.

Optional benefit Morbid Obesity Rider

Morbid Obesity Rider*
Covered Services include
the treatment of morbid
obesity through gastric
bypass surgery or other
methods recognized by
the National Institutes of
Health as effective for the
long-term reversal of
morbid obesity.

Cost sharing determined | Cost sharing determined
by the type and place of | by the type and place of Not Covered
service service
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Prescription Drugs
LG _0D 15 30 45 55 Direct

This document describes Your Plan’s outpatient prescription drug coverage. All drugs must be United States Food
and Drug Administration (FDA) approved, and You must have a prescription. You will need to pay Your Copayment
or Coinsurance when You fill your prescription at the pharmacy. If Your Plan has a Deductible, You must meet that
amount before Your coverage begins. Some drugs require Pre-Authorization by Your Physician, and some quantities
may be limited.

Details about Covered Services are in the section “What is Covered”. Details about services and treatments that are
not covered are in the section “What is Not Covered.”

Prescriptions may be filled at a participating, In-Network Plan pharmacy or at a non-participating pharmacy or its
intermediary if the non-participating pharmacy or its intermediary has agreed in writing to accept as payment in full
reimbursement from the Plan or its Pharmacy Benefit Manager, including any Copayment or Coinsurance
consistently imposed by the Plan or its Pharmacy Benefit Manager, at the same level as the Plan or its Pharmacy
Benefit Manager gives to participating pharmacies.

Our formulary is a list of FDA-approved medications that we cover. Prescription drugs are reviewed by the Plan’s
Pharmacy and Therapeutics Committee for placement onto the formulary. ®or a single Copayment or Coinsurance
charge, You may receive up to a consecutive 30-day supply of a covered drug-at a retailgpharmacy. Some drugs
may be available under the Plan's mail order pharmacy. Specialty Brugs are available’up to a 30-day supply and can
be delivered to Your home address from Optima Health specialty mailerder drugpharmacy.

This formulary is organized into the following tiers, which@etermine what You pay out-of-pocket to fill a prescription:

Preferred Generic Drugs (Tier 1) includes commonly prescribed Generic Drugs. Other drugs may be included in
Tier 1 if the Plan recognizes they show documented long-term decreases in iliness.

Preferred Brand & Other Generic Drugs (Tier 2)includes brand-name drugs and some Generic Drugs with higher
costs than Tier 1 Generic Drugs that are considered by the Plan to be standard therapy.

Non-Preferred Brand Drugs (Tier 3) includesibrand name drugs not included by the Plan on Tier 1 or Tier 2. These
may include single source brand name drugs that do not have a Generic Product Level equivalent or a therapeutic
equivalent. Drugs on this tief'may be higher in cost than equivalent drugs, or drugs determined to be no more
effective than equivalent drugs onflowentiers.

Specialty Drugs (Tier 4) includes those drugs classified by the Plan as Specialty Drugs. Specialty Drugs have
unique uses and are generally prescribed for people with complex or ongoing medical conditions. Specialty Drugs
include the following:

1. Medications that treat certain patient populations including those with rare diseases;

2. Medications that require close medical and pharmacy management and monitoring;

3. Medications that require special handling and/or storage;

4. Medications derived from biotechnology and/or blood derived drugs or small molecules;

5. Medications that can be delivered via injection, infusion, inhalation, or oral administration; and
6. Medications subject to restricted distribution by the U.S. Food and Drug Administration.

Specialty Drugs are only available through an Optima Health specialty mail order pharmacy, including Proprium
Pharmacy at 1-855-553-3568. Specialty Drugs will be delivered to Your home address. If You have a question
or need to find out if Your drug is considered a Specialty Drug, please call Pharmacy Member Services at the
number on Your Optima Health ID Card. You can also log onto optimahealth.com for a list of Specialty Drugs
and specialty pharmacies.
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Tier 4 also includes compound prescription medications. A compound prescription medication is used to meet
the needs of a specific individual and must have at least one ingredient requiring a Physician’s authorization by
State or Federal Law.

Refills

Your Plan has refill limitations. You must use most of Your medication or about 75% of Your medication based
on the day supply of Your prescription before You can get a refill. There are several ways to refill Your
prescription. In most cases contact the retail, mail order, or specialty pharmacy where You originally filled Your
prescription and request a refill. Sometimes Your doctor will prescribe a set amount of refills for Your
prescription. If You have run out of refills You will need a new prescription from Your doctor. In some cases
Your pharmacist may be able to call Your doctor to get more refills for You.
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Deductibles, Maximum Out of Pocket Amount (MOOP), and Benefits

Deductibles

Your Plan does not have a Deductible

Maximum Out-of-Pocket Amount

Outpatient Prescription Drug Deductibles, Copayments or
Coinsurance apply to the Plan’s Maximum Medical Out-of-Pocket
Limit.

Ancillary charges which result from a request for a brand name
outpatient prescription drug when a Generic Drug is available are
not Covered, do not count toward the Plan’s Maximum Out-of-
Pocket Amount and must continue to be paid after the Maximum
Out-of-Pocket Amount has been met.

Insulin, and Needles and Syringes for
Injection

A Member’s cost sharing payment for a covered insulin drug will
not exceed $50 per 30-day supply per prescription, regardless of
the amount or type of insulin needed to fill each prescription.
You pay the cost sharing for the applicable Tier. Deductible does
not apply.

Diabetic Testing Supplies, including test
strips, lancets, lancet devices, blood
glucose monitors, and control solution

NoCharge
Members can pick up suppli€s at anynetwork pharmacy. LifeScan
products will be the preferred,brand. However, the Plan reserves
the right to change or add additional preferred brands. Members
that request otherbrand name suppliés will pay the applicable cost
share depending on‘the Tier.
*Pre-Authorizationiis required for talking blood glucose meters.

Continual Glucose Monitors, Sensors,
and Supplies

You pay the cost sharing for the applicable Tier.

This Planthas anopen formulary. Please use the following link to
see a list of'drugs on the open formulary:
www:optimahealth.com.

Formulary If:a,brand name medication is dispensed instead of a generic
equivalent, You must pay the cost difference between the
dispensed brand name drug and the generic drug in addition to the
Copayment or Coinsurance charge, unless authorized by the Plan.
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Retail Pharmacy Cost Sharing
When You pick up Your drug at a retail pharmacy You will pay the Copayment (one Copayment for each 30-day
supply) or the Coinsurance amount listed under the applicable Tier for Your drug:

e You pay one Copayment or the Coinsurance for up to a 30-day supply,
e You pay two Copayments or the Coinsurance for a 31 to 60-day supply,
e You pay three Copayments or the Coinsurance for a 61 to 90-day supply.
Tier 4 Specialty Drugs are only available from an Optima Health Specialty Pharmacy including Proprium
Pharmacy and are limited to a 30-day supply.

ACA Preventive Drugs

ACA preventive prescription drugs and
over-the-counter items identified as an A or
B recommendation by the United States
Preventive Services Task Force. Please
use this link for a list of covered preventive
care Services:
healthcare.gov/what-are-my-preventive-
care-benefits/.

No Charge. Deductible does not apply.
Covered Food and Drug Administration (FDA) approved tobacco
cessation medications (including both prescription and over-the-
counter medications) are Limited to two 90-day courses of
treatment per year when prescribed by a health care provider.

Preferred Generic Drugs

Tier 1 You Pay $15
Preferred Brand &.Other Generic Drugs You Pay $30

Tier 2

Non-Preferred Brand Drugs
Tier 3 You Pay $45
Specialty Drugs

P yEre You Pay $55

Tier 4

LGDIRECTHMO02022 Page 15 of 17

Some benefits require Pre-Authorization before You receive them. These services are marked with * in the chart.



https://www.healthcare.gov/what-are-my-preventive-care-benefits/
https://www.healthcare.gov/what-are-my-preventive-care-benefits/

Copayment and Coinsurance Mail Order (If Your Drug is available) for up to a 90-day supply
Some Outpatient prescription drugs in Tier 1, Tier 2, and Tier 3 are available from the Plan’s Mail Order
Pharmacy Express Scripts. You may call Express Scripts at 1-888-899-2653 to find out if Your drug is available.
Tier 4 Specialty Drugs are only available from an Optima Health Specialty Pharmacy including Proprium
Pharmacy and are limited to a 30-day supply.

ACA Preventive Drugs

ACA preventive prescription drugs and

over-the-counter items identified as an A or No Charge. Deductible does not apply.

B recommendation by the United States Covered Food and Drug Administration (FDA) approved tobacco
Preventive Services Task Force. Please cessation medications (including both prescription and over-the-
use this link for a list of covered preventive | counter medications) are Limited to two 90-day courses of

care services: treatment per year when prescribed by a health care provider.

healthcare.gov/what-are-my-preventive-
care-benefits/.

Preferred Generic Drugs

Tier 1 You Pay$30
Preferred Brand & Other Generic Drugs
Tier 2 You Pay $60
Non-Preferred Brand Drugs
Tier 3 You Pay $90
Specialty Drugs Tier 4 Specialty,Drugs are only available from an Optima Health
) Specialty Pharmagy including Proprium Pharmacy and are limited
Tier 4 to.a 30-day supply.
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Notice/Notes/Terms & Conditions:

Dependent Children enrolled in the Plan are Covered until the end of year they turn 26.
This Plan does not have pre-existing condition exclusions.

This Plan does not have annual or lifetime dollar limits on Essential Health Benefits.

This is a group plan sponsored by Your employer. Your employer will pay the premium to us on Your behalf. Your
employer will tell You how much You must contribute, if any, to the premium.

Need help in another language? Call us.

e LA HARE SarE R 2 AR,

CHE 2102 = 80| 2R3 ALIT? X{5|ofAH| o= & FAM|L.

Quy vi can duge gitp d& bang mot ngdn ngir khac? Hay goi cho ching toi.

Kailangan ng tulong sa ibang wika? Tawagaf kami.

(Necesita ayuda en algun otro idioma? Llam
Saad fahgo at’¢higii daa ts’i bee shika adoowot
1-855-687-6260

n. Nihich’y’ holne’.
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OPTIMA HEALTH PLAN
VISION CARE AND MATERIALS RIDER

Includes Covered Services for expanded vision care services in lieu of those Preventive Vision Care Benefits described in
Section 6 of the Evidence of Coverage.

Optima Health has a contract with VSP Vision Care to administer this benefit for Our Members. To receive Covered Services:

1. Select a participating VSP network provider from the Plan’s enhanced provider directory or by calling VSP at 1-800-
877-7195. Automated location information is available 24 hours a day. Customer service representatives are
available Monday through Saturday 9 a.m.—8 p.m.

2. Visit or call the participating provider and identify yourself as a participant by providing Your Member ID information.
The provider will verify eligibility, Your Plan’s Covered Services and any applicable Copayment or Coinsurance.
Payment is due when You receive services.

3. If the vision provider determines that You need additional medical care You should contact Your Plan Physician.

Each Covered Person is eligible to receive a routine eye examination, refraction; and lenses and frames; or contact lenses as

follows:

Routine Examination: Covered once every 12 months
Lenses or Contact Lenses: Covered once every 12 months
Frames: Covered once every 12 months

To be covered at the In-Network level of benefits all services must be received from\a Participating VSP provider. Some
services are limited or excluded when received from non-plan or Out-of-Network providers. Members are responsible for
Copayments and Coinsurances listed below. Unless otherwise stated pereent Coinsurance is based on provider charges.

Copayments or Coinsurance for Covered Services under this rider that are not Essential Health Benefits (EHBSs) for children
are not applied toward any Plan Maximum Out-of-Pocket Amount and must continue to be paid after the Maximum is met.

Members are responsible for all applicable Plan Deductibles as, stated on the Policy Schedule of Benéefits.

In- k Coverage from an Out-of-Network Coverage
Provider
Routine Exam with dilation as necessary $15'€opayment Members will be reimbursed up to
$50 for an eye examination only
Retinal Imaging Members pay up to $39 Not Covered
Contact Lens Exam options:
Standard contact lens fit and follow-up Members pay up to $40 Not Covered
Premium contact lens fit and follow-up Members pay up to $40 Not Covered
Frames No copayment up to a $100 Members will be reimbursed up to
For any available frame at a provider lgcation allowance. $80

Members receive 20% off
amounts over the allowance.

Standard Plastic Lenses

Single vision $20 Copayment Members will be reimbursed up to
Bifocal $20 Copayment f/ISeOmbers will be reimbursed up to
Trifocal $20 Copayment ﬁ/resmbers will be reimbursed up to
Standard Progressive Lens $55 Copayment ﬁ/:eorgbers will be reimbursed up to
Premium Progressive Lens $85 copayment E/I:e:mbers will be reimbursed up to
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Schedule of Benefits continued

In-Network Coverage from an
VSP provider

Out-of-Network Coverage

Lens Options

UV Treatment

$15 Copayment

Not Covered

Tint (Solid and Gradient)

$15 Copayment

Not Covered

Standard Plastic Scratch Coating

$15 Copayment

Not Covered

Standard Polycarbonate Adults

Up to $31 for single vision

Not Covered

Up to $35 for multifocal
Standard Polycarbonate Kids Under 19 No Charge Members will be reimbursed up to
$5
Standard Anti Reflective Coating Up to $41 Not Covered

Polarized

Member will receive 20% discount
off the retail price

Not Covered

Other Add-ons

Member will receive 20% discount
off the retail price

Not Covered

Contact Lenses
Allowance includes materials only.

Conventional

No copayment up to a $100
allowance. Members receivé 15%
off amounts over the alloWwance.

Members will be reimbursed up to
$80

Disposable

No copayment up to a‘$100
allowance. Members are
responsible for all amounts over
the allowance.

Members will be reimbursed up to
$80

Medically Necessary

No copayment,covered in full:

Members will be reimbursed up to
$210

Laser Vision Correction
Lasik or PRK from U.S. Laser Network

Membér will receive 15% discount
off the retail price or a 5%
discount off a, promotional price.

Not Covered

Additional Pairs Benefit

Members,also receive a 40%
discount off\complete pair
eyeglass purchases and a 15%
discount off conventional contact
lenses once the funded benefit
has'been used.

Not Covered

Members may receive a 20% discount on items not covered by the plan at VSP participating providers. This discount
if available cannot be combined with.other, discounts or promotional offers. The discount would not apply to VSP’s

professional services or contactilenses.

Members can contact VSP or log onté"www.vsp.com for additional information on replacement contact lenses after
the initial purchase. The contact lenses allowance is not applicable to this service.

Exclusions and Limitations. The following services are excluded or limited under this rider:

Any visions care service or material not listed as covered is excluded from coverage.

1.
2. Any Benefit Allowances not used cannot be retained or carried over for future use.
3

Certain brand name Vision Materials for which the manufacturer imposes a no-discount price may be excluded
from benefit allowances and/or discounts stated in the Schedule of Benefits.
4. Orthoptic or vision training, subnormal vision aids and any associated supplemental testing are excluded from

coverage.

5. Aniseikonic lenses are excluded from coverage.
6. Medical and/or surgical treatment of the eye, eyes or supporting structure are excluded from coverage.

Any eye or vision examination, or any corrective eyewear required by a member as a condition of employment is

7.

excluded from coverage.
8. Safety eyewear is excluded from coverage.
9.

Services or materials provided as a result of any Worker's Compensation law or similar legislation or required by
any governmental agency or program whether federal, state or subdivisions thereof are excluded from coverage.

10. Plano non-prescription lenses and/or contact lenses are excluded from coverage.
11. Non-prescription sunglasses are excluded from coverage.
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12. Two pair of glasses in lieu of bifocals is not covered.

13. Services or materials provided by any other group benefit plan providing vision care are excluded from coverage.

14. Services rendered or materials ordered after the date a member’s coverage under the Plan ends, except vision
materials ordered before coverage ended are delivered, and the services rendered to the member are within 31
days from the date of the order, are excluded from coverage.

15. Lost or broken lenses, frames, glasses, or contact lenses will not be replaced except in the next benefit period
when vision materials would next become available.
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Optima Health Plan Evidence of Coverage Dental Rider

This Dental Rider is added to the Member’s Evidence of Coverage (‘EOC”) and is effective as of the Group Plan
Coverage. This Rider is subject to all terms and conditions of the Group Contract and Evidence of Coverage to which it is
attached. This Rider does not change any of the terms and conditions of the Evidence of Coverage unless specifically
stated in this Rider.

Optima Health contracts with Dominion Dental Services, Inc. d/b/a Dominion National (hereinafter referred to as
“Dominion National”) to administer and arrange for the provision of Covered Dental Services included in this Rider.
Eligible Group Health Plan Members are entitled to Covered Dental Services listed on the Dental Services Schedule of
Benefits (hereinafter referred to as “Schedule of Benefits”) subject to the definitions, terms and conditions stated in the
Rider. Coinsurance and Deductible amounts are shown on the Schedule of Benefits. Applicable annual and lifetime
maximum benefits are shown on the Schedule of Benefits.

DEFINITIONS

Annual Deductible means the amount shown in the Schedule of Benefits which each Member must pay each Benefit
Year before Benefits under this Rider will be paid.

Annual Maximum shall mean the total amount of Benefits set forth in the Schedule of Benefits that will be paid to the
Member in a Benefit Year.

Benefits shall mean the amount payable under the Rider, as set forth in the Coverage Schedule, for a Covered Service.
Benefit Year shall mean the 12 months following the effective date éfithe Contract.

Coinsurance means the cost-sharing amount the Member willgpay out of pecket directly to a dentist for Covered Services
under this Rider. Coinsurance is based on Dominion National’s allowable amount for Covered Services.

Covered Service or Covered Dental Service shall meana procedure listed in the Schedule of Benefits.

Dominion National is the entity that has contractedywith OptimaHealth Plan to administer and arrange for the provision
of Covered Services under this Rider.

The address of the principal administrative office is:
Dominion National

251 18th Street South, Suite 900

Arlington, VA 22202.

The telephone number is (877)847-5754

Claim Address is:

Dominion National

PO Box 1126

Elk Grove Village, IL 60009

Eligible Expenses shall mean Covered Dental Services described in this Rider.

Lifetime Maximum shall mean the total amount of Benefits set forth in the Schedule of Benefits that will be paid to the
Member in their lifetime.

Maximum Allowable Charge shall mean a limitation on the billed charge as determined by Dominion National by
geographic area where the expenses are incurred.

Member shall mean any Subscriber or Dependent that is a Covered Person under the Group Health Plan and entitled to
receive services under this Rider.

Non-Participating Dentist shall mean those independent licensed dentist who have not entered into an agreement with
Dominion National for the purpose of providing dental services to Members.

Participating Dentist shall mean those independent licensed dentists who have contracted with Dominion National to
provide dental services at negotiated fees for Members.
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EFFECTIVE AND TERMINATION DATES

Coverage under this Rider is effective as of the date of the Optima Health Plan Evidence of Coverage to which it is
attached. Coverage under this Rider will end on the date that the Group Evidence of Coverage terminates or the date the
Member ceases to be eligible for Coverage under the Group plan.

BENEFITS AND COVERAGES

Eligible Expenses: Dominion National will pay for Eligible Expenses incurred for Members. Expenses must be incurred
while the Rider is in force. The description of Eligible Expenses and Covered Services is shown in the Schedule of
Benefits. All Benefits will be paid to the Subscriber unless otherwise designated by the claimant. Benefits will be paid
subject to Deductibles, Annual and Lifetime Maximums as specified in the Schedule of Benefits. All Benefits are subject to
Plan Exclusions as set forth in the Schedule of Benefits. Benefit amounts will vary depending on whether the Member
obtains services from a Participating Dentist or a Non-Participating Dentist. To be considered an Eligible Expense, the
service must be performed by a dentist, a physician, or a dental hygienist.

Expenses Incurred: An Eligible Expense is considered incurred on the following dates:

Dentures: On the date the final impression is taken.

Fixed bridges, crowns, inlays and onlays: On the date the teeth are initially prepared.
Root canal therapy: On the date the pulp chamber is opened.

Periodontal surgery: On the date surgery is performed.

All other services: On the date the service is performed.

In-Network Benefits: Dominion National will pay a percentage of thé Participating Dentist's charge for each Covered
Service up to the Participating Dentist’s negotiated fee. The percentage of payment by Dominion National is determined
by procedure classification as set forth in the Schedule of Bengfits. For examplefif a procedure is covered at 80%, the
Plan will pay 80% and the Member will pay the remaining balance of’20%, up'to the Participating Dentist's negotiated fee.
The Member may be required to remit payment for the remaining balance at the time of service. Billing arrangements are
between the Member and the Participating Dentist. Participating Dentists are listed in the Dentist Directory. Members
should confirm continued participation of a Participating Dentist prior.to receiving treatment. Members can access the
Dentist Directory at dominiondentists.com.

Out-Of-Network Benefits: A Member may choose to receive treatment from a Non-Participating Dentist. Benefit
percentages for out-of- network Benefits, if applicable; are listed in the Schedule of Benefits according to procedure
classification. Benefits are calculated using a Maximum Allowable Charge. Members are responsible for any amount
charged which exceeds the Maximum Allowable/Charge per procedure. Billing arrangements are between the Member
and the Non-Participating Dentistalf'aiMember receives treatment from a Non-participating Dentist, the Member may be
required to make payment in full at the time ofiservice. The Member may then submit a claim to Dominion National for
Benefit payment.

Pre-Determination of Benefits: If the.charge for treatment is expected to exceed $300, Dominion National strongly
advises the treating dentist to submit a treatment plan prior to initiating services. In accordance with its clinical review
guidelines, Dominion National may request x-rays, periodontal charting or other dental records, prior to issuing the pre-
determination. The proposed services will be reviewed and a pre- determination will be issued to the Member or dentist,
specifying coverage. The pre-determination is not a guarantee of coverage and is considered valid for 180 days.

Alternate Benefit: If: 1) Dominion National determines that a less expensive alternate procedure, service, or course of
treatment can be performed in place of the proposed treatment to correct a dental condition; and 2) the alternate
treatment will produce a professionally satisfactory result; then the maximum Dominion National will allow will be the
charge for the less expensive treatment.
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Coordination of Benefits

All Benefits covered under this Contract are subject to coordination. The following definitions apply only to this Coordination
of Benefits section:

A. Plan shall mean coverage providing hospital, medical or dental benefits or services by: i) group or blanket insurance
coverage except school accident coverage; ii) group Blue Cross and Blue Shield, group practice or other pre-
payment coverage on a group basis; or iii) labor-management trusteed plans, union welfare plans, employer
organization plans or employee benefit plans. Plan will be construed separately for a policy, contract, or other
arrangement for benefits or services that reserves the right to take the benefits or services of their Plans into
consideration in determining its benefits, or separately for that portion which does not reserve the right.

B. Eligible Expenses shall mean any necessary, reasonable and customary item of expense all or part of which is
covered under one of the Plans. When a Plan provides benefits in the form of services rather than cash payments,
the reasonable cash value of each service rendered will be considered to be both an Eligible Expense and a benefit
paid.

C. Claim Period shall mean a Calendar Year or portion of a Calendar Year for a claim on a Member covered under
this Plan.

If Member is also covered under one or more other Plans, the Benefits underdhis Plan will be coordinated with benefits
payable under all other Plans. The coordination will apply in determining the' benefits 'payable for any Claim Period if the
sum of: i) the benefits that would be payable under this Plan in absence of the coardination; and ii) the benefits that would
be payable under all other Plans without provisions for coordination in those Plans, would exceed such benefits. Except as
provided in the following paragraph, when Coordination of Benefits applied to the benefits payable for any Claim Period,
the benefits that would be payable for Eligible Expenses under this Plan,in the absence of Coordination of Benefits will be
reduced to the extent necessary so that the sum of those reduced benefits andd@ll the benefits payable for those Eligible
Expenses under all other Plans will not exceed the total of thase Eligible Expenses.

The rules establishing the order of benefit determinationfare:

1. The benefits of a plan covering a person for whom ¢laim is’'made other than as a dependent will be determined
before the benefits of a plan covering such person‘as a‘dependent.

2. Except as stated in (3) below, when this Plan'and another Plan cover the same child as a dependent of different
persons, called "parents":

a. the benefits of the Plangof,the parént whose birthday falls earlier in a year are determined before those of the
Plan of the parent whose birthday falls later in that year; but

b. if both parents have the.same birthday, the benefits of the Plan covering the parent longer are determined
before benefits of the'Plan covering the other parent for the shorter period of time. However, if the other Plan
does not have the rule described in a. above, but instead uses a different method, and if, as a result, the Plans
do not agree on the orderof benefits, the rule in the other Plan will determine the order of benefits.

3. If two or more Plans cover a person as a dependent child of divorced or separated parents, benefits for such child
are determined in this order:

a. first, the Plan of the parent with custody of the child;
b. then, the Plan of the spouse of the parent with custody of the child; and
c. finally, the Plan of the parent not having custody of the child.

However, if the specific terms of a court decree state that one of the parents is responsible for the health care expenses of
the child, and the entity obligated to pay or provide the benefits of the Plan of such parent has actual knowledge of those
terms, the benefits of that Plan are determined first. This does not apply with respect to any Claim Period or Plan Year
during which any benefits are actually paid or provided before the entity has that actual knowledge.

4. The benefits of a Plan covering a person as an employee who is neither laid-off nor retired (or as that employee's
dependent) are determined before those of a Plan which covers that person as a laid-off or retired employee (or as
the employee's dependent). If the other Plan does not have this rule, and if, as a result, the Plans do not agree on
the order of benefits, this rule 4 is ignored.
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5. If none of the above rules determines the order of benefits, the benefits of a Plan which has covered the person for
whom claim is made for the longer period of time will be determined before the benefits of a Plan covering the
person the shorter period of time.

If this Plan is responsible for secondary coverage for Eligible Expenses, this Plan will not deny coverage or payment of the
amount it owes as secondary payer solely on the basis of the failure of another group contract, which is responsible as the
primary payer, to pay for such Eligible Expenses. For the purposes of administering the above provisions of this Contract
or any similar provisions of other Plans, this Plan may, without consent or notice to any person, release to or obtain from
any other insurance company, organizations or person, any information concerning any individual which is considered
necessary. Any person claiming Benefit will furnish the Plan with any information necessary. Whenever payments which
should have been made under this Contract in accordance with the above provisions have been made under any other
Plans, this Plan has the right, at its sole discretion, to pay any organizations making these payments any amount this Plan
determines to be due. Amounts paid in this manner will be considered to be Benefits paid under this Contract and, to the
extent of these payments, Plan will be fully discharged from liability under this Contract. Whenever payments have been
made by this Plan, for Eligible Expenses in a total amount in excess of the maximum amount of payment necessary to
satisfy the intent of the above provisions, this Plan will have the right to recover the excess from one or more of the following:
(i) other health insurance companies; or (ii) persons to or for whom payments were made.

SUBMISSION OF CLAIMS

Dominion National must receive written proof of loss within 180 days of treatment. Failure to provide proof of loss within
the time required will not invalidate or reduce a claim if it was not reasonably possible to submit the proof within the
required time, if the proof is furnished as soon as reasonably possible and, except.in the@bsence of legal capacity of the
claimant, not later than one year from the time proof is otherwise required.

Submit all dental claims to:

Dominion National

PO Box 1126

Elk Grove Village, IL 60009
Fax: 888.208.8290

Electronic Claims: Use the payor ID of DOMO01

Refer to the In-Network and Out-of-Network Benefits section in this Rider for additional information.

COMPLAINTS AND GRIEVANCES

Please refer to Section 13 in Your'Evidence of Coverage under “How to File A Complaint” for more information
on filing a complaint including how long you have to file a complaint, submitting additional information, and how
Your complaint will be resolved.

For grievances involving patient care, Dominion National encourages communication between our Members and
Participating Dentists to come to a mutually satisfactory resolution. If a Member has discussed a grievance with a
Participating Dentist and is not satisfied with the resolution (or if the dentist is not available to receive the grievance), the
Member may refer the matter to a Dominion National Member Service Representative by calling toll-free (888) 518-5338.

A Member may submit a complaint in writing to:

Grievances and Appeals

c/o Dominion National

251 18th Street South, Suite 900
Arlington, VA 22202

Fax: (703) 518-4450

If a Member has any questions regarding a grievance or complaint concerning the health care services that they have
been provided which have not been satisfactorily addressed by Dominion National, the Member may contact:

The Office of the Managed Care Ombudsman
P.O. Box 1157
Richmond, VA 23218
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Phone: (804) 371-9032 or toll-free (877) 310-6560
Email: Ombudsman@scc.virginia.gov.

For Quality of Care complaints, a Member may contact:

The Office of Licensure and Certification
9960 Mayland Drive, Suite 401
Richmond, VA 23233-1463

Phone: (800) 955-1819

Fax: (804) 527-4503.

Email: mchip@vdh.virginia.gov.

Please see the section below for information on appealing an adverse benefit determination.

APPEALS OF ADVERSE BENEFIT DETERMINATIONS

Please refer to Section 13 in Your Evidence of Coverage under “Appeals of an Adverse Benefit Determination”
for more information on filing an appeal including how long you have to file appeal, submitting additional
information and how Your appeal will be resolved.

An Adverse Determination means that a decision has been made not to authérize, caver, or pay (in whole or in part) for a
service because:

» A Member is not eligible for benefits; or
» The service does not meet requirements for:

Medical Necessity;
Appropriateness;
Health care setting;
Level of care;
Effectiveness; or

O O O O O

» The service is Experimental or Investigational;

Members have the right to a full and fair appeal of adverse determinations as described in the Evidence of Coverage to
which this Rider is attached.

Dominion National will administer interfal,"expedited, and urgent appeals for claims for Covered Services under this
Rider. Dominion National will notify'the Member of the outcome of any appeal and include notice of independent external
appeal rights available.

To initiate an appeal of an adverse benefit determination, contact Dominion National:

Grievances and Appeals

c/o Dominion National

251 18th Street South, Suite 900
Arlington, VA 22202

Fax: (703) 518-4450

ANNUAL AND LIFETIME MAXIMUM BENEFITS
Covered Services under this Rider are limited as stated on the Schedule of Benefits. After a benefit limit has been
reached, Members are responsible for payment for all additional services. Unless otherwise noted benefit limits are

combined for services received both In-Network and Out-of-Network.

Annual and lifetime benefit dollar limits do not apply to Covered Services that are considered Essential Health Benefits
whether provided in-network or out-of-network.
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DENTAL SERVICES SCHEDULE OF BENEFITS: CHOICE PPO

This Schedule includes Your Covered Dental Benefits and cost sharing amounts under the Rider. You must meet all
Deductibles listed below. After You meet Your Deductible You pay the applicable Coinsurance for Your Covered Service.
Coverage is limited to the Maximum Benefits stated below.

DepucTIBLES, MAXIMUM OUT-OF-POCKET LIMIT

In-Network Benefits Out-of-Network Benefits

Deductibles $50 per Person $50 per Person
Combined In-Network and Out-of-Network per $150 per Family $150 per Family
Member per Benefit Year.
Annual and Lifetime Maximum Benefits Class Il and Class lll Services: Class Il and Class lll Services:
Combined In-Network and Out-of-Network per Annual $2,000 per Person Annual $2,000 per Person
Member per Benefit Year for Annual Maximum. Class IV Orthodontia Services Class IV Orthodontia Services

Lifetime $2,000 per Person Lifetime $2,000 per Person

Out-of-Network Allowance
If the course of treatment will exceed $300 pre review is requested. Members may receive Covered Services from
Participating Dentists or Non-Participating Dentists. Unlike Participating Dentists that have agreed to accept negotiated fees
for services, Non-Participating Dentists have no contract with Dominion National or[lDominion National’s leased dental
networks. As such, Non-Participating Dentists set their own fees and Dominion National only reimburses the Member based
on the established Participating Dentist’s fee schedule, which is determined by‘the geagraphic area where the expenses are
incurred. This means that if the Non-Participating Dentist’s fee is higher than Dominion National's Participating Dentist’s fee
schedule, the Member will be billed the remaining balance to cover the Non-Participating Dentist’s fee.
DENTAL SERVICES

Class | Diagnostic and Preventive Services In-Netwo Out-of-Network Benefits
Pre-Authorization is Required. CopaA{ Copayments/Coinsurances
1. Two evaluations per Benefit Year including Covered at 100% Covered at 100%

a maximum of one comprehensive
evaluation per 36 months

2. One emergency or problem focused exam
(D0140) per Benefit Year

3. Two prophylaxis (cleaning, scaling and
polishing teeth) per Benefit Year (one
additional cleaning is covered during
pregnancy and for diabetic patients)

4. One topical fluoride per Benefit Year, 10 age
16

5. Bitewing x-rays, 2 per Benefit Year.

6. Periapical x-rays

7. One diagnostic x-ray, full or panoramic per
60 months

8. Emergency palliative treatment (only if no
services other than exam and x-rays were
performed on the same date of service)

9. One sealant per tooth per lifetime, to age 16

(limited to permanent 1* and 2" molars)
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Class Il Basic Services
Pre-Authorization is Required.

In-Network Benefits
Copayments/Coinsurance

Out-of-Network Benefits
Copayments/Coinsurances

1.
2.

Simple extraction of teeth

Amalgam and composite fillings
(restorations of mesiolingual, distolingual,
mesiobuccal, and distobuccal surfaces
considered single surface restorations), per
tooth, per surface every 24 months

Pin retention of fillings (multiple pins on the
same tooth are allowable as one pin)
Antibiotic injections administered by a
dentist

Space maintainers to preserve space
between teeth for premature loss of a
primary tooth (does not include use for
orthodontic treatment)

Oral surgery, including postoperative care
for:

a. Removal of teeth, including
impacted teeth

b. Extraction of tooth root

c. Alveolectomy, alveoplasty, and
frenectomy

d. Excision of periocoronal gingiva,
exostosis, or hyper plastic tissue,
and excision of oral tissue for
biopsy

e. Reimplantation or transplantation of
a natural tooth

f.  Excision of a tumor or cyst and
incision and drainage of an abscess
or cyst

Endodontic treatment of disease of the
tooth, pulp, root, and related tissue, limited
to:

a. Root canal therapy (not covered if
pulp chamber was opened before
effective date of coverage)

b. Pulpotomy

c. Apicoectomy

d. Retrograde fillings, per root per
lifetime

Periodontic services, limited to:

a. Two periodontal cleanings following
surgery per Benefit Year (D4341 is
not considered surgery)

b. One root scaling and planing per
quadrant of mouth per 24 months
from age 21

c. Occlusal adjustment performed with
covered surgery

d. Gingivectomy and gingival
curettage

e. Osseous surgery including flap
entry and closure

f.  One pedicle or free soft tissue graft
per site per lifetime

g. One appliance (night guards) per 5
years within 6 months of osseous
surgery

h. One full mouth debridement per
lifetime

After Deductible Covered at 80%

After Deductible Covered at 80%
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Class Ill Major Services
Pre-Authorization is Required.

In-Network Benefits
Copayments/Coinsurance

Out-of-Network Benefits
Copayments/Coinsurances

1.
2.
3.

7.

8.

One study model per 36 months

Crown build-up for non-vital teeth

Recementing bridges, inlays, onlays and

crowns after first 12 months and per 12
months per tooth thereafter

One repair of dentures or fixed bridgework

per 24 months

General anesthesia and analgesic,

including intravenous sedation, in
conjunction with covered oral surgery,
periodontal surgery or implant placement
procedures

Restoration services, limited to:

a. Gold or porcelain inlays, onlays, and
crowns for tooth with extensive caries
or fracture that is unable to be restored
with an amalgam or composite filling

b. Replacement of existing inlay, onlay, or
crown, after 7 years of the restoration
initially place or last replaced (will not
apply if replacement is necessary due
to the extraction of functioning natural
teeth after the effective date of
coverage)

c. Stainless steel crowns up to age 14
(one per tooth per lifetime)

d. Post and core in addition to crown
when separate from crown for
endodontically treated teeth, with a
good prognosis endodontically and
periodontally

Prosthetic services, limited to:

a. Initial placement of dentures or
fixed bridgework (including acid
etch metal bridges)

b. Replacement of dentures or fixed
bridgework that cannotibe repaired
after 7 years from the date of last
placement

c. Addition of teeth to existing partial
denture

d. One relining or rebasing of existing
removable dentures per 24 months
(only after 24 months from date of
last placement)

Implants and related services

After Deductible Covered at 50%

After Deductible Covered at 50%

Class IV Orthodontia Services
Pre-Authorization is Required.

In-Network Benefits
Copayments/Coinsurance

Out-of-Network Benefits
Copayments/Coinsurances

Diagnostic, active and retention treatment to include
removable fixed appliance therapy and
comprehensive therapy

Covered at 50%

Covered at 50%
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Plan Exclusions:
The following are not Covered Dental Services under this Rider.

1.

ookhwbd

S©®N

12.

13.
14.
15.

16.
17.

Treatment required for conditions resulting while on active duty as a Member of the armed forces of any nation or
from war or acts of war, whether declared or undeclared.

Services which are covered under Medicare, worker's compensation or employer’s liability laws.

Services and treatment provided without charge or for which there would be no charge in the absence of insurance.
Services not listed as covered.

Hospitalization for any dental procedure.

Services and treatment for which Member is eligible for coverage under his or her hospital, medical/surgical or major
medical plan.

Reconstructive, plastic, cosmetic, elective or aesthetic dentistry.

Elective surgery including, but not limited to, extraction of non-pathologic,asymptomatic impacted teeth.
Replacement of dentures, bridges, inlays, onlays or crowns that can be repaired or restored to normal function.

. Replacement of lost, stolen or damaged prosthetic or orthodontic appliances; athletic mouthguards; precision or semi-

precision attachments; denture duplication; periodontal splinting of teeth.

. Services for increasing vertical dimension, restoring occlusion, replacing tooth structure lost by attrition, and

correcting developmental malformations and/or congenital conditions.

Oral hygiene instructions; plaque control; completion of a claim form; acid etch; broken appointments; prescription or
take-home fluoride; or diagnostic photographs.

Dispensing ofdrugs.

Diagnosis or treatment of temporomandibular joint (TMJ) syndromes{ problems and/or occlusal disharmony.
Procedures thatin the opinion of Dominion National are experimental orinvestigative.in nature because they do not
meet professionally recognized standards of dental practice and/or have notbeen shown to be consistently effective
for the diagnosis or treatment of the Member’s condition.

Treatment of cleft palate, anodontia, malignancies or neoplasms.

Any service or supply rendered to replace a tooth lost priortaithe effectivedate of coverage. This exclusion expires
after 36 months of Member’s continuous coverage under the plan.
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Optima Health Amendments/Riders

CHIROPRACTIC SERVICES RIDER.

We have a contract with American Specialty Health Group (ASH) to provide Chiropractic Services
in the Plan's Service Area. Pre-Authorization is required by ASH for all services. If You have
questions about what is covered or how to find an ASH provider please call ASH toll free at 1-800-
678-9133 Monday through Friday 5 a.m. to 6 p.m.

To receive services call an ASH participating provider and schedule an appointment. You do not need a
referral. The ASH chiropractic provider is responsible for getting authorization from ASH before You
receive care except for initial examination and Emergency Services. The number of visits allowed per
year, any benefit maximums, and Your out of pocket amounts are listed on the Schedule of Benefits in this
Certificate of Insurance.

Covered Services include examination, re-examination, manipulation, conjunctive therapy, radiology,
chiropractic appliances, and laboratory tests related to the delivery of chiropractic services subject to the
following:

1. Aninitial examination is performed by the participating provider to determine the nature of the
Member's problem and, if Covered Services appear warranted, &'treatment plan of services to be
furnished is prepared. One initial examination is provided fof each new patient. A Copayment is
required when services are rendered.

2. Are-examination may be performed by the participating provider to assess the need to continue,
extend, or change a treatment plan approved by ASH. A reevaluation may be performed during a
subsequent office visit or separately. If performned separately, a co-payment is required.

3. Subsequent office visits, as set forth in a treatmentqlan approved by ASH, may involve an
adjustment, a brief re-examination and'other services, in various combinations. A co-payment is
required for each visit to the office.

4. Adjunctive therapy, as set forth'in.a‘treatment plan approved by ASH, may involve modalities
such as ultrasound, hot packs, cold‘packs, electrical muscle stimulation and other therapies.

5. X-rays and clinical laboratory tests,are payable in full when referred by a participating
chiropractor and authorized by’ ASH.“Radiological consultations are a covered benefit when
authorized by ASHas Medically Necessary services and provided by a licensed chiropractic
radiologist, medical radielogist, radiology group or Hospital which has contracted with ASH to
provide those senvices.

6. Chiropractic appliances are covered up to a maximum benefit of 1 appliance per year when
prescribed by a participating chiropractor and authorized by ASH.

Exclusions and Limitations

1. Any services or treatments not authorized by ASH, except for initial examination and Emergency
Services.

2. Any services or treatments not delivered by participating chiropractors for the delivery of
chiropractic care to Members, except for Emergency Services.

3. Services for examinations and/or treatments for conditions other than those related to
neuromusculoskeletal disorders from participating chiropractors.

4. Hypnotherapy, behavior training, sleep therapy, and weight programs.
5. Thermograph.

6. Services, lab tests, X-rays and other treatments not documented as clinically necessary as
appropriate or classified as experimental or investigational and/or as being in the research stage.




Optima Health Amendments/Riders

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

Services and/or treatments that are not documented as Medically Necessary services.

Magnetic resonance imaging, CAT scans, bone scans, and nuclear radiology and any diagnostic
radiology other than covered plain film studies.

Transportation costs including local ambulance charges except for Emergency Services.

Education programs, non-medical self-care or self-help or any self-help physical exercise training
or any related diagnostic testing.

Services or treatments for pre-employment physicals or vocational rehabilitation.

Any services or treatments for pre-employment physicals or vocational rehabilitation.

Air conditioners, air purifiers, therapeutic mattresses, supplies or any other similar devices or
appliances; all chiropractic appliances or durable medical equipment, except as described as

covered in this Rider.

Drugs or medicines including a non-legend or proprietary medicine orsmedication not requiring a
prescription order.

Services provided by a chiropractor practicing outside the Service Areaj except for Emergency
Services.

Hospitalization, anesthesia, manipulation under anesthesia and other related services.

All auxiliary aids and services, including but not limited to, interpreters, transcription services,
written materials, telecommunications devices, telephone handset amplifiers, television decoders
and telephones compatible with.hearing aids.

Adjunctive therapy not associated with spinal, muscle or joint manipulation

Vitamins, minerals, or other similar products.




Optima Health Amendments/Riders

HEARING AID RIDER
Pre-Authorization for all Covered Services is required.
Covered Services include the following:

1) The hearing aid(s);
2) Audiometric Specialist office visit(s) for fitting , including molds, and dispensing; and
3) Repair, or refurbishment of the hearing aid(s).

The Member will be responsible for all applicable Copayments, Coinsurances, and/or Deductibles
depending on the type and place of service related to hearing aid services under this rider. Copayments,
Coinsurances and/or Deductibles are listed on the Plan’s Face Sheet or Schedule of Benefits. The Member
will be responsible for the cost of all services once the maximum benefit is met.

Hearing aid providers are reimbursed using the Plan’s established fee schedule. 1f the Member elects to get
a hearing aid which exceeds the benefit maximum, the Member will be responsible for the difference
between the plan’s maximum allowable amount, or fee schedule, and thefcost of the hearing aid.

Exclusions and limitations:

Batteries and supplies are not Covered Services;

The Member will be responsible for the cost of all,serviees once thesamaximum benefit is met;
Once the benefit maximum is met, the Plan will'not cover repairaefurbishment;
Replacement is covered only every 36 months from date of acquisition; and

Copays or Coinsurance for Covered Seryices underthis rider are not applied toward any Plan
Maximum Out of Pocket Limit and must continue to be paid after the maximum is met.
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Optima Health Amendments/Riders

MORBID OBESITY TREATMENT RIDER

Coverage includes treatment of morbid obesity through gastric bypass surgery or such other methods as
may be recognized by the National Institutes of Health as effective for the long-term reversal of morbid
obesity.

The reimbursement for the treatment of morbid obesity shall be determined according to the same formula
by which charges are developed for other medical and surgical procedures. Such Coverage shall have
durational limits, dollar limits, Deductibles, Copayments and Coinsurance factors that are no less favorable
than for physical Iliness generally. The Plan will not restrict access to surgery for morbid obesity based
upon dietary or any other criteria not approved by the National Institutes of Health.

“Morbid Obesity” means (i) a weight that is at least 100 pounds over or twice the ideal weight for frame,
age, height, and gender as specified in the 1983 Metropolitan Life Insurance tables, (ii) a body mass index
(BMI) equal to or greater than 35 kilograms per meter squared with comorbidity or coexisting medical
conditions such as hypertension, cardiopulmonary conditions, sleep apnea, or diabetes, or (iii) a BMI of 40
kilograms per meter squared without such comorbidity. As used herein, BMI'equals weight in kilograms
divided by height in meters squared.

The Member will be responsible for all applicable Copayments, Coinsuranees, and/orDeductibles
depending on the type and place of service related to treatment for Morbid Obesity« Copayments,
Coinsurances and/or Deductibles are listed on the Plan’s FacetSheet or Schedule/of Benefits.
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Understateand federal law You are entitled to certain rights and information about Yourhealthplan. We
have attached this information in the back ofthis document. If Youhave any questions aboutany ofthe
information found in the notices in this section please call Member Services atthe number on Your Plan
Identification Card. The followingnotices and informationare attached:

Notice of Maternity Coverage (NMHPA)

Notice of Coveragefor Reconstructive Breast Surgery (WHCRA)

Information on COBRA Continuation of Coverage

Your Rights Under ERISA

Premium Assistance Under Medicaid and the Children’s Health Insurance Program (CHIP)
Sentara Healthcare Integrated Notice of Privacy Practices

Notice of Protection Provided By Virginia Life, Accident and Sickness Insurance Guaranty

Association

Notice of Insurance Information and Financial Information Practices
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Section 1
How Your Plan Works

This sectionis anoverview ofhow Your coverage works. You will need to read all of this book to
understand all the terms and conditions of coverage.

Patient Protections Disclosure Notice

ForOptima Health plans that require that You choose a Primary Care Provider You have the right to choose
any Primary Care Provider who participates in Our network and whois available to accept Youor Your
family members. IfYou do not choose a PCP Optima Health willassign a PCP to You and Your family
until You choose a PCP. Forinformationon how to selectorchange a Primary Care Provider,and fora list
of the participating Primary Care Providers, contact Optima Member Services atthe numberon Your ID
card, orlogon to Our website at Optimahealth.com. Forchildren, You may choose a pediatrician as the
Primary Care Provider.

You do not need prior authorization from Optima Health or from any other person (includinga Primary
Care Provider) in order to obtain access to obstetrical or gynecological carefrom a health care professional
in Ournetwork who specializes in obstetrics or gynecology. The health.€are professional, however, may be
required to comply with certain procedures, including obtaining priorduthorization for certain services,
following a pre-approved treatmentplan, or procedures for making referrals{ Fora listiof participating
health care professionals who specialize in obstetrics or gynecology, contactMember Services at the
numberon YourID card orlogon to Our website at optimahéalth.com.

Your Evidence of Coverage or EOC

Thisbooklet, any endorsements, the Face Sheet, ridetsand Your enrollment application makeup Your
Optima Healthpolicy. Please read every part ofthis booklet carefully so Youwill understand how Your
coverageworks. CallMember Services if You haveany questions.

Words or Terms We Use in this EOC

We use certain words and termsgoexplain howsYour Coverage works. When You see a word thatis
capitalized You canrefer to the Definition,Section to see what the word means. We may also explain what
a word orterm means in the chapterorsectionthatit is used in. Whenever We use the word We or Us, or
The Plan that means thisbeénefit plan'or Optima Health. You or Yourmeans the employee or Subscriber
and each family member covered as @ Dependentunderthe Plan.

Your Optima Health ID Card

Everyone covered under Your plan will havean Optima HealthID card. You alwaysneedto carry Your ID
card with You. When You goto the doctor, hospital ora pharmacy show Your ID card so they know You
are an Optima Health Member. Keep Your ID card safe and never let anyone else use Your card to get
health care.

Your Face Sheet Schedule of Benefits and Your Cost Sharing Amounts

When You get services under this plan Youwill usually have to paya Copaymentor Coinsurance to the
doctororthe facility (the place Youget the service). You mayalso havea Deductible to meetbefore We
begin to pay foryour Covered Services. YourFaceSheetin this booklet lists Your cost sharing amounts.
Pleaseread Yourentire Face Sheet so You willunderstand what Youwill have topay out-of-pocket for
each Covered Service.

Page 1
To be Covered all services must be Medically Necessary and listed asa Covered Service.
See Your Face Sheet for Deductibles, Copayments or Coinsurance You must pay out-of-pocket.
Call Member Services if You have any questions.
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Section 1
How Your Plan Works

Benefit Limits

Some medical care and services are notcovered under this Plan. If We do not cover Your medical care or
service Youwill have to pay forthose services. Some services are limited toa certainnumber of visits or
by adollaramount. You will haveto pay forallservices after Youreacha benefit limit. Benefit limitsare
on Your Face Sheet. No annual or lifetime dollar limits are imposed on Essential Health Benefits.

Pre-Authorization

Some Covered Services under this Plan require Pre-Authorization tobe covered. Pleasereadtheentire
section on Pre-Authorization in the EOC.

Optima Health Provider Networks

Optima Health contracts with certain doctors and Hospitals to provide Yourbenefits. These doctors and
Hospitals make up the Plan’s Provider Network. We also callthem Plan Providers or In-Network
Providers. Plan Providers also include skilled nursing facilities, urgent€are centers, outpatient care centers,
laboratories, and other facilities and professionals. This Plan isan HMO,and€xceptin limited situations,
Yourhealthcareis only covered when You use an In-Network Plan Provider.

Access to a list of the In-Network Plan Providers is provided to Subscribers at the time of enrollment. You
can also callMember Services to askif a provideris in Quenetwork. A list0f Plan Providersisalso onthe
Plan’s website at optimahealth.com.

Optima Health Direct Plan Tiered Plans

This Plan has tiered Copayment or Coinsurance amounts listed for some In-Network benefits. Fortiered
benefits Youwill pay less out-of-pocketwhen Youuse Tier 1 Physicians, Hospitals or other Facilities or
providers. When youuse Tier 2 Physicians, Hospitals or other Facilities or other providers Yourout of
pocketcosts willbe higher. Youcan accessTier [ orTier2 Primary Care Physicians (PCP) or Specialist
providers without a referral.

Tier 1 Physician, Facility or other provider means an In-Network Plan Provider or Plan Facility
under contract with Optima providing professionaland Hospital services to Members atthe Tier 1 cost
sharing amounts listed onthéPRlanEace Sheet Schedule of Benefits. Tier 1 Physicians or Facilities
include Primary CarePhysicians (PCPs), Specialists, Hospitals and other inpatientand outpatient
facilities and other providers{ A list of Tier 1 Physicians, Facilities, and other providers and their
locations is available to'€ach enrollee during enrollmentand anytime uponrequest.

Tier 2 Physician, Facility, or other provider means an In-Network Plan Provider or Plan Facility
under contract with Optima providing professional and Hospital services to Members atthe Tier2 cost
sharingamounts listed on the Plan Face Sheet Schedule of Benefits. Tier2 Physicians or Facilities
include Primary Care Physicians (PCPs), Specialists, Hospitals and other inpatientand outpatient
facilities and other providers. A list of Tier 2 Physicians and Facilities and other providers and their
locations is available to each enrollee during enrollmentand anytime uponrequest.

Primary Care Providers.

When You enroll You and each of Your Dependents must chosea Primary Care Physician (PCP) from the
list of Plan Providers. PCPs include Internists, Pediatricians, and Family Practitioners. Sometimes the Plan
will allowanotherproviderto actas Your PCP if Yourmedical conditionrequiresit. If You do not selecta
PCP We will assign one.
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How Your Plan Works

If You are not satisfied with Your PCP You havethe right to select another PCP from Our list of a vailable
Plan Providers. We will process Yourrequest for change as soon as possible. There may be a short
waiting period for this transfer.

Specialty CareProviders.

You don’tneeda referral froma PCP for specialist care, including second opinions; butall specialist care
must be received from Plan Providers in orderto be Covered by the Plan.

Choosing a Provider for Your Covered Services

This Plan is a Health Maintenance Organization (HMO) and except in limited situations below, Your health
careis only Covered when You use an In-Network Plan Provider. The following services from Out-of-
Network Providers are covered under In-Network benefits; and Member’s are protected from balance
billing:

e Emergency Services provided by an out-of-network provider: This al§o mcludes post-stabilization
services including any additional Covered Services furnished by aan out ofdetwork provider or
emergency facility (regardless of the department ofthe hospital in Which the items and services are
furnished) a ftera Member is stabilized as part of outpatient observation, oras part of an inpatient
or outpatient stay with respect to the visit in which Emergency Seryices are furnished.

e Emergencyairambulance services provided by an outof network provider.

e Nonemergency services provided by anout of network provideratanin-network facility if the
nonemergency services involve otherwise covered Surgical or Ancillary Services, or other
Covered Services provided by anout-of-network provider.

Forthe services above Members are responsible foriln-Network Copayments, Coinsurance and Deductibles
which will be applied to In-NetwotkeM aximumphOutof Pocketamounts. If You are balance billed in any of
these situations please contact MemberSenvices at the number on Your OptimaHealth ID Card. You may
also file a complaint with the Plan. Pleasesee*Section 13 How To File A Complaint, Grievance, Or
Appeal An Adverse Bénefit Determination.” Please alsosee the Plan’s fullnoticeon balancebilling
protections.

In allothersituations if there is no In-Network Provideravailable to provide a Covered Service Youmust
contactUs before You haveithé service or treatment form an Out-of-Network Provider. We may be able to
help You find an In-Network Provider; or We mayapprove Yourservice or treatment as an Authorized
Out-of-Network Service. An Authorized Out of Network Service means a Covered Service provided by an
Out-of-Network Provider, which has been specifically authorized in advanceby Us to be Coveredunder
the Plan’s In-Network level of benefits and costsharing. All otherrequirements for Pre-Authorization
underthe Planwill also apply to Covered Services from Out-of-Network Providers. Except as stated above,
if You see an Out-of-Network provider without advance approval from the Plan We may deny Yourclaim
and You may be responsible forthe entire costorall charges for yourservices. Advance approvalis not
required for Out-of-network Emergency Services.

Service Area

YourPlan has a specific Service Area in the Commonwealth of Virginia where We have arranged directly
or indirectly to provide Covered Services. Allnon-emergency care outside theservice area mustbe
received from Plan Providers to be covered.
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How Your Plan Works

Out of Area Dependent Program.

Dependent Children who are Covered Persons and living outside of their Plan’s Service Area will receive
In-Network benefits listed on the Plan Face Sheetor Schedule of Benefits when Covered Services are
received from OptimaHealth providers thatparticipate in the Out of Area Program. A list of contracted
providers thatparticipate in the program is available at www.optimahealth.com orby callingMember
Services at the number on the Member’s ID card.

The Plan will require eligible out of area Dependents to complete an annual certification form prior to
beingeligible forthe program. Completed certification forms mustbe submitted directly to Optima Health.
A copy of the form is available at www.optimahealth.com or by calling Member Services. All other
eligibility requirements underthe Plan must be met.

Eligible Dependents who are enrolled in the program willhave a unique [ D'eard that must be presented to
the provider when services are received.

All Pre-Authorizationrequirements apply depending on the type and placeof servicel Members mustpay
all applicable In-Network Copayments, Coinsurance, and/or Deductibles listed,on'the Plan’s Face Sheetor
Schedule of Benefits.

Except for Emergency Services any Covered Servicesreceived outside,ofthe servicearea from Out of
Network Non-Plan Providers that are notincluded inthe Outof Area Dependent Program will not be
covered.

Providers will usually file claims for Members. [f'a, Provideris unable to file a claim, Members may have
to pay theprovider directly for servicesandfile a claim with Optima Health for reimbursement. Pleasesee
the Claims and Payments section in this Evidencelof Coverage for help in filinga claim directly with the
Plan.

Pre-existing Conditions

This Plan does not have pre-existingcondition exclusions waiting periods.

Special Enrollment Opportunity for Children under Age 26.

Children underage 26 thataged offtheir parent’s health plan or were not allowed to enroll because they did
not meet their Plan's dependent age requirements are eligible to enrollin the Plan duringa 30-day special
enrollmentperiod. Individuals may request enrollment for such children for 30 days from the date of
notice of special enrollment. IftheChild is enrolled duringthe special enrollmentperiod coverage will be
effective onthe first day of the Plan’s coverage. Childrenwho donotenrollduringthe special enrollment
period will haveto wait until the Plan’s nextopen enrollment period ora qualifying event.

Lifetime Limits and Opportunity to Enroll

Individuals whose coverage ended by reason of reachinga lifetime limit under the Plan will have an
opportunity to enrollin the Plan. Individuals have 30 days from the date of notice of special enrolliment to
request enrollment. Forindividuals who enrollunder this opportunity, coverage will take effect not later than
the first day ofthe Plan effective date.

Coverage Under a Group Plan
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This Plan is an employer group plansponsored by Youremployer. Your employer sends premiums to
Optima Healtheachmonthon Yourbehalf to pay for Your Coverage. Youremployer willlet You know if
You must contribute any amount for Coverage.

Optima Health will provide employer group policyholders written notice ofany benefit reductions during
the contract period at least 60 days before such benefit reductions become effective. Employer Group
policyholders shall, in turn, provide to their enrollees written notice ofany benefit reductions during the
contractperiodat least 30 days before such benefit reductions becomeeffective. Optima Health will
provide 60 days advance notice to enrollees before the effective date of any material modification including
changes in preventive benefits, benefit changes, premium changes, Copayment or Coinsurance changes, or
changesto the Service Area.

If Youremployeris offering coverage underan HMO health plan You should be offered the optionto
enrollin an optional point of service plan which permits eligible dependents to receive the fullrange of
covered benefits from non-plan providers.

After Hours Nurse Triage Program

The After Hours Nurse Triage Program lets Members talk to a professional nursewho canhelp them
find the most appropriate care in the most appropriate settingf Rrofessional nurses listen to concerns,
analyzethe situation, and advise Members where to get medicalcare on evenings and weekends when the
doctor’s officeis closed. If Medically Necessary, the ndrse will send\M enibers to Emergency Departments
or urgent care centers where they can get appropriatétreatment: When'You call After Hours have Your ID
card ready. Be prepared to describe Your immediatemedicdlsituation in as much detail as possible. Make
sure to tell After Hours about any other medical problems You are beingtreated for. Also tell After Hours
what prescriptions You take.

In a life-threatening situation call 911 or proceedto thenearest Emergency Department. The After
Hours nurse cannot diagnose medical conditions,ox write prescriptions.

The After Hours Nurse Triage Program.is available twenty-four hours a day seven days a week. The
After Hours Program can be reached by calling 757-552-7250 or 1-800-394-2237.

Wellness and Disease Management Programs

Optima Health offers disease management programs designed to help improve health for our Plan Members
with specific health conditionssAll of our programs aredesignedto give You opportunities to improve
Yourhealthand Yourcoverage experience with us. You may be eligible to earn rewards for completing
certain activities, or by participating in programs that we may make available while You are an Optima
HealthMember.

In most cases We will contact Youwith details aboutprograms that You are eligible to participate in. You
should always check with Yourregular doctor first; and You should continueto see Your doctor while you
are enrolled in the wellness program.

While You are in a program We may encourage andremind You tosee Yourdoctorand tokeepup with
important screenings and tests and stay current with all your medications. We may send You emails or texts
or contact Youby phone with important tips and reminders. Some of our programs will provide You access
to coaches and other health care professionals to provide guidance and help set up personalized plans to
manage Your condition. We may also ask You to complete a healthassessment. For some of our programs
Youmayalso beable to download and use mobile applications for program activities.
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Section 1
How Your Plan Works

If Yourprogram includes anincentiveorreward and You complete all of the requirements, incentives may
include:

e Modifications to Yourhealth plan copayment, coinsurance, or deductible amounts;
e Giftor debit cards;
e Otherrewards.

All of Optima’s wellness programs are voluntary. Rewards will not be based on a health outcome. If You

decide to participatein a program, ornot to participate, it will not affect Your eligibility wo enroll or
remain enrolled in Yourhealthplanorto receive Covered Services.

Stop Health Care Fraud!

Fraud increases the cost ofhealth care foreveryone. Here are somethings that Youcando toprevent
fraud:

> Do not give Your plan identification (ID) number or other personalififormation over the telephone
or emailit to people You do notknow, except for Your health care providefs or Optima Health
representative.

» Don’tgotoa doctorwho saysthat an item or service i§not usually covered, but they know how to
bill Us to get it paid. Do not ask Yourdoctor tosmake false entries'on certificates, bills orrecords
in orderto get Us to pay foranitem or service.

» Carefully review explanations ofbenefits (EOBs) statements that You receive from Us. If You
suspect that a provider has charged Youfor services You did not receive, billed You twice forthe
same service, or misrepresented any information¢all the provider and ask for an explanation.
There maybe an error.

Optima Health provides health plan members a¥wayto report situations oractions they think maybe
potentially illegal, unethical orimproper. [f¥ou wantto report fraudulent or abusive practices You can
callthe Fraud & Abuse Hotlineat thémumberbelow. You canalso send an email, or forward Your
informationto theaddress below.: All referralsmay remain anonymous. Pleasebe sure to leave Yourname

and number if You wish.tesbe contacted for follow up. 1f appropriate, the necessary governmentala gency
(DMAS, CMS, OIG, BOI, etc.) will be notified as required by law.

Fraud & Abuse Hotline: (757) 687-6326 or 1-866-826-5277 or

E-mail: compliancealert@sentara.com
U.S. Mail: Optima Health c/o Special Investigations Unit
4417 Corporation Lane

Virginia Beach, VA 23462
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Section 2
Definitions

We use certain words and terms to explain how Your Coverage works. When You see a word thatis
capitalized You canreferto this chapter to see whatthe word means. We may also explain what a word or
term means in the chapter orsectionthatit is used in. These definitions will apply to the Group Contract
and the Evidence of Coverage and any Enrollment Application, questionnaire, form or other document
provided orused in connection with Your Coverage.

ACCIDENT/INJURY means physical damage to a Member’s body caused by anunexpected eventor
trauma independent of all other causes. Only a non-occupational Injury (i.e., one which does not arise out
of orin the course of any work for pay or profit) is considered for benefits under the Plan.

ADMISSION means registrationas a patient under the patient’s own name at a Hospital for purposes of
determining the applicability of Copayments, Coinsurances, and Deductibles. A newborn that remains in
the Hospital after themother is discharged will be registered as a patient underthe newborn’s ownname,
and a separate Copayment, Coinsurance, and Deductible may be applied.

ADVERSE BENEFIT DETERMINATION in the context ofthe interdal a ppeals process means: (i) a
determination by a health carrier or its designee utilizationreview entity that, based on the information
provided, a request fora benefit under the health carrier’s health benefit planupon application of any
utilization review technique does not meetthe health carrier's requirementsfor medical necessity,
appropriateness, health care setting, level of care or effectivefigss or is determimnéd to be experimental or
investigational and therequested benefit is therefore denied, reduced or terminated or payment is not
provided ormade, in whole or in part, for the requestedbenefit; (if) the derial, reduction, termination or
failure to provide or make payment, in whole or in patt, fora benefit based on a determinationby a health
carrierorits designee utilization review entity ofa coveredperson’s eligibility to participatein the health
carrier’s healthbenefit plan; (iii) any review determination that denies, reduces or terminates or fails to
provide ormake payment, in whole orin part, forabenefit; (iv) a rescission of coverage determinationas
defined in § 38.2-3438 of the Codeof Virginia; or(v)any decisionto deny individual coverage in an initial
eligibility determination.

ADVERSE DETERMINATION:in the context of external review means a determination by a health
carrier or its designee utilization reviewientity thatan admission, a vailability of care, continued stay or
otherhealth careservice that isa coveréd benefit has beenreviewed and, based upon the information
provided, does not meetth&health carrier's requirements for medical necessity, appropriateness, health care
setting, level of care or effectiveness, oris determined to be experimental or investigational, and the
requested service or paymentfortheservice is therefore denied, reduced or terminated.

ALLOWABLE CHARGE;is the amount the Plan determines will be paid to a Provider fora Covered
Service. When You use In-Network benefits the Allowable Charge is the lesser of: (1) the Provider’s
contractedrate with the Planorits third party administrator or (2) the Provider’s actual charge forthe
Covered Service. When You use an Out-of-Network Provider, the Allowable Charge is the lesser of the
usualand customary charge for theservice as determined by the Plan or the actual charge. For Out-of-
Network Emergency Services, Out-of-Network Emergency airambulance services, or Out-of-Network
ancillary and surgical services received at an In-Network facility, the Allowable Charge will be determined
usingthe Plan’s average In-Network contracted rate forthe sameorsimilarservice in the sameorsimilar
location.

AUTHORIZED OUT OF NETWORK SERVICE means a Covered Service provided by an Out-of-
Network Provider, which has been specifically authorized in advance by Us to be Covered underthe Plan’s
In-Network level of benefits.

CASE MANAGEMENT/CLINICAL CARE SERVICES means individual review and follow-up for
ongoingservices.
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Section 2
Definitions

CHILD/CHILDREN means a son, daughter, stepchild, adopted child, includinga child placed for
adoption, foster child, orany other child eligible for coverage under the health benefit plan.

CLAIM means a request fora Plan benefit or benefits made by a Claimantin accordance with the Plan's
reasonable procedure for filing claims.

CLAIMANT means a Member or person authorized to acton theirbehalf in filinga request for Plan
benefits.

COBRA means the Consolidated Omnibus Budget Reconciliation Act of 1985, Public Law No. 99-272.
COBRA provisions apply to groups of more than20 employees.

COINSURANCE means the charges required to bepaid by the Member for certain services covered under
this Plan orin conjunction with any applicable rider hereto. Coinsurance amounts are expressedasa
percentage of the Plan’s fee schedule or of an allowable charge fora specifichealth care service.
Coinsurance may be required to be paidto the provider of the service atthe timeservice is received.

CONCURRENT CARE CLAIM/DECISION means a Claim regardingadecision by the Planto
terminate or reducebenefits that it previously approved. Concurrent Claim also mdy be a requestto extend
the course of treatment already approved by the Plan.

CONCURRENT REVIEW means ongoing medical review.of the Membér's care while hospitalized.

COORDINATION OF BENEFITS means those provisions by which the Plan physician or the Plan either
togetherorseparately seek to recover costs of an incidentof sickness oraccident onthe partofthe
Member, which may be covered by another group.msurer, gtoup service plan, or group health care plan
including coverage provided under governmental pro grams subjectto any limitations imposed by a Group
Agreement preventing suchrecovery.

COPAYMENT means a specifi@dollaramount whichmay be collected directly from a Memberas
paymentfor Covered Services coveredunder this Evidence of Coverage. The schedule of Copayments is
contained in the Face Sheet to this Evidenceof'Coverage. Copayment may be required to be paid to the
providerof theservice atthetime sefviceis received.

COVERAGE or COVERMmeans theright to benefits as defined in this Evidence of Coverage whicha
Member is entitled to receive on the effective dateuntil termination, subject to the Plan’s conditions, and
exclusions and limitations:

COVERED PERSON means a Subscriberas described herein and theenrolled eligible Dependent(s) as
defined in this document.

COVERED SERVICE OR COVERED SERVICES means those health services and benefits to which
Members are entitledundertheterms of this Evidence of Coverage. Exceptasotherwise provided,

Covered Services mustbe Medically Necessary, and Pre-Authorized if Pre-Authorization is required in this
EOC.

CUSTODIAL CARE means treatment or services which could be rendered safely and reasonably by a
person not medically skilled ortrained, regardless of who recommends them and where they are provided,
and which are designed mainly tohelp the patient with daily livingactivities. Suchactivities include, but
arenot limited to:

1. Helpinwalking, gettingin and out ofbed, bathing, eating by any method, exercising, dressing;

2. Preparingmeals orspecial diets;

3. Movingthe patient;
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Definitions

4. Actingasa companion;and
5. Administering medication which canusually be self-administered.

“Custodial Care” includes: (1) the provision ofroom and board, nursing care, or such other care which is
provided toanindividual who is mentally or physically disabledand who, pertheattending physician, has
reached themaximum level of recovery;and (2) in the caseof an institutionalized person, room and board,
nursing care or such other care which is provided to anindividual for whom it cannot reasonably be
expected thatmedical or surgicaltreatment willenable him orherto live outside an institution;and (3) rest
cures, respite care and home care provided by family members. The Planwill determine if a service or
treatmentis Custodial Care.

DEDUCTIBLE means thedollaramountof covered medical expenses for which a Member is responsible
to pay before benefits are payable under the Plan. Such amountwill not be reimbursedunderthePlan. The
Deductible may not apply toall Covered Services. Pleasesee the “Schedule of Benefits” for details.

DEPENDENT means any person who is a member of a subscriber’s famiily and who meets allapplicable
eligibility requirements of this Evidence of Coverage and is enrolled puirsuant £0 the Group Contract, and
forwhom therequired fees havebeenreceived by the Plan.

EMERGENCY MEDICAL CONDITION means, regardlessiof the final diagnosis rendered to a covered
person,a medical or behavioral health condition manifesting itself by a cute symptoms of sufficient
severity, including severe pain, so that a prudent layperson, who possessesian average knowledge of health
and medicine, could reasonably expectthe absence of immediate medicalattention to result in (i) serious
jeopardy to the mental or physical health of the individual, (i) danger of serious impairment to bodily
functions, (iii) serious dysfunction of any bodily 0xgan orpart, or (iv) in the case of a pregnant woman,
serious jeopardy to the health of the fetus.

EMERGENCY SERVICES means, with réspect to.an Emergency Medical Condition- (A)

A medical screening examination that is within th&eapability of a licensed Hospital’s emergency
departmentora licensed freestanding emergeney facility, including ancillary services routinely a vailable to
the Hospital emergency department orfreestanding emergency facility, to evaluate such Emergency
Medical Condition, and B) Such furthermedical examination and treatment, to the extent they are within
the capabilities of the staffand facilities a vailable atthe Hospital or freestanding emergency facility, to
stabilize the patient. Emergency.Services also include emergency airambulance services, and post
stabilization services including any a dditional Covered Services furnished by an outof network provider or
emergency facility (regardless of the department ofthe hospital in which the items and services are
furnished) aftera Membeuisstabilized as partof outpatient observation, oras part of an inpatient or
outpatientstay with respectto thevisit in which Emergency Services are furnished.

ENROLLMENT APPLICATION means anapplication furnished orapproved by the Plan, executed by a
person meeting the eligibility requirements of a Subscriber, pursuantto which suchpersonapplies on his or
her own behalf and/or on behalf of eligible members of his or her family for Coverage for Health Services
in connection with the Group Contract .

ESSENTIAL HEALTH BENEFITS PACKAGE OREHB PACKAGE ORESSENTIAL HEALTH
BENEFIT(S) means the scopeof covered benefits and associated limits of a healthplanoffered by an
issuerthat provides atleast the followingten statutory categories of benefits, as described in PPACA:
(1) Ambulatory patient services; (2) Emergency services; (3) Hospitalization; (4) Maternity and newborn
care;(5)Mental health and substance use disorder services, including behavioral health treatment; (6)
Prescription drugs;(7) Rehabilitative and habilitative services and devices; (8) Laboratory services; (9)
Preventive and wellness services and chronic diseasemanagement; (10) Pediatric services, including oral
and vision care.
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Member cost sharing including Copayments, Coinsurance, and Deductibles for Essential Health Benefits
will counttoward the Maximum Out-of-Pocket Amount listed onthe Face Sheetor Schedule of Benefits
forthis Plan.

EVIDENCE OF COVERAGE means this document evidencing covered health care services which is
issued to each subscriber.

eVISIT means an email exchange between a primary care or specialty physician and his/her established
patientthat substitutes fora standard office visit for the purpose of providing substantive advice or
intervention fora non-urgent problem. Lesser services usually provided by phone or mail that would not
qualify asaneVisit include, butarenot limited to, reportingnomal lab results, making a ppointments, or
prescription refills.

EXPERIMENTAL/INVESTIGATIONAL: A drug, device, medical treatment or procedure may be
considered experimental/investigational if’

1. Themajority of the medical community does not supportthedise ofthisdrug, device, medical
treatmentor procedure; or

2. Theuse ofthisdrug, device, medical treatmentor procedure mayhave beén shown tobe unsafe
and/orof'noorquestionable use as reported by currenitscientific literatire and/or regulatory
agencies; or

3. Theresearchregardingthis drug, device, medi€altreatmentor procedure may be so limited thatan
evaluation of safety and efficacy cannot bednade; or;

4. Thedrugordeviceis not approved for marketing by the Food and Drug Administration (FDA); or

5. Thedrug,device, ormedical treatmentisapproved as Category B Non-
experimental/Investigational by the FDA; or

6. Thedrug, device, medical treatment or procedure is:
a. Currently understudy in aPhasel or ILclinicaltrial or
b. Anexperimental study/investigationabatm ofa Phase I1I clinical study or
c. Otherwise under stiidy.to determine sa fety and efficacy/compare its safety and efficacy to

current standards ofeare.

FACILITY is an institutiofiproviding health care related services ora health care setting, including:

Hospitals and otherlicensed inpatient centers;
Ambulatory surgical or tteatment centers;

Skilled Nursing Eaeilities;

Residential treatment centers;

Diagnostic, laboratory, and imaging centers; and
Rehabilitation and other therapeutic health settings.

UL =

GENERIC DRUG/GENERIC PRODUCT LEVEL is approved by the FDA as havingthe same active
ingredient as the brandname drug. FDA-approved generic equivalents are considered bioequivalentto the
brand name drugin dosage form and strength, route of administration, sa fety, quality, performance
characteristics and intended use.

GROUPHEALTH CONTRACT ORCONTRACT means the contract executed betweenthe Planand
the respective group which expresses the agreed upon contractual rights and obligations of the parties
thereto, and which describes the costs, procedures, benefits, conditions, limitations, exclusions, and other
obligations to whichmembers are subject under the Plan’s prepaid Health Services plan(s).
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GROUP OR SUBSCRIBING GROUP OR EMPLOYER GROUP means the organization or firm
contracting with the Planto provide and/or arrange health care services forits employees and their eligible
Dependents.

HEALTH SERVICES means those services, procedures and operations more particularly described in this
Evidence of Coverage.

HOME HEALTH SERVICES means care or service provided by an organization licensed by the State
and operating within the scope ofits license when suchservices provide for the care and treatmentof a
homebound Member in his or herhome undera treatmentplan established and approved in writingby
his/her ordering physician, as required for the proper treatmentof the injury or Illness, in place of inpatient
treatmentin a Hospital or Skilled Nursing Facility.

HOSPICE SERVICES means a coordinated programof home and inpatient care including palliative and
supportive physical, psychological, psychosocial and other Health Services€o individuals with a terminal
illness, whose medical prognosis is dea th within six months.

HOSPIT AL means an institution which:

1. Isaccredited underoneoftheprograms ofthe Joint Cemmission on A¢ereditation of Healthcare
Organizations; or

2. Islicensed asa Hospitalunderthe laws ofthejurisdietionwheredtis located, and

3. Isprimarily engaged in providing, for pay aid on its @wn premiises, inpatient care and treatment of
sick and injured persons through medical, diagnostic and major surgical facilities; and

4. Isunderthedirection ofa staffof phy$icians; and

Provides 24-hour nursing service rendered or supervised by a registered gra duate nurse; and

Has facilities on its premises formajor sutrgery:(or a written contractual a greement with an

accredited Hospital for the performance ofisurgery).

AN D

“Hospital” does not include@facility, orpart thereof, which is principally used as: a rest or Custodial
Care facility, nursing facility, convalescentfacility, extended care facility, or facility for the aged or for
the care and treatment of druga ddi€ts oralcoholics, unless specifically provided hereinand/oras
mandated by statelawillt doesnot mean an institution in which the Member receives treatment for
which he or she i§ not required to'pay.

ILLNESS means a pregnancy ora bodily disorder or infirmity thatis not work-related. Only a non-
occupational illness (i.e., onewhich does not arise out of orin the course of work for pay or profit) is
considered for benefits underthe Plan. However, if proofis furnished to the Plan that a Member covered
undera Workers’ Compensation law, or similarlaw, isnot covered fora particular [llness undersuchlaw,
then such Illness shallbe considered “non-occupational,” regardless of its cause.

IN-NETWORK ORIN-NETWORK SERVICES means the level of benefits a Member uses when he or
she seeks care froma Plan Provider. All policies and procedures of the plan must alsobe followed.

INFERTILITY means that the Member is unable to conceive or produce conception after one year of
unprotected intercourse; orif olderthanage35 the Member is unable to conceive or produce conception
after six months of unprotected intercourse; and/or in either of the above situations the Member is unable to
carry the fetus toterm (e.g. three ormore consecutive spontaneous miscarria ges prior to 20 weeks
gestationalage).

MAXIMUM OUT-OF-POCKET LIMIT, MAXIMUM OUT-OF-POCKET AMOUNT, MAXIMUM,
INDIVIDUAL MAXIMUM, or FAMILY MAXIMUM means thetotalamounta Member and/or eligible
Dependents pay, orthat are paid ontheir behalf, duringa yearas specified onthe Schedule of Benefits.
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Member cost sharing including Copayments, Coinsurance, and Deductibles for most covered services will
count toward the Maximum Out-of-Pocket Amount listed on the Schedule of Benefits for this Plan.

MEDICAL DIRECTOR means a duly licensed physician or designee whois employed by thePlan to
monitor the quality and delivery of health care to Members in accordance with this Evidence of Coverage
and the accepted medical standards of this community.

MEDICALLY NECESSARY services and/or supplies means the use of services or supplies as provided
by a Hospital, Skilled Nursing Facility, Physician or other provider which are:

1. Required to identify, evaluate ortreat the Member’s condition, disease, ailment or injury,
including pregnancy related conditions; and

2. Inaccordance with recognized standards of care for the Member’s condition, disease, ailment or
injury; and

3. Appropriate with regard to standards of good medical practice; and

4. Notsolely forthe convenience ofthe Member, or a participatingPhysician, Hospital, or other

health care provider; and
5. The mostappropriate supply orlevel of service which can be safely providedto the Member as

substantiated by therecords and documentation maintained by theprovidérof the services or
supplies.

MEMBER means a Subscriberas described herein andthe entolled eligible Dependent(s) as defined in this
document.

NON-PLAN PROVIDER means any providerthatis nota Plan Provider.

OPEN ENROLLMENT PERIOD means a period oftime no longerthanthirty (30) days occurringat
least once annually during which time any eligible employee of a Subscribing Group may join or transfer
from one typeof healthcareplan(e.g. indemnity otHealth Maintenance Organization) to another.

OUT-OF-NETWORK or OUT-OF-NETFWORK SERVICES means Covered Services from an Out-of-
Network Non-Plan Providerthat are netEmergency Services, Emergency air ambulance services or
nonemergency surgicaland ancillary services provided by an Out-of-Network Providerat an In-Network
facility..

PARTICIPANT EMPLOYER means any employer, sole proprietorship, partnership, corporation or firm
which:

1. Isasubsidiaryof oraffiliated with the group;and

2. By written mutual agreementbetween the group and Plan, has been included under the
Agreement;and

3. Hasnotbeenremovedin accordance with any ofthe Agreement temms.

PHYSICIAN means, with respectto any medical care and service, a person:

1. Certified orlicensed, underthelaws of thestate where treatment is rendered, as qualified to
perform the particular medical or surgicalservice for which claim is made and who is practicing
within the scope of such certificationor licensure; and

Any otherhealth care provider orallied practitioner if, and as, mandated by state law.

This term doesnot include: (1) an intern; or (2) a person in training.

W N
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PLANmeans Optima Health Plan whichis licensed to conductbusiness in the Commonwealth of Virginia
asa Health Maintenance Organization (HMO), which arranges to provide to Members health care services
that are set forth herein.

PLANPHARMACY meansa duly licensed pharmacy which has a contract with the Plan.

PLANPROVIDER OR PLAN FACILITY means a Physician, Hospital, Skilled Nursing Facility, urgent
care center, laboratory orany other duly licensed institution or health professionalunder contractto provide
professional and Hospital services to Members. A list of Plan Providers andtheirlocations is available to
each Subscriberupon enrollment. Suchlist shallbe revised from timeto time as necessary andis available
upon request. A Plan Provider’s contract may terminate, and a Subscriber may be required touse another
Plan Provider.

POST-SERVICE CLAIM means any Claim fora benefit underthe Planthat isnot a Pre-Service claim.

PPACA or ACA means the Patient Protectionand Affordable Care Act(P.L. 111-148),as amended by the
Health Care and Education Reconciliation Act of 2010 (P.L. 111-152);and as it may be furtheramended.

PRE-AUTHORIZATION means anevaluation process which assesses themedicalnecessity of proposed
treatmentand checks tosee thatthe treatmentis being providédatthe appropriate level of care.

PREMIUM means the amount of money prepaid to thePlan by the Group| including Subscriber
contributions, if any, on behalf of enrolled Subscribets and Dependentsenrolled through that Group.

PRE-SERVICE CLAIM means any claim for@ benefitunder the Plan for which the Plan requires
approval before the Member obtains medical care.

PRIMARY CARE PROVIDER (PCP) means the participating provider selected by a Member to provide
first contactmedical care and/or coordinate medicaleare, which includes pediatricians, family practitioners,
nurse practitioners, internists, obStetricians-gynecologists for females age thirteen (13) orolder,andsuch
otherphysicians as designated by the Plamn,, At the time of enrollment each Member shall ha ve the right to
select a Primary Care Provider from amongthePlan’s affiliated Primary Care Providers, subject to
availability. Any Membérwho is dissatisfied with his Primary Care Provider shall have theright to select
another Primary Carg Providerfrom'among the Plan’s a ffiliated Primary Care Providers, subjectto
availability. The Planmayimposea reasonable waiting period for this transfer.

RESCISSION or RESCINDmeans a cancellation or discontinuance of coverage under a health benefit
plan that has a retroactive effect. Rescissiondoes not include:

1. A cancellation ordiscontinuance of coverage under a healthbenefit planif the cancellationor
discontinuance of coverage has only a prospective effect, orthe cancellation or discontinuance
of coverage is effective retroactively to the extentit is attributable to a failure to timely pay
required premiums or contributions towards the cost of coverage; or

2. A cancellation ordiscontinuance of coverage when the health benefit plan covers active
employees and, if applicable, dependents and those covered under continuation coverage
provisions, if the employee pays no premiums for coverage after termination of employment
and the cancellation or discontinuance of coverage is effective retroactively back to the date of
termination of employment due to a delay in administrativerecordkeeping.

RETROSPECTIVE REVIEW means the review ofthe Member’s medical records and other supporting
documentation by thePlan after services have been rendered to determine the Plan’s liability for payment.
Emergency Services willbe covered regardless of the final dia gnosis given.
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DIRECT PLAN SERVICE AREA means the geographic area in which the Planhas directly orindirectly
arranged forthe provision of Covered Services to be generally available to Members. The Plan’s service
area includes the following cities and counties:

Accomack Co, Albemarle Co, Alleghany Co, Amelia Co, Amherst Co, Appomattox Co, Augusta Co, Bath
Co,Bedford City, Bedford Co, Bland Co, Botetourt Co, Bristol City, Brunswick Co, Buchanan Co,
Buckingham Co, Buena Vista City, Campbell Co, Caroline Co, Carroll Co, Charles City Co, Charlotte Co,
Charlottesville City, Chesapeake City, Chesterfield Co, Clarke Co,Colonial Heights City, Covington City,
Craig Co, Culpeper Co, Cumberland Co, Danville City, Dickenson Co, Dinwiddie Co, Emporia City,
Essex Co, Fauquier Co, Floyd Co, Fluvanna Co, Franklin City, Franklin Co, Frederick Co, Fredericksburg
City, Galax City, Giles Co, Gloucester Co, Goochland Co, Grayson, Co, Greene Co, Greensville Co,
Halifax Co, Hampton City, Hanover Co, Harrisonburg City, Henrico Co, Henry Co, Highland Co,
Hopewell City, Isle of Wight Co,James City Co, Kingand Queen Co, King George Co, King William Co,
Lancaster Co, Lee Co, Lexington City, Loudoun Co, Louisa Co, Lunenburg Co, Lynchburg City, Madison
Co, Martinsville City, Mathews Co, Mecklenburg Co, Middlesex Co, Monfgomery Co, Nelson Co, New
Kent Co, Newport News City, Norfolk City, Northampton Co, Northuniberland Co, Norton City,
Nottoway Co, Orange Co, Page Co, Patrick Co, Petersburg City, PittS§ylvania€o, Poquoson City,
Portsmouth City, Powhatan Co, Prince Edward Co, Prince George Co, Pulaski Co, Réadford City,
Rappahannock Co, Richmond City, Richmond County, Roanoke City, Roanoke G0, Rockbridge Co,
Rockingham Co, Russell Co, Salem City, Scott Co, Shenandoah Co, Smyth Co;; Southampton Co,
Spotsylvania Co, Sta fford Co, Staunton City, Suffolk City, SurtpaCo, Sussex Co, Tazewell Co, Virginia
BeachCity, Warren Co, Washington Co, WaynesboroCity, Westmoreland Co, Williamsburg City,
Winchester City, Wise Co, Wythe Co, York Co

SKILLED NURSING FACILITY means an institution which is licensed by the State and is accredited
underone ofthe programs of the Joint Commissionon Acereditation of Health Care Organizationsasa
Skilled Nursing Facility oris recognized,by Medicareasan extended care facility; and furnishes room and
board and 24-hour-a-day skilled nursingcaréby, orunderthe supervision of, a registered graduatenurse
(RN); and, otherthanincidentally, is not a‘¢linic, awest facility, a home forthe aged, a place fordrug
addicts oralcoholics, ora placeforCustodialCare.

SPECIALIST means any Physician whio isnota Primary Care Physician. A Plan Specialist shallmean a
Specialist who is a Plan®Prowider.

SUBSCRIBER means theindividualyemployee, or Member who meets the eligibility requirements ofthe
group, who has made anapplication, and whose premiums have been paid.

SURGICAL OR ANCILLARY SERVICES are any professional services, including:

1. Surgery;

2. Anesthesiology;

3. Pathology;

4. Radiology;

5. Hospitalist services;
6. Labomtory services.

TIER 1 PHYSICIAN,FACILITY OR OTHER PROVIDER means an In-Network Plan Provider or
Plan Facility under contract with Optima providing professional and Hospital services to Members at the
Tier 1 cost sharingamounts listed on the Plan Face Sheet Schedule of Benefits. Tier 1 Physicians or
Facilities include Primary Care Physicians (PCPs), Specialists, Hospitals and other inpatientand outpatient
facilities and other providers. Alist of Tier 1 Physicians, Facilities, and other providers and their locations
is available to each enrollee during enrollment and anytime upon request.
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Definitions

TIER2 PHYSICIAN,FACILITY,OR OTHER PROVIDER means an In-Network Plan Provider or
Plan Facility under contract with Optima providing professional and Hospital services to Members at the
Tier 2 cost sharingamounts listed on the Plan Face Sheet Schedule of Benefits. Tier2 Physicians or
Facilities include Primary Care Physicians (PCPs), Specialists, Hospitals and other inpatientand outpatient
facilities and other providers. Alist of Tier 2 Physicians and Facilities and other providers and their
locations is available to each enrollee during enrollmentand anytime uponrequest.

URGENT CARE CLAIM means any claim formedical care or treatment where (1) if the Plan were to use
its normal Pre-Service standards for makinga coveragedecisionora decision on appeal it would seriously
jeopardize the life orhealth ofthe Member or the ability ofthe Member to rega in maximum function; or (2)
in the opinion ofa physician with knowledge of the Member's medical condition, following the Plan's
normal appeal procedure would subjectthe Member to severe pain that cannot be adequately managed
without the care or treatment thatis the subject ofthe claim. A prudentlaypersonstandardapplies when
determining what is an urgentcare claim, except where a physician with knowledge ofthe Member's
medical condition determines that the claim is urgent.

URGENT CARE SERVICES means those covered outpatient servie€s which@re non-life-threatening but
Medically Necessary in order to prevent a serious deterioration of the Member’s healththatresults froman
unforeseen [llness or injury.

USUAL AND CUSTOMARY RATE means the rate determinedby the Plan to bethe rate paid by the
Plan(or when unavailable therate paid by other health plansthatispublicly a vailable) and customarily
accepted by other providers who render or furnish su€h treatments, services or supplies to persons: (1) who
reside in the same area;and (2) whoseinjury orillnessis comparable in nature and severity. Whenapplied
to a Plan Provider, “Usualand Customary Rate” meanstherate agreed to by the Plan Providerin its
contractwith the Plan with respectto Covered Persons.

VIRTUAL CONSULT means a medicalconsult using a'secure platform (as detemmined by Optima Health
in its sole discretion) with email, interactivewideojand telephone to connect a provideranda patient.

WE, US, or OUR means this planorOptima Health.

YOU or YOUR meanstheemployee or Subscriber and each family member covered as a Dependentunder
the Plan.
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Section 3
Who is Eligible to Enroll

To enroll, and to continue enrollment, You must meet all of the eligibility requirements described in this
section. You must also meet allof Your Group’s eligibility requirements that We have approved. All of
Yourrequired premium payments mustbe current. Unless We a gree otherwise, Independent contractors,
agents orconsultants who donotreceive W-2 forms are not eligible. Unless We agree otherwise, You
must provide allrequired enrollment information within 31 days of Youreffectivedateor You mayhave to
wait until Your group’s nextopen enrollmentperiod.

WHO IS ELIGIBLE FOR COVERAGE UNDER THE PLAN.
Youmaybe eligible to enrolland continue enrollment as a Subscriber if:

You are an employee of Your group; and

Youare Actively at Work (defined below); and

You provide Us a complete enrollment application and any premiums or fees for yourself and any
dependents within 31 days of Your coverage effective date; and

You do not knowingly give Us any incorrect, incomplete or deeéptive information about yourself
or Your Dependents; and

You meet all other requirements listed in this document or speeifiedby Youremployer.

YV VYV VVVY

ACTIVELY AT WORK.

You must be “actively atwork™ to receive covered benefits and services. Employees who, foranyreason,
arenot actively atwork on the Group’s effective daté of Coverage mustwait untiltheyreturnto being
actively at work toreceive Covered Services. Activelypatwork means:

» Youareemployedby thegroup;and
> Youmeetalleligibility requirements; and
» Yourpremiums are being paidto Us:

If You are absent from work bec@use of a health factor (such as beingabsent from work onsick leave) You
are still considered actively at work.

Retired employees, COBRAbenefigiaries, or employees receiving Workers” Compensation will be
considered actively atwork on.any day that all of the eligibility requirements are met and premiums are
beingpaid to Us.

SHORT TERM LEAVEQOEABSENCE.

During a short term leave ofabsence You may still be consideredactively atwork and eligible for
coverage. The leave ofabsence mustbe approved by the group. Coverage may continue forupto three
months if Your group planremains in effect, and Your premiums continue to be paidto Us. The group and
the plan may agree to continue coverage fora longerleave of absence.

ABSENCE FROM WORK DUE TO DISABILITY.

Foran employee who is totally disabled, Coverage will continue fora period of not longer than six months
or untilthe date theemployee is covered under Medicare or Medicaid, whichever happens first. Wemay
require certification of disability from the employer orthe employee.
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COVERAGE FORDEPENDENTS.

If You are a Subscriber, the following persons may be eligible to enrollas Your Dependents:

» Yourlawfulspouse;or
» Children up to the age 26 including:

Natural orstep children; or

Legally adopted children; or

Children placed foradoption; or

Children placed in foster care; or

Other Children for whom the Subscriber or covered spouse is a court appointed legal
guardian.

O O O 0O O

The Plan will not deny orrestrict eligibility fora Child who hasnetattained age 26 basedon any
of the following:

Financialdependency on the Subscriber orany other personyor
Residency with the Subscriber orany other person; or
Studentstatus; or

Employment status; or

Maritalstatus.

O O O O O

The Plan will not deny orrestrict eligibility of'a Child based on eligibility for other coverage.
Eligibility to age 26 doesnot extend to a spouse ofaChild Covered as a Dependent.

Eligibility to age 26 does not extendte.a Child of’a Child Coveredasa Dependent unless the
grandparent Subscriber or spouse becomesthe legal guardian or adoptiveparent ofthat
grandchild.

» Any otherpersonor persons(s)mutually agreedto by the Planand the Group.

To complete enrollment We maustreceiveallrequired information onthe enrollmentapplication andall
premiums foreach Dependent. Unless We a gree otherwise, You must provideallrequired enrollment

information within 31 days of Your effective date or You may have towait until Your group’s next open
enrollmentperiod.

INELIGIBLEINDIVIDUALS.

In certain circumstances a person who meets eligibility requirements maynot beable to enrollin the plan.
Anyone terminated from the plan for causeis not eligible. A person may be ineligible if that personor
someone else in his or her family unit has been terminated for specific reasons as defined in Section 11.

A person who would otherwise be eligible for Coverage maynoteligible if that person would cause Optima
Healthto violateany of’its policies for doing business with or providing services to a person who appears
on any official sanction list maintained by local, state or federal governmenta gencies.

CHANGESIN ELIGIBILITY.

The Plan mustbe notified of a change in the status ofa Subscriber, spouse or other Dependent that would
makethem ineligible to remain covered under the Plan.
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WHEN A CHILD AGES OFF THE PLAN.

Unless otherwise stated coverage fora Child ends the last day ofthe year the child reaches thelimiting
ageson YourFaceSheet.

CONTINUATION OF COVERAGE FOR CHILDREN WITH AN INTELLECTUALDISABILITY
OR PHYSICAL HANDICAP.

Children will continue tobe eligible for coverage beyond the Plan’s limiting a ges when both of the
following conditions are true:

» Thechild is incapable of self-sustaining employmentby reason ofan intellectual disability or
physicalhandicap; and
» Thechild is chiefly dependentupon the Subscriber for support and maintenance.

We will require acceptable proof ofincapacity and dependency within 3d'days of thechild’s reachingthe
limiting age on Your FaceSheet. Proofof incapacity consists of a statementby a licensed psychologist,
psychiatrist, or other Physicianstating the Child is incapable of self-sustainifig emplogment by reason ofan
intellectual disability or physical handicap. We may require a dditional statementsgbut not more than once
ayear.

VERIFICATION OF ELIGIBILITY.

Your Employeris responsible for determining Youreligibilify, and theeligibility of any of Your
Dependents for Coverage underthe Plan. However, Wereserve the right to requestorreview at any time,
at Oursole and absolute discretion, proof of eligibility, of any, Subscriber or other covered family member.
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Section 4
When You Can Enroll and When Coverage Begins

When You are eligible to enrollin the Plan You mustprovide a signed completed a pplication with all
required information for yourself and any dependents thatwill be coveredundertheplan. To complete
enrollment We mustreceiveall required information on the enrollmentapplication and all premiums.
Unless We agree otherwise, You must provide allrequired enrollment information within 3 1 days of Your
effective date or You may haveto wait until Your group’s next open enrollmentperiod. If We determine
Yourapplicationis incomplete and We requestadditional information Youmust provide the information in
a timely manner or You maynotbe able to enroll until Your groups next open enrollment period. We may

notrecognize retroactiveadjustments of enrollment dueto the group’s failure to furnish enrollment
applications or fees to Us within 3 1 days ofthe Coverage effective date.

PLAN OPEN ENROLLMENT.

Your group will hold an annual open enrollment period. Duringopen enrollment eligible employees and
dependents can apply for coverage. Your group will let You know when Your open enrollmentperiod
starts and when Your coverage is effective.

NEW EMPLOYEES.

When Your Group tells You that You areeligible to enrollas a Subscriber You may apply for Coverage for
Yourself and Your dependents within 31 days.

NEW DEPENDENTS.

A Subscribermay enroll ordisenroll an eligibleDependent within 31 days ofthe occurrence of oneof the
following qualifying events:

» Change in legal marital statusdncluding marriage, death ofa spouse, divorce, legalseparation, and
annulment; or

» Change in number of subscriber’s dependents including birth, death, adoption, placement for
adoption or court appointedlegal guardianship; or

» Change in employment status, incliiding a change in work site, a switch between hourly and
salaried status, andany othefemploymentstatus change resulting in a gain orloss of eligibility of
the employeg, spouse, or dependent; or

» Change in dependent’s €ligibility for coverage; or

» Change in residence of employee, spouse, or dependent that a ffects eligibility; or

» Otherchanges in statusthatthe groupandthe planagreeto.

CONSISTENCY RULE.

In order forone oftheseevents to qualify as an occasion for changing coverage under the Plan, it must
have adirect effect onthe Subscriber’s presentcoverage. Forexample, marriageis a permissible reasonto
change from Subscriber only coverage to family coverage. However, the death ofa child hasno effecton
the Subscriber’s coverage if he/she has a spouse and another child, and is carrying family coverage.

EFFECTIVE DATE OF SUBSCRIBER COVERAGE.

If We havereceivedandaccepteda complete enrollment application Coverage willbecomeeffective on the
earliest of the following dates, unless otherwise agreed to by Optima Health and the Employer:

» When a personmakes a writtenapplication for coverage on or prior to the date he orshe satisfies
the eligibility requirements above, coverage shall be effectiveas ofthe first of the month
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followingthe date eligibility requirements are satisfied, unless otherwise agreed to by Optima
Healthand the Employer; or

» When a personmakes written application for coverage a fter the date he or she satisfies the
eligibility requirements above, coverage will be effective as of the first day ofthe calendar month
following the month in which such applicationis received by the Plan, unless otherwise agreed to
by Optima Health and the Employer.

A Membercanonlybe a Subscriberunder one group planevenif he orshe is connected with morethan
one employer. A Subscriberwill be considered anemployee of one employer.

EFFECTIVE DATE OF DEPENDENT COVERAGE.

A Subscribermustenrollall Dependents. If We have received and accepted a complete enrollment
application(s) coverage will become effectiveon the latter of:

» Thedate the Subscriber’s Coverage becomes effective; or
» Onthe date the Subscriberacquires eligible Dependents.

Newborn Children.

A newborn child will be covered from the momentof birth£for 31 days if thesSubscriber’s Coverage under
this Plan is in effect. Anadopted child whose placemefithasoccurred within thirty-one days ofbirth will
be considereda newborn child ofthe Subscriber as@fthe date ofadoptive or parental placement. The
newborn child’s Coverage will be identical to Coverage provided to the Subscriber. Italso will provide
Coverage fornecessary careand treatment of medically dia gnosed congenital defects and birth
abnormalities. Inpatient and outpatientdental, oral surgicaland orthodontic services which are Medically
Necessary forthe treatment of medicallypdiagnosed clefblip, cleft palate or ectodermal dysplasia willbe
covered. Inorder forcoverage to continue béyond the first 31 days the Subscriber must add the newbom to
the Plan within 31 days of birth. [fthe newboern isiiotiaddedto the Plan within 31 days ofbirth the
newborn may not be eligible to éntolluntil thenextPlan Open Enrollment Period.

Adopted Children.

An adoptedchild will be eligiblesfor Coverage from the date of placement with an eligible Subscriber for
the purpose of adoption.A'child whose placement has occurred within thirty-one days ofbirth will be
considered a newborn child ofthe Subscriberas of the date ofadoptive or parental placement. Evidence of
placementand any applicablePremiums must be submitted to the Plan within 31 days from the date of
placement. Ifthe adoptedchild isnot addedto the Plan within 31 days of placement, the child may not be
eligible to enrolluntilthe next Open Enrollment Period.

Coverage Mandated by CourtOrder.

Coverage mandated by court orderissues, including Qualified Medical Child Support Orders (QMCSOs),
will begin on the dateofthecourt orderif the request is made and an Enrollment Application is submitted
within 31 days ofthe order. Coveragemandated by the Child Support Act will begin on the first of the
month following the Group’s notificationto the Plan. Subject tothe eligibility requirements ofthe Plan
and/or the Group in order to provide Coverage to a Dependent child, both the child and the parent ordered
to provide support may be required to enrollin the Plan.

SPECIAL LATE ENROLLMENT PROVISIONS.

The Plan provides special late enrollment periods for eligible Subscribers and Dependents thatfallinto the
following categories:
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Late Enrollees with Other Coverage.

Employees or Dependents who initially decline Coverage because they have other group health coverage or
otherhealth insurance will be allowed to enrolllate withoutevidence of insurability if the following
conditions are met:

1. Theemployeeand/or Dependent is eligible underthe Plan’s terms; and

2. When the employee declined enrollment for the employee or Dependent, either the employee or
Dependenthad COBRA continuation coverageunder another Plan and that coverage has since run
out; orif the other Coverage wasnot under COBRA , eitherthe other coverage has ended because
of loss of eligibility, orthe employerhas stopped contributions toward the other coverage; and

3. Anindividualmust request enrollmentno more than31 days from the time that he or she knew or
should haveknownthathis or/her other Coverage had ended.

Late enrollment is effective no later than the first day of the first calendar month a fter thedatethe Plan
receives a completed request for enrollment.

Late Enrollees Due to Marriage, Birth, Adoption, or Placement for Adoption orPlacement of a Child
in Foster Care.

If a Dependentis added through marriage, birth, adoption, pla cement for adoption or placementin foster
care, the employee and Dependents may apply for Coverage throughispeciallate enrollment. Individuals in
this category do not have to havepreviously declined Coverage becaus€of other Coverage. Individuals
must request Coverage within 30 days of marria ge, birth, adoption, placement foradoption or placement in
fostercare.

Forspecialenrollment due to birth, adoption or placement of'a child in foster care lateenrollment is
effective onthe date ofthe birth, adoption, placement foradoption or placement in foster care.

Forspecial enrollment due to mafriage late enrollment is effective no later thanthe first day of the calendar
monthbeginningafter the date a complétedrequest for enrollment is received by the Plan.

Special Enrollment for'/Employees and Dependents that Lose Eligibility Under Medicaid or
Children’s Health Insurance Program (CHIP) Coverage.

Youremployeris required to proyide Younotice of special enrollmentrights and premium assistance under
CHIP. Employees or Dependerits who are eligible for group coverage will be permitted toenrolllate if
they (1) lose eligibility for Medicaid or CHIP coverage or(2) they become eligible to participate in a
premium assistance program under Medicaid or CHIP. In both cases the employee must requestspecial
enrollmentwithin 60 days of the loss of Medicaid/CHIP or of the eligibility determination.

ENROLLMENT IN MEDICARE.

A Covered Person, who is eligible to be covered under Medicare (Title XVIII ofthe Social Security Act of
1965, as amended), is encouraged toenrollin Parts A and B coverage onthe date theyare eligible. If You
areunderage65, entitled to Medicare because of End Stage Renal Disease (ESRD), and have employer
group health coverage, please contact the Plan regarding Your participation with Medicare Part B or
assistance in obtaining Part B.
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Section S
Utilization Management Procedures for Coverage Decisions
for Claims for Covered Services

This Chapter explains how We determine Medical Necessity for payment ofa claim. We use the following
review processes to makecoveragedecisions on Pre-Service, Post-Service, Concurrent, and Urgent Care
claims:

» Pre-Authorization;

» ConcurrentReview;

» Retrospective Review; and
» Case Management.

Compliance with any of the review processes is not a guarantee of benefits or payment under the Plan.

PRE-AUTHORIZATION.

Some services require Pre-Authorization before You receive them. YousPhysician or other provideris
responsible for getting Pre-Authorization. We haveinstructions and pfoceduresin place for providers to obtain
Pre-Authorization.

Pre-Authorizationis an evaluation process We use to assess thie Medical Necessity and coverage of proposed
treatment. Italso checks to see that the treatmentis being provided atthe appropriate level of care. Pre-
Authorizations are approved or denied based on currentanedieal practice and guidelines andnoton incentives or
bonus structures. Pre-Authorizationis certification by the Plan of Medi¢al Necessityandnota guarantee of
paymentby the Plan. Payment by the Plan for Covered Serviees is contingent on the Memberbeing eligible for
Covered Services on the date the Covered Serviceis received by the Member.

On YourFace Sheet We tell You whatservices require Pre-Authorization before Youreceive them. You can
also look in the What is Covered Sectién ofthis documentor call Member Services to find out about Pre-
Authorization. Generally the following types ofServices require Pre-Authorization:

Inpatient hospital services;

Partial hospitalization setvices;

Non-emergencyambulance transport;

Inpatient and outpatient surgery;

Surgery in a physician’s office;

Single items of'durable medical equipment and orthopedic and prosthetic appliances over $750;
Rental of durableimedi¢al equipment and orthopedic and prosthetic appliances;
Repairand replacement items of durable medical equipment and orthopedic and prosthetic appliances;
Artificial prosthetic limbs;

Prenatal maternity services;

Home healthcare;

Skilled nursing facility care;

Physical, occupational, and speech therapy;

Cardiac, pulmonary, and vascular rehabilita tion;

IV therapy with medications;

Inhalation therapy;

Early intervention services;

Clinicaltrials;

Hospice services;

Oralsurgery;

TMI services;

Tuballigation;

Hospitalization and anesthesia for dental procedures;

VVVVVVVVVVVVVVVVVVVYVVVYY
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Treatmentof lymphedema;

Magnetic Resonance Imaging (MRI);

Magnetic Resonance Angiography (MRA);

Positron Emission Tomography (PET) scans;

Computerized Axial Tomography (CT) scans;

Computerized Axial Tomography Angiogram (CTA) scans;

Sleep studies;

Transplant services;

Injectable and infused medications, biologics, and I'V therapy medications defined by Our Pharmacy
Committee;

Intensive outpatient programs (IOP);

Medical, psychological and neuro psychological dia gnostic procedures and testing;
Electro-convulsive therapy;

Telemedicine services;

Transcranial Magnetic Stimulation (TMS);

Insulin pumps and insulin pump infusion sets;

Chemotherapy and Chemotherapy Drugs;

Radiation Therapy;

Dialysis Services;

Otherridered services. If Yourplan includes anytiders genemnallythoseservices willrequire Pre-
Authorization listed in the rider.

VVVVVVVVVY VVVVVVVVYY

Standard of Clinical Evidence for Decisions gz Coverage for Proton Radiation Therapy.

"Proton radiation therapy" means theadvanced form@fradiation therapy treatment that utilizes protons as
an alternative radiation delivery method fonthe treatmentef tumors.

"Radiation therapy treatment" means a canceftreatment through whicha dose of radiation to induce tumor
cell deathis delivered by means'of ptoten ra diatien therapy, intensity modulated radiation therapy,
brachytherapy, stereotactic body radiatienthiempy, three-dimensional conformal ra diation therapy, or other
forms of therapy using radiation.

The Plan will not hold protenfradiationtherapy to a higher standard ofclinicalevidence for decisions
regarding coverage undérthe Plan thanis applied for decisions regarding coverage of other types of
radiation therapy treatment.

Nothingin this section shall be construed to mandatethe coverage of protonradiation therapy under the
Plan.

Organ Transplant

For Covered organ transplants, including eye or tissue transplants and related services, Optima Health will
not discriminate in coverage decisions based on disability.

Newborn Mother Transfer
Optima Health will not require prior authorization for the interhospital transfer of"
» A newborn infantexperiencinga life-threatening emergency condition; or

» The hospitalized mother to accompany the infant.
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Pre-authorization for Drugs Prescribed for the Treatment of a Mental Disorder

If We have previously Pre-Authorized a drugprescribed for the treatment of a mental disorder listed in the
most recent edition ofthe Dia gnostic and Statistical Manual of Mental Disorders published by the
American Psychiatric Association, no additional prior authorization willbe required provided that:

The drugis a covered benefit; and

The prescriptiondoes not exceed the FDA-labeled dosages;and

The prescription has been continuously issued forno fewer than three months; and

The prescriber performs an annual review of thepatient to evaluate the drug’s continued efficacy,
changes in the patient’s health status, and potential contraindications.

Y V VY

We may require Pre-Authorization for any drug that is not listed on Our preseription drug formulary at the
time the initial prescription for the drugis issued.

PRE-SERVICE CLAIMS DECISIONS.

A pre-service claim means a claim for a benefit thatrequires Pre-Authorizationbefore the Member has the
service done.

We make decisions on Pre-Service Claims within 15/days from receiptof request forthe service. We may
extendthis period foranother 15 days if We determingyWeseed more timebecause of matters beyond Our
control. If We extendthe period We will notify the Member/Provider before theend ofthe initial 15 day
period. If We makean extension because We do nothaveenough informationto make a decision We will
notify the Member/Provider of the specific informationm issing and the timeframe within which the information
must be provided. We will makea decisionwithin'2 business days ofreceiving all the required medical
informationneeded to process the Claim.

When the Plan has made a decision Wewill send the Member/treating Physician written notice.

EXPEDITED DECISIONS FOR URGENT CARE CLAIMS.

We will consider a requesStfor medical care ortreatment tobe anurgentrequest if using Ournormal Pre-
Authorization standards would:

» Seriously jeopardize the Member’s life orhealth; or

» Seriously jeopardize the ability of the Member to rega in maximum function; or

» Inthe opinionofa Physician with knowledge ofthe Member's medical condition, subject the Member
to severe pain thatcannot be adequately managed without the care or treatment.

We will notify the Member/Provider of Our decisionnotlaterthan 72 hours fromreceiptof therequest for
service. If We require additional informationto make a decision We will notify the Member/Physician within
24 hours of receiptof the request. We will include the specific information that is missing and the applicable
timeframes within which to respond to Us.

EXPEDITED DECISIONS FOR CANCER PAIN MEDICATIONS.

Forrequests for prescriptions for the relief of cancer pain We will notify the Member/Physician of Our decision
within 24 hours of receiptof therequest.
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CONCURRENT REVIEW AND APPROVAL OF CARE INVOLVING AN
ONGOING COURSE OF TREATMENT.

Concurrent Reviews means ongoing medical review of a Member's care during Hospital and Skilled Nursing
Facility confinements. We may alsodo ConcurrentReview for Home Health, therapy, and rehabilitation
services treatment plans. If We decide to reduceorend care We will notify theMember or provider before the
careisreduced and early enoughto allow foran appeal of Our decision.

Plan Providers must follow certain procedures to make sure that if a previously approved course of treatmentor
hospital stayneeds tobe extended, the extension is requested in time to minimize disruption ofneeded services.
We will notify theMemberofa coverage decision within 24 hours ofthe request. Notification willinclude
information on how to appeal an Adverse Benefit Determination prior to services being discontinued. Requests
forextensions oftherapy orrehabilitative treatment plans must be made 7 days prior to the end of the
authorized timeframeto avoid disruptionofcareorservices.

RETROSPECTIVE REVIEW OF POST-SERVICE CLAIMS.

Retrospective Review means Ourreview of the Member's médical records andother supporting documentation
afterservices have been received to determineif the services wereéM edicallyyNecessary and if We will pay for
them.

We will makecoveragedecisions on Post-Service Claims within 30 calendar days fromreceiptof request for
the service. We may extend this period foranotherl 5 days if We determineit to be necessary because of
matters beyond Our control. If an extension is necessary, theMember will be notified prior to the end of the
mnitial30 day period. IftheextensionismecessaryduetoUsnot havingenough information to make theinitial
coverage decision, the Member/Providerwill be notified of the specific informationmissing and the timeframe
within which the information must be provided.

We will makeOurdecision within2 busifiess days ofreceiving the medical informationneeded to process the
claim. The Plan will provide the Member andPhysician written notice of’its decision.

ADVERSE BENEFITDETERMINATIONS.

You havecertain rights if We defiy a request for Pre-Authorization or make other Adverse Benefit
Determinations. We will proevide written notice of Adverse Benefit Determinations. For Urgent claims
notification maybe provided orally and then confirmed in writing up to three days after the oralnotice. If
Coverage is being Rescinded Youwill receive written notice 30 days prior to the Rescission. Written
notification willinclude the following:

» The specific reasonorreasons for the adverse benefit determination; and

» Reference to the specific Plan provisions on which the determination is based; and

» A description ofthe Plan's appeal process and applicable time limits. For Urgent Care Claims it will
include a description of theexpedited appeals process.

You are entitled toreceive, uponrequestand free of charge, reasonable access to, and copies of, all documents,
records andall other information relevant to the Claim for benefits. This includes copies ofany internalrule,
guideline, protocol, or other criteria relied upon in making the Adverse Benefit Determination. Fordenials due
to Medical Necessity, experimental treatment, or similar exclusion or limit, You are entitled to receive, upon
request and free of charge, an explanation of the scientific or clinical judgment for the determination applying
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Section S
Utilization Management Procedures for Coverage Decisions
for Claims for Covered Services

the terms of the Plan tothe Member's medical circumstances. _Please also read Section 13 How to File a
Complaint, Grievance,or Appeal an Adverse Benefit Determination.
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What is Covered

This Chapterexplains Your Covered Services. Covered Services must be:

» Medically Necessary;

» Listed asa Covered Service;

» Ordered orprovided by a licensed Provider;
» Non-excluded.

Some services may require Pre-Authorization by the Planbefore You receive them. You canreadabout
Pre-Authorizationin Section 5.

When Youreceive a Covered Service Youwill pay a Copaymentor Coinsurance depending on the type
and place of service. If Yourplanhasa Deductible You will pay that amountoutof Yourpocket before the
Plan will pay forbenefits. Your Copayments, Coinsurance and Deductibles are listed on the Schedule of
Benefits.

ACCIDENTAL DENTAL SERVICES.

Pre-Authorization is Required.

We cover Medically Necessary dental services as a result ofaecidental injury, regardless of when the injury
occurred. Forinjuries that happenon orafter Your effective,date of coverage, treatmentmust be sought
within 60 days ofthe accident.

A health care professional such as a nurseora physiciahmust document treatment.
You will pay a specialist Copayment or Coinsurance for eachwisit to a dentist or oral surgeon.

If You choose to receive care from a Non=Planidentist or oral surgeon the provider may bill You for
amounts in excess of the Plan’s fee schedule or allowable charge. We will not pay for theseamounts over
Our allowable charge.

We coverdental services performed diiring an Emergency Department visit immediately afteran
Accidental Injury in comjunction withithe initial stabilization of the injury. We may retrospectively review
all Emergency Depaftment setvices. You will pay Your Emergency Department Copayment or
Coinsurances. Emergeney Department visits will not be subjected to pre-authorization.

ALLERGY CARE.
We coverthe following Allergy Care services:

Physician office visits; and

Performance and evaluation of scratch, puncture or prick allergy tests; and

Allergy shots and serum;and

Professional services for supervising and providing allergy serum antigens forallergy injections.

YV VY

AMBULANCE, STRETCHER, & WHEELCHAIR SERVICES.
Pre-Authorization is Required for Non-Emergency Transportation.
We Coverambulanceservices that are:
» Provided by a professional agency licensed to provide transportation service; and
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» Provided in a state licensed vehicle designed, equipped, and used only to transport the sick and
injured;

» Staffedby Emergency Medical Technicians (EMT), paramedics, or other certified medical
professionals.

» Medically Necessary.

Emergency Air, Ground, Water Services

In an Emergency, We coverambulance services from Your home orthe place of Injury ormedical
Emergency to thenearest Hospital where appropriate treatmentcan be provided. This includes ground
and water transportation. The Plan will provide reimbursement directly to the professionala gency for
Covered Services provided by an Emergency medical services vehicle when presented with an
assignmentof benefits. Yourbenefits also include air Emergency transportation by fixed wingorrotary
wing when transport to an acute care Hospital is Medically Necessary and ground or water
transportation is not appropriate for Your condition. We also may authorizé Coverage of transportation
between Hospitals or other facilities if Medically Necessary.

Please note the following about air transportation benefits under the Plan:

» Benefits are available forairemergency transportatiohwhen using ground ambulance would
endanger Your health, and Your medical condition requires more urgent transportationto anacute
care Hospitalthana ground ambulance can provide.

»  Yourbenefits includeairtransportation to the closest Hospitalthat can treat You.

» Transportation or transfer by airambulance frem ofic Hospital to another Hospitalis only a
Covered Service when Your conditionrequires €ertain specialized medical services that are not
available atthe Hospital that first treatsiYowand using a ground ambulance would endanger Your
health.

» Transportation ortransfer by airisnota CoveredService just because You, Your family, or Your
provider prefers You receive treatmentbyia specific providerorat a specific Hospital.

» Inthe case of non-emergent air ambulance transportation, We reserve the right to select the air
ambulanceprovider. If You danet uscthe airambulance Provider We select, the Out-of-Network
Providermaybill You forcharges.

> Air ambulancefisnot Covered for transportationto other facilities such as a Skilled Nursing
Facility,a déctor’s office or Yourhome.

Non-Emergency Stretcher & Wheelchair Transportation Services

Ambulance transportation by stretcher and wheelchair transportation services that arenot Emergency
Services must be pre-authorized by the plan. We will not cover transportation thatis not required by the
person’s physical ormental condition. Transportation from Hospitalto Hospitalmay be covered if
Medically Necessary and pre-authorized by the Plan.

The Federal No Surprises Act prohibits balancebilling for out-of-network emergency air ambulance
services. Emergency airambulance service provided by an out of network provideris covered under in-
network benefits. Members will be responsible for in-network cost sharingincluding copayment,
coinsurance and deductible amounts under the Plan. Providers cannot balance billmembers for amounts
above in-network costsharing.

If You are balance billed please contact Member Services at thenumber on Your OptimaHealth ID Card.
Youmayalso file a complaint with the Plan. Please see “Section 13 How To File A Complaint,
Grievance,or Appeal An Adverse Benefit Determination.” Please also see the Plan’s fullnotice on
balancebilling protections.
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ANESTHESIA SERVICES.
Pre-Authorization is Required.
When Medically Necessary the followingare Covered Services:

» Generaland regional anesthesia in an inpatient Hospital or outpatient facility;

» Supplementation oflocal anesthesia, or other supportive services in orderto afford thepatientthe
anesthesia care deemed optimal by the anesthesiologist during any procedure;

» Preoperativeand postoperative visits, the anesthesia care during the procedure, the administration
of fluids, and/orblood and theusual monitoring services.

AUTISM SPECTRUM DISORDER.

Pre-Authorizationis Required.

Covered Services include the “Dia gnosis” and “Treatment” of “Autism Spectrfim Disorder.”
The following definitions apply to all Covered Services provided under thisben efit.

"Applied Behavior Analysis" means the design, implementation, and evaluation of environmental
modifications, using behavioral stimuli and consequentes, to producesocially significantimprovement in
humanbehavior, including the use of direct observation, measurement;and functional analysis of the
relationship between environmentand behaviory

"Autism Spectrum Disorder" means any pervasivedevelopmental disorder, including (i) autistic disorder,
(i) Asperger's Syndrome, (iii) Rett syndfome, (iv) childheod disintegrative disorder, or (v) Pervasive
Developmental Disorder - Not Otherwise Specified;as defined in the mostrecent edition ofthe Dia gnostic
and Statistical Manual of Mental Disorders ofithe American Psychiatric Association.

"Behavioral Health Treatment" means professional counseling and guidance services and treatment
programs thatare necessary to develop, maintain, or restore, to the maximum extentpracticable, the
functioning of anindividual:

"Diagnosis of Autism Spéctrum Disorder" means medically necessary assessments, evaluations, or tests to
diagnose whether an individual has an Autism Spectrum Disorder.

"Medically Necessary" means basedupon evidence and reasonably expected to doany of the following; (i)
prevent the onset ofanillness, condition, injury, or disability; (ii) reduce or ameliorate the physical, mental,
or developmental effects ofanillness, condition, injury, or disability; or (iii) assist to achieve or maintain
maximum functional capacity in performing daily activities, taking into account both the functional
capacity ofthe individual and the functional capacities thatare appropriate forindividuals of the same age.

"Pharmacy Care" means medications prescribed by a licensed physician and any health-related services
deemedmedically necessary to determine theneed or effectiveness of the medications.

"Psychiatric Care" means director consultative services provided by a psychiatrist or licensed professional
counselorthat is licensed in the statein which the psychiatrist or counselor practices.

"Psychological Care" means direct or consultative services provided by a psychologist licensed in the state
in which the psychologist practices.
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"Therapeutic Care" means services provided by licensed or certified speech therapists, occupational
therapists, physical therapists, or clinical social workers.

"Treatment for Autism Spectrum Disorder" shall be identified in a treatment planand includes the
following care prescribed or ordered foranindividual diagnosed with Autism Spectrum Disorderby a
licensed physicianora licensed psychologist who determines the care to bemedically necessary: (i)
behaviomal health treatment, (ii) pharmacy care, (iii) psychiatric care, (iv) psychological care, (v)
therapeutic care, and (vi) applied behavior analysis when provided or supervised by a board certified
behavioranalystwho shallbe licensed by the Boardof Medicine. The prescribing practitionershallbe
independentof the provider of applied behavior analysis.

"Treatment Plan" means a plan forthe treatment of Autism Spectrum Disorder developed by a licensed
physicianora licensed psychologist pursuant to a comprehensive evaluation or reevaluation performedin a
manner consistent with themost recent clinical reportor recommendation of the American Academy of
Pediatrics orthe American Academy of Child and Adolescent Psychiatry.

Except for inpatientservices, if an individual is receiving trea tment fef an AutiSm Spectrum Disorder, We
have the right to request a review of thattreatment, including an independent review,Mloet more than once
every 12 months unless We andthe individual's licensed physicianor licensed psychologist agree that a
more frequent review isnecessary. The cost of obtaininganyteview, including@n independent review,
will be coveredunderthe Plan.

Coverage underthis section will not be subjectto angvisit limits, andwill not be different or separate from
coverage forany otherillness, condition, or disorderfor pugposes of determining Deductibles, lifetime
dollar limits, Copayment and Coinsurance factorsyand benefit year maximum for Deductibles and
Copayment and Coinsurance factors.

We may apply benefit management and Pre=Authorizationprocedures to determinethe appropriateness of,
and medicalnecessity for, “treatment” of “AutismiSpectrum Disorder” in the same way that We apply them
to allother Covered Services undesthePlan.

Coverage for “Autism Spectrum Disorder” isia ddition to coverage provided underthe Plan for Early
Intervention Services and'Bielogically Based Mental Health I1lness.

BONES AND JOINTS (TEMPOROMANDIBULAR JOINT (TMJ) DIAGNOSTIC
AND SURGICAL PROCEDURES.

Pre-Authorization is Required.

We cover Medically Necessary services and supplies to treat TMJ. TMJ diagnostic and surgical procedures
and devices are covered when Medically Necessary to attain functional capacity ofthe affected part.
Members who choose to receive care from Non-Plan dentists or oral surgeons may be billed by the Non-
Plan Provider for charges in excess of the Plan’s fee schedule.

Bone orJoint treatment involving a bone orjoint ofthehead, neck, face orjawis coveredlike any other
bone orjoint of the skeletal structure. The treatmentmust be Medically Necessary and be required because
of'a medical condition or injury that prevents nommal function of thejointorbone.
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CLINICAL TRIALS.
Pre-Authorization is Required.
Fora Qualified Individual Covered Services includes;

» Participationin an Approved Clinical Trial; and
» Routine Patient Costs foritems and services furnished in connection with participation in an
Approved Clinicaltrial.

Approved Clinical Trial means a phase [, phase 11, phase I1I, or phase IV clinicaltrial thatis conducted in
relation to the prevention, detection, or treatmentof cancer or other life-threatening disease or condition,
and the study orinvestigationis (i) a federally funded orapproved trial, (ii) conductedunderan
investigationalnew drugapplicationreviewed by the U.S. Food and Drug Administration, or (iii) a drug
trialthat is exempt from having aninvestigational new drug application.

Life Threatening Condition means any disease or condition from which thelikelihood of death is
probable unless the course of disease or condition is interrupted.

Qualified Individual means a Covered Person who is eligibléte participate nan Approved Clinical Trial
accordingto the trial protocol, with respect to treatment ofeanceror other life-threatening disease or
condition, and the referring health care professional hasconcludedthat théindividual's participation in such
trialis appropriate to treat the disease or condition, @rthe individual's participation is based onmedicaland
scientific information.

Routine Patient Costs means all items and services consistent with the coverage providedunder the Plan
thatis typically covered fora Qualified Individualwhoisnot enrolled in a clinicaltrial. Routine patient
costs do not include the investigational item, device, or service itself; items or services that are provided
solely to satisfy data collection and analysisheedsandthatare not used in the direct clinical management
of'the patient; ora servicethatis'clearly inconsistent with widely accepted and established standards of
care fora particular dia gnosis.

We may require that aQualified Individual participate in an Approved Clinical Trialthrough a Plan
Providerif the provider will aeeepttheindividual as a participantin the trial.

DIABETIC EQUIPMENTF AND SUPPLIES.
Pre-Authorization is Required for Insulin Pumps and Insulin Pump Infusion Sets.

Some equipmentand supplies under this benefit may be covered under the Plan’s outpatient prescription
drugbenefits. However, if Your Plan excludes coverage for outpatient prescription drugs the Plan will

provide coverage under the Plan’s medical benefits for treatment of diabetes as shown on the Face Sheet
Schedule of Benefits.

We cover FDA approved equipment and supplies prescribed by a provider forthetreatment ofthese types
of conditions:

» Insulin dependentdiabetes;
» Non-Insulin dependent diabetes;
» Gestational diabetes.

We also cover outpatient self-management training and education when provided in person. This training
and education includes medical nutrition therapy. Trainingmust be provided by a certified, registered or
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licensed health care professional. Members may call 1-800-SENTARA for information on educational
classes.

An annualdiabetic eye exam is covered from an Optima Health Plan Providerora participating VSP
Vision Care Providerat the applicable office visit Copayment or Coinsurance amount.

We do not consider supplies under this section to be Durable Medical Equipment. Thesebenefits are not
subject toany Plan maximum benefit limitations.

Insulin, syringes, needles, blood glucose monitors, test strips, lancets, lancet devices and control solution
are coveredunder the Plan’s Prescription Drug Benefit.

DIAGNOSTIC, X-RAY, AND LABORATORY SERVICES.

Pre-Authorization is Required for Outpatient Advanced Imaging Procedures including Magnetic
Resonance Imaging (MRI), Magnetic Resonance Angiography (MRA), Positron Emission
Tomography (PET Scans), Computerized Axial Tomography (CTF Scans)sComputerized Axial
Tomography Angiogram (CT A Scans) Sleep Studies.

We cover Medically Necessary diagnostic X-ray, ultrasound and laboratory setvices.

DURABLE MEDICAL EQUIPMENT (DME) AND ORTHOPEDIC AND
PROSTHETIC APPLIANCES. (Other than Prosthetic Artificial Limbs)

Pre-Authorization is Required for Items Over $750.
Pre-Authorization is Required for All Rental Items:
Pre-Authorization is Required for All Repair and Replacement.

We only cover DME thatis Medically Necessary andprescribed by anappropriate Provider. We also
cover colostomy, ileostomy, and tracheestomysupplies, and suctionand urinary catheters. We do not
cover DME used primarily forthe comfortandwellbeingofa Member. We will not cover DME if We
deem it useful, but notabselutely neeéssary for Yourcare. We will not cover DME if there aresimilar
items available at a lower cost that will provide essentially the same results as the more expensive items.

Coverage for Orthopedi€ appliances includes the initial appliance. Repairandreplacementare covered
unless due to Member’s neglectymisuse orabuse. We may also cover Medically Necessary customized
splints and customized braces when pre-authorized by the Plan.

Coverage for Prosthetic appliances includes Medically Necessary surgically implanted prosthetic devices.
Forchildren up to age 18, We will coverreplacementof prosthetic devices for growth if Medically
Necessary. Thisalso applies if the child’s condition is from aninjury or Illness which happened beforethe
child becamea Memberunder this Plan.

EARLY INTERVENTION SERVICES.

Pre-Authorization is Required.

We coverearly intervention services for dependents from birth to age three who are certified by the
Departmentof Behavioral Health and Developmental Services as eligible for services under PartH of the
Individuals with Disabilities Education Act. We coverthe followingservices:

» Speech and language therapy;
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» Occupational therapy;
» Physicaltherapy; and
> Assistive technology services anddevices.

Medically Necessary early intervention services help an individual attain orretain the capability to function
like someoneof his age within his environment. Theyincludeservices thatenhance the ability to function
butdo not cure.

Wemay ask You toprovide a copy ofthe certification. Deductible, Copayment, or Coinsurance amounts

apply depending on whattype of service is provided. This benefit is not subjectto any maximum dollar
limits.

EMERGENCY SERVICES.

“Emergency” means thesuddenonset ofa medical condition that manifestsitself by symptoms of
sufficientseverity, including severe pain, thatthe absence of immediatednedicala ttention could reasonably
be expectedby a prudent layperson who possesses anaverage knowledge of héalth and medicine to result
in (a)serious jeopardy to themental or physical health ofthe individual,;on(b) dangefofserious
impairment ofthe individual’s bodily functions, or (c) serious dysfunction ofanyeftheindividual’s bodily
organs, or(d)in the case ofa pregnant woman, serious jeopatdy.to thehealth of the fetus.

“Emergency Medical Condition” means, regardless ofthe final diagnosisrenderedto a Covered Person, a
medical condition manifesting itself by acute symptoms of sufficient severity, including severe pain, so that
a prudent layperson, who possesses an average knowledge of health and medicine, could reasonably expect
the absence of immediatemedical attention to result in (1) serious jeopardy to themental or physical health
of'the individual, (ii) danger of serious impairment to'bodily functions, (iii) serious dysfunction of any
bodily organ orpart, or (iv) in the case of.a pregnant woman, serious jeopardy to thehealth ofthe fetus.

“Emergency Services” means, with respectto an‘émergency medical condition —

(A) A medicalscreening examiniation(as requited under section 1867 ofthe Social Security Act,42 U.S.C.
1395dd) that is within the capability of theemergency departmentof a hospital, including ancillary services
routinely available to the emergency départment to evaluate such emergency medical condition, and B)
Such further medical examination and treatment, to the extentthey are within the capabilities of the staff
and facilities available at the hospital,as are required under section 1867 ofthe Social Security Act (42
U.S.C. 1395dd) to stabiliz€ the patient. “Stabilize” means to provide treatment that assures that no
material deterioration of the condition s likely to result from oroccur during the transfer of theindividual
from a facility, or with respeetto a pregnant woman, thatthe woman has delivered, including the placenta.

The Plan covers Emergency Services In or Out-of-Network. Emergency Services do not require Pre-
Authorization Inor Out-of-Network. Your Copayment or Coinsurance amount will be determined by the
type and placeof serviceassociated with the Emergency. Your FaceSheetorschedule ofbenefits lists
Yourout-of-pocket Copayment or Coinsurance rate for Emergency Services, inpatient hospital Admissions,
ambulanceservices and urgent care visits. If You receive Emergency Services Out-of-Network from a
Non-Plan Provider Your Copayment or Coinsurance rate cannotexceed the cost-sharing requirement that
would apply if services were provided In-Network from Plan Providers.

Emergency Care You get Out-of-Network from a Non-Plan Provider will be covered at the In-Network
Copayment or Coinsurance level. Cost Sharingamounts You pay out of pocket for Out-of-Network
Emergency Care willaccumulatetoward Your Plan’s In-Network Deductible and Maximum Out-of-Pocket
Amounts.
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The maximum allowable amount or Allowable Charge for Emergency Care from an Out-of-Network Non-
Plan Provider will be determined using the Plan’s a verage In-Network contracted rate for the same or
similarservice in the sameorsimilarlocation.

You must notify Us within 48 hours or 2 business days when You receive Emergency Services and
You are admitted to the hospital fromthe emergency department. If You can’tnotify Us becauseof
Your medical condition, have a friend or relative call Us. You can use the number on the back of
Your Optima Health ID card.

Some examples of Emergency Medical Conditions include:

Heart attacks;

Severe chest pain;

Strokes;

Excessive bleeding;
Poisoning;

Majorburns;

Loss of consciousness;
Serious breathing difficulties;
Spinalinjuries; and

Shock.

Y VY
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We may include other acutemedical conditions thatfequire immediateattention. Routine follow up care
afteranemergencyis not considered an Emergency Servicetinless authorized by the Plan.

“Ambulance Services” means transportation servicesifromthe place of injury to thenearest hospital where
treatmentcan be provided. Transportation must beprovidedby a professional agency authorizedto
provide service in a vehicle staffed by medically trained personnel equipped to handle a medical

emergency. Airambulanceservices are alsocoveted when pre-authorized orin cases of threatened loss of
life.

“Urgent Care Center Services” means facility, physician, and other services provided during anurgentcare
center visit for treatment®fim edical conditions from anunforeseen Illness or injury which arenon-life-
threatening, but Medically Necessary to preventa serious deterioration ofa Member’s health. Members
should get care at theneareSt Planurgent care center.

The Plan will reimburse ahospital emergency facility or independent freestanding Emergency Department
and provider, less Yourapplicable Copayments, Deductibles, or Coinsurance, formedical screeningand
stabilization services rendered to meet the requirements of the Federal Emergency Medical Treatment and
Active Labor Act (42 U.S.C. § 1395dd) and related to the condition for which You presented in the hospital
emergency facility orindependent freestanding Emergency Department. Emergency services willbe
Coveredregardless of the final diagnosis.

The After Hours Nurse Triage Program lets Members talk to a professional nurse who canhelp them
find the most appropriate care in the most appropriate setting. Professional nurses listen to concerns,
analyzethe situation, and advise Members where to get medical care on evenings and weekends whenthe
doctor’s officeis closed. If Medically Necessary, thenurse willsend Members to Emergency Departments
or urgent care centers where they can get appropriatetreatment.

When You call After Hours have YourID cardready. Be preparedto describe Yourimmediate medical
situationin as much detailas possible. Make sure to tell After Hours about any other medical problems
Youarebeingtreated for. Also tell After Hours whatprescriptions You take.
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In alife-threatening situation call 911 or proceed to the nearest Emergency Department. The After
Hours nurse cannotdiagnose medical conditions or write prescriptions.

The After Hours Nurse Triage Program is available twenty-four hours a day seven days a week. The
After Hours Programcanbe reached by calling 757-552-7250 or 1-800-394-2237. This programis
nota substitute for contacting your doctor.

FAMILY PLANNING SERVICES.

We coverthe following services:

Counselingand education for birth control options;

Tuballigation services (Pre-Authorization is required);

Vasectomy services;

Depo-Provera, lunelle injections or other injections approved by the plan;

Intrauterine devices (IUDs) and cervical caps and their insertion;

All other Food and Drug Administration approved contraceptive methiods as requiredby Women’s

Preventive Services .

A prescription forup to a 12 month supply of hormonal contraceptive whén dispensed or

furnished atone time.

o ThePlan will coverup to a 12-month supply.efhormonal contraceptives when dispensed or
furnished atone time fora Covered Persontby amIn-Network provider or pharmacyorat a
locationlicensed or otherwise authorizeéd to dispense drugs or supplies that participates in the
Plan’s provider network.

o Members will be responsible for payment oftheir outpatient prescription cost sharingbased
on a 12 month supply when the preseriptionisfilled.

o “Hormonal Contraceptive”smeans a medication taken to prevent pregnancy by means of
ingestion of hormones, includingim edications containing estrogen or progesterone, thatis
self-administered, requires a prescription, andis approved by the U.S. Food and Drug
Administration forSueh.purpose.

o “Provider” means a'facility, physician or other type ofhealth care practitioner licensed,
accredited, certified onauthorized by statute to deliver or furnish health care items orservices.

YV VYVVVYVYYVY

HEMOPHILIA AND CONGENITAL BLEEDING DISORDERS.
Pre-Authorization is Requiredfor Home Treatment.

We coverthe treatment of routine bleeding episodes associated with hemophilia and other congenital
bleeding disorders. The benefits include the purchase of blood products and blood infusion equipment
required forhometreatment. Thehometreatment program must be under the supervision of a state-
approved hemophilia treatmentcenter.

HOME HEALTH CARE SKILLED SERVICES.
Pre-Authorizationis Required.

We cover Home Health Care Skilled Services for members who are homebound for medicalreasons,
physically unable to seek care on an outpatient basis, orin place of inpatienthospitalization. See Your
Face Sheet orschedule of benefits for visit limits.

We will only coverservices when they are provided by a certified Home Health Care Agency.
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We will not coverany services not in the approved Home Health CarePlan. If Yourhomecare includes
any therapy orrehabilitation benefits they will count toward Your total benefit limit for therapy services.

The following definitions apply to services under this section:

“HomeHealth Care Agency” means anagency or organization, or subdivision thereof, which:

1.

2.
3

4.

5.
6.

Is primarily engaged in providing skilled nursing services and other therapeutic services in the
Member’shome; and

Isduly licensed, if required, by theappropriatelicensing facility; and

Haspolicies established by a professional group associated with thea gency or organization,
includingat least one Physicianand one registered nurse (RN) to govern the services provided,
and

Provides for full-time supervision of such services by a Physicianorby a registered nurse (RN);
and

Maintains a complete medical record on each patient; and

Hasa full-time a dministrator.

“HomeHealth Care Plan” means a program:

I.
2.
3.

Forthe care andtreatmentof the Memberin his or herhome;and

Established andapproved in writing by the atteéndingPhysieian; and

Certified, by the attending Physician, as required forthe propeftreatment ofthe injury orIllness,
in place of inpatient treatment in a Hospital'orin aSkilled Nursing Facility.

“HomeHealth Care Skilled Services” means:

[un—

Part-time or intermittent nursingcateby anurse;or

Part-time or intermittent home health aidéservices which consist primarily of medical or
therapeutic caring for thgpatient; or

Physical, speech, and oceupational therapy, if provided by the home health care agency; or
Surgical dressings, medical applianees, oxygen and supplies which are Medically Necessary for
treatment of theMember at home, but only to the extentsuchitemsorservices would have been
covered under this Plan.if the Member had been confined in a Hospital or Skilled Nursing Facility.

“Home Health Skilled Care Visit” means:

1.
2.

Each visitby anRNorby an LPN to provide nursing care; or
Each visit by a therapist to provide physical, occupational, or speech therapy.

“Part-time or Intermittent Care” means oneto four hours of Medically Necessary care administered in a 24-
hourperiod.

HOSPICE CARE.

Pre-Authorization is Required.

We cover Hospice Services formembers whose condition has been diagnosedas terminal with a life
expectancy of 6 months, and who elect to receive Palliative Care instead of curative care.

“Hospice Services” means a coordinated program of homeand inpatientcareprovided directly orunder the
direction of a licensed hospice. We cover palliativeand supportive physical, psychological, psychosocial
and other health services provided by a medically directed interdisciplinary team.
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“Palliative Care” means treatment directed at controlling pain, relieving other symptoms, and focusing on
the specialneeds ofthe patient rather than treatmentaimed at investigation and intervention for the purpose
of cure or prolongation oflife.

HOSPITAL SERVICES.
Pre-Authorization is Required.
Inpatient Room and Board.

We coverroom andboard in a semi-private room including general nursing care, and meals and special
diets. We do not coverprivate duty nursing while in the Hospital.

Other Hospital Services.

We coverotherhospital services You receive during an inpatient stayl0tas anOutpatient that are required
to treat Yourmedical condition or diagnosis. Otherservices include:

Physician, surgical, and generalnursing care;

Use of operating and recovery room facilities;

Use of intensive care or cardiac care units andServices;
Use of delivery room and care

Labormatory services;

Diagnostic tests;

X-ray facilities (dia gnosis and therapy);
Medications;

Anesthesia and oxygen services;

Inhalation therapy;

Physicaland occupationaltherapy;

Dialysis, hemodialysis, peritoneals

Blood and blood products and'their administration;
Surgically implanted prosthetic devices;
Outpatient ambulatorysurgical or other services (i.e., observationroom);
Medical detoxification;

Chemotherapy and radiation therapy;

Respiratory therapys

Injectable medications

Nuclearmedicine services;

Otherservices approved by the plan.

VVVVVVVVVVVVVVVVYVYYVYVYY

Inpatient Length of Stay Requirements

Your coverage provides for minimum lengths of stay for Covered Hospital admissions for the conditions
listed below. In each casethe attending physician in consultation with the patientmay decide that a shorter
stay isappropriate.

» Notless than23 hours fora laparoscopy-assisted vaginal hysterectomy.

» Notless than48 hours fora vaginal hysterectomy.

» Notless than48 hours fora patient followinga radical or modified radical mastectomy forthe
treatmentof breast cancer.

» Notless than24 hours of inpatientcare followinga total mastectomy ora partial mastectomy with
lymph nodedissection forthe treatment of breast cancer.
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» A minimum length of stay of 48 hours fora vaginal delivery,and 96 hours followinga cesarean
section.

HOSPITALIZATION AND ANESTHESIA FOR DENTAL PROCEDURES.
Pre-Authorizationis Required.

We coverhospitalization and anesthesia for dental procedures in certain circumstances. The Covered
Person must be determined by a dentist, in consultation with their treating physician, to require general
anesthesia and admissionto a hospital or outpatient facility. The covered person mustalso:

> Beunderage5;or

» Severely disabled;or

» Havea medical conditionthat requires admissionto a hospital or outpatientsurgery facility and
generalanesthesia for dental care treatment.

Coveredservices include Medically Necessary general anesthesia andthospitalization or facility charges for
a facility licensed to provide outpatient surgical procedures for dental carexFor serviées under this section
a determination of medicalnecessity shallinclude butnotbe limited to a consideration of whetherthe age,
physical condition or mental condition of the covered persontequires the utilization of general anesthesia
and the Admission to a Hospital or outpatient surgery facility to safely provide theunderlying dental care.

INFANT HEARING SCREENINGS.
Pre-Authorizationis Required.

We covernewborninfanthearing screenings and alilnecessary audiological examinations required by §
32.1-64.1 of the Codeof Virginia. Screenngsiand examinations in this section are covered usingany
technology approved by the United States Food andDrug Administration, and as recommended by the
national Joint Committee on Infant Hearing in‘it$,most currentposition statement addressing early hearing
detectionand intervention programs. Coverage also includes follow-up audiological examinations as
recommendedby a physician or audiologist and performed by a licensed audiologist to confirm the
existence orabsence ofhearing loss,

INFUSION SERVICES

Pre-Authorization is required.

We coverinfusiontherapy and medications administered intravenously or parenterally. Services are
covered in inpatient, outpatient, physician office, and home settings. Coveredservices include:

Infusion therapy and medications;

Professional nursing services and DME required for the infusion;

Blood products and injectables thatare not self-administered;

TotalParenteral Nutrition (TPN);

Enteralnutritiontherapy;

Antibiotic therapy;

Chemotherapy;

Pain care;

Infusion of special medical formulas thatare the primary source of nutrition for Members with
inborn errors of amino acid or organic acid metabolism, metabolic abnormality or severe protein
or soy allergies.

VVVVVYVYVVY
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INTERRUPTION OF PREGNANCY SERVICES.

Abortionis covered in the first 12 weeks of pregnancy. After 12 weeks abortion is covered if the mother’s
life is atrisk, if there are major fetal abnomalities, or in the case ofrape orincest.

LYMPHEDEMA.
Pre-Authorization is Required.

We coverthe followingservices to treat lymphedema if they are prescribed by a health care professional
legally authorizedto prescribe or provide such items under law:

Equipment,

Supplies,

Complex decongestivetherapy,

Outpatient self-management training and education

YV VYV

We will notimposeuponany personreceiving benefits pursuant to this section any €opayment, fee, policy
yearorcalendaryear, or durational benefit limita tion or maximum for benefits orservices that isnot
equally imposedupon allindividuals in the same benefit categony .

MATERNITY SERVICES.

Pre-Authorization is Required for Prenatal Séxvices.
We coverthe following maternity services:

Obstetricaland prenatal careand all related inpatienthospital services;

Postpartum inpatient care; and a home visitor visits in accordance with the medical criteria;
Lab work and genetic testimgauthorizedby the Plan;

All care andservices related toamisearria ge;

A minimum lengthof stayof48hours fora vaginal delivery, 96 hours followinga cesarean
section. The@ttending Physician and patient may decidethata shorter Hospital stay is
appropriate;

VVVVYV

Coverage for obstetrical services@as an inpatient in a general Hospital or obstetrical services by a Physician
shallprovide such benefits with durational limits, Deductibles, Coinsurance factors, and Copayments that
are no less favorable than for physical Illness generally.

Members must pay Copayments fora confirmation ofpregnancy visit. Members must alsopay
Copayments in effect atthe time of delivery tothe delivering obstetrician and any authorized specialist.
The Memberis entitled to a refund from thedelivering OB provider if the totalamount of the global OB
Copayment as shown on the Face Sheet is more than the total Copayments the Member would have paid on
a per visit or per procedure basis for delivering obstetrician prenatal and postpartum services.

MEDICAL SUPPLIES AND MEDICATIONS.

We covermedical supplies and prescription medications prescribed by Your provider. Some medications
and supplies may be covered underthe Plan’s outpatient prescription drugbenefit. Covered medications
and supplies include:

» Hypodermic needles and syringes;
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Prescription medications and infused medications;

Oxygen and equipment for administration of oxygen;

Surgical supplies (examples include ostomy, tracheostomy and ileostomy supplies); and
Cancer chemotherapy drugs administered orally and intravenously or by injection.

YVVY

MEDICALLY NECESSARY FORMULA AND ENTERAL NUTRITION
PRODUCTS

“Medically necessary formula and enteral nutrition products” means any liquid or solid formulation of
formula and enteral nutrition products for covered individuals requiring treatment for aninherited
metabolic disorder and for which the coveredindividual ‘s physicianhas issued a written order stating that
the formula or enteral nutrition productis medically necessary and has been proven effectiveas a treatment
regimen forthe covered individual and that the formula or enteral nutrition product is a critical source of
nutrition as certified by the physician by diagnosis. The medically necessaryformula or enteral products do
not need to be the covered individual’s primary source of nutrition.

“Inherited metabolic disorder’” means an inherited enzymatic disorder causedby single gene defects
involved in the metabolism ofamino, organic, or fatty acids.

Covered Services:

Apply to partial or exclusive feedingby means of oralintake, onénteral feeding by tube;
Include medical equipment, supplies, and services toddminister formula or enteral nutrition
products;

. Apply when formula and enteral nutrition productsare (i) furnished pursuant to the prescription or
orderofa physician or other health care professional qualified to make such prescription or order for
the managementof an inheritedmetabolic disorderand (i) used under medical supervision, which
may include a home setting; and

. Do not apply to nutritionabsupplementsitakenelectively.

We will apply thesame costsharing asgve dofor other medicines Covered under the Plan.

MEDICATIONS ADMINISTERED BY A MEDICAL PROVIDER

We cover prescription medications ordered and administered by Your Provideras part ofa doctor’s visit,
home health carevisit or at@moutpatient facility. This includes for example drugs for infusion therapy,
chemotherapy, Specialty Drugs, blood products and office-based injectables that mustbe administered by a
Provider. Supplies, needles and syringes required for administration or infusion of medications
administered by Your Providerare also Covered Services. Medications administered at an Inpatient facility
or duringan Emergency Room Visit as needed for your medical condition are also Covered Services under
the Plan’s Inpatientand Emergency Services benefits.

Drugs that Youpick upataretail pharmacy orreceive from the Plan’s mail order benefit or specialty
pharmacy are Coveredunder the Plan’s Outpatient Prescription Drugs Benefit.

MENTAL HEALTH AND SUBSTANCE USE DISORDERS.

Pre-Authorization is Required for all Inpatient Services, Partial Hospitalization Services, Intensive
Outpatient Program (IOP), Electro-Convulsive Therapy, and Transcranial Magnetic Stimulation
(TMS).
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Inpatient, Emergency, and outpatient mental health services and substanceuse disorder services are

covered onparity with themedical and surgical benefits covered under the Plan in accordance with the
Mental Health Parity and Addiction Equity Act of2008 (P.L. 110-343).

The following definitions apply to this section:

"Alcoholor Drug Rehabilitation Facility" means a facility in which a state-approved program for the
treatmentof alcoholism ordrugaddictionis provided. The facility shall be either (i) licensed by the State
Board ofHealth pursuant to Chapter 5 (§ 32.1-123 et seq.) of Title 32.1 orby the Department of Behavioral
Healthand Developmental Services pursuant to Article 2 (§ 37.2-403 et seq.) of Chapter4 of Title 37.2 or
(ii) a state agency or institution.

"Inpatient Treatment" means mental health or substance abuse services delivered on a 24-hour perday
basis in a hospital, alcohol or drugrehabilitation facility, an intermediate care facility oran inpatient unit of
a mental health treatment center.

"Intermediate Care Facility" means a licensed, residential public or private facility that isnot a hospitaland
that is operated primarily for the purpose of providinga continuous, structured 24-houbper day, state-
approved program of inpatient substance abuse services.

"Medication Management Visit" means a visit no more than 20minutes in length with a licensed physician
or otherlicensed health care provider with prescriptiveduthority forthe sole purpose of monitoring and
adjustingmedications prescribed for mental health of substance abusetieatment.

"Mental Health Services" or "Mental Health Benefits"mean§ benefits with respect to items or services for
mental health conditions as defined by the Plan{ Any condition defined by thePlan asbeingorasnotbeing
a mental health condition shallbe defined to be consistent with generally recognized independent standards
of current medical practice.

"Mental Health Treatment Center" means a treatmentfacility organized to provide care and treatment for
mentalillness through multiple miedalities ortéchniques pursuantto a written planapproved and monitored
by a physician, clinical psychologist, orapsychelogist licensed to practice in this Commonwealth. The
facility shallbe (i) licensed by the Commonwealth, (i) funded or eligible for fundingunder federal or state
law, or (iii) affiliated with'athospitalindera contractual agreement with anestablished system for patient
referral.

"Outpatient Treatment" means mental health or substance abuse treatment services rendered to a person as
an individualorpart ofa greupWwhile not confinedas an inpatient. Such treatmentshallalso include
services delivered through a partial hospitalization or intensive outpatient program as defined herein.

"Partial Hospitalization" means a licensed or approved day or evening treatment program that includes the
major diagnostic, medical, psychiatric and psychosocial rehabilita tion treatment modalities designed for
patients with mental, emotional, ornervous disorders, and alcohol or other drug dependence whorequire
coordinated, intensive, comprehensive and multi-disciplinary treatment. Such a program shallprovide
treatmentovera period of six or more continuous hours per day to individuals or groups of individuals who
arenot admittedas inpatients. Such term shallalso include intensive outpatient programs for the treatment
of alcoholorother drugdependence which provide treatmentovera period of three or more continuous
hours perdayto individuals or groups of individuals who are not admitted as inpatients.

"Substance Abuse Services" or "Substance Use Disorder Benefits" means benefits with respect to items or
services for substance use disorders as defined underthe Plan. Any disorder defined bythe Planasbeing
orasnotbeinga substanceuse disorder shallbe defined tobe consistent with generally recognized
independentstandards of current medical practice.
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"Treatment" means services including dia gnostic evaluation, medical, psychiatric and psychological care,
and psychotherapy formental, emotional ornervous disorders or alcohol or other drug dependence
rendered by a hospital, alcohol or drugrehabilitation facility, intermediate care facility, mental health
treatmentcenter, a physician, psychologist, clinical psychologist, licensed clinical social worker, licensed
professional counselor, licensed substance abuse treatment practitioner, licensed marriage and family
therapist or clinicalnurse specialist. Treatment forphysiological or psychological dependence onalcohol
or otherdrugs shallalso include the services of counselingandrehabilitation as well as services rendered
by a statecertified alcoholism, drug, or substance abuse counselor or substance abuse counseling assistant,
limited to the scopeof practice set forthin § 54.1-3507.1 or 54.1-3507.2, respectively, employedby a
facility or program licensed to provide such treatment.

Employee Assistance Visits.

Services include short-term counseling by licensed mental health providers and referral services 24 hours a
day,sevendays a week for employees and their inmediate family members@nd household members who
are experiencing personal problems of such a level that theirability to work and functionis, or maybe,
impaired.

Using employee assistance visits will not reduce covered mental health benefits.

Non-emergency appointments are scheduled within 72 hours a ftenthe personcalls. Wheneverpossible,
appointments are scheduledto meetthe person’s time afid locationtequests. For more information orto
schedule an appointment, call (800) 899-8174 0r363-6777.

ORAL SURGERY.
Pre-Authorizationis Required.
We coverthe following;

» Surgical procedures required totepair accidental injuries to thejaws, mouth, lips, tongue orhard
and soft palates;

» Treatmentof fractures of the facialbones;

» Excision in¢luding diagnostic.biopsy of malignant and/or symptomatic tumors and cysts ofthe
jaws, gums,cheeks, lips,tongue, hard and soft palates, and salivary glands;

» Orthognathic surgical procedures such as osteotomy or other reconstruction of the jaws and/or
facialbones (whetnassociated with severemalocclusion) thatare necessary to restore and maintain
function;and

» Coverage fornecessary careand treatment of medically diagnosed congenital defects and birth
abnormalities. Inpatient and outpatientdental, oral surgical and orthodontic services which are
Medically Necessary forthetreatment of medically diagnosed cleft lip, cleft palate or ectodermal
dysplasia willbe covered.

Members may choose to receive care from Non-Plan Providers including dentists or oral surgeons. The
Non-Plan Provider may balance billthe Member for charges in excess of the Plan’s fee schedule.

OTHER OUTPATIENT THERAPY SERVICES

Includes Chemotherapy, Radiation Therapy, IV Infusion Therapy, and Respiratory/Inhalation
Therapy

Pre-Authorization is required for Chemotherapy and Chemotherapy Drugs, and Radiation Therapy
services.
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Services are covered when administered as part ofa doctor’s office orhome health care visit,oratan
inpatient or outpatient facility for treatment of an illness. Covered Services include the following therapy
or services when Medically Necessary, prescribed by a physicianand performed by a provider properly
licensed or certified to provide the therapy services:

» Radiation Therapyis treatment ofanillness by x-ray, radium, orradioactiveisotopes. Covered
Services include treatment (teletherapy, brachytherapy and intraoperative radiation, photon or high
energy particle sources), materials and supplies needed, administration, treatment planning, and
certain other covered services.

» Respiratory/Inhalation Therapyincludes theuse of dry ormoist gases in the lungs, non-
pressurized inhalation treatment; intermittent positive pressure breathing treatment; air or oxygen,
with or without nebulized medication; continuous positive pressure ventilation (CPAP);
continuous negative pressure ventilation (CNP); chest percussion; therapeutic use of medical gases
or drugs in the form of aerosols, and equipment such asresuscitatefs, oxygen tents, and incentive
spirometers; bronco pulmonary drainage and breathing exercises.

» Chemotherapy includestreatment ofanillness by chemical of biological antineoplastic a gents.
The criteria for establishing cost sharingapplicable to orally admindstered cafieer chemotherapy
drugs and cancer chemotherapy drugs that are administered intravenously©r by injection willbe
consistently applied within the same plan.

» 1V Infusion Therapy includes nursing, durable medicalequipmentand drug services that are
delivered and administered to you through andiV."Also includes Total Parenteral Nutrition (TPN),
enteralnutrition therpy, antibiotic therapyspain care and chemotherapy. May include injections
(intra-muscular, subcutaneous, continuous subcutafieous). See also INFUSION SERVICES.

» Vascular Rehabilitation.

» Vestibular Rehabilitation.

PPACA RECOMMENDED PREVENTIVE CARE SERVICES.

Please use the following link fofa'cemplete listof covered preventive care services:
https://www.healthcare.gov/what-are-my=pseventive-care-benefits/

In addition to the PreventiveCare Services described in this Chapter of the EOC, We will coverpreventive
services accordingto PPAC Afederalhealth carereform laws and further defined underrelated federal
regulations with no Membercostsharing if services are received from In-Network Plan Providers
accordingto the following:

1. Evidence-baseditems orservices thathave in effecta ratingof ‘A’ or ‘B’ in the current
recommendations of the United States Preventive Services Task Force; and

2. Immunizations that have in effecta recommendation from the Advisory Committee on
Immunization Practicesof the Centers for Disease Controland Prevention with respect to the
individualinvolved;and

3. Withrespect to infants, children, andadolescents, evidence-informed preventive care and
screenings provided for in the comprehensive guidelines supported by the Health Resources and
Services Administration; and

4. Withrespect to women, such additional preventive careand screenings not described in item (1) as
provided for in comprehensive guidelines supported by the Health Resources and Services
Administration for purposes of this paragraphincluding:

e Breastfeeding support, supplies, and counseling in conjunction with each birth
including: comprehensive lactation support and counseling from trained providers during
pregnancy and/orin the postpartum period, and costs forrenting breastfeeding equipment.
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e Contraceptive Methods and Counseling including: Food and Drug Administration-
approved contraceptive methods, sterilization procedures, and patienteducationand
counseling forall women with reproductive capacity. This doesnot include abortifacient
drugs.

e Screening and Counseling for domestic and interpersonal violence including: annual
screeningand counseling forallwomen.

e Gestationaldiabetes including: screening for womenbetween 24 and 28 weeks pregnant,
and atthe first prenatal visit for pregnant women identified tobe athigh risk for diabetes.

e HumanImmunodeficiency Virus (HIV) including: annual screeningand counseling for
sexually active women.

e Human Papillomavirus (HPV) DNA Testincluding: high risk HPV DNA testingevery
three years for women with normal cytology results whoare 30 orolder.

e Sexually Transmitted Infections (STI) including: annual counseling for sexually active
women.

e  Well-woman visits to obtain recommended preventive servi¢es for women. Visits will be
provided at least annually. Additional visits are covered if neededdo obtain all
recommended preventive services

5. Additional breast cancer screening, mammography, and preventionaecofding to recommendations
of'the United States Preventive Service Task Force.

PHYSICIAN SERVICES.

All Pre-Authorization and Referral Requirements Apply Depending on the Type and Placeof
Service.

We coverthe physician services listed below:

Surgical, home, Hospital,and office wisits, for dia gnosis and treatmentof an injury or Illness;
Coveredpreventive care andpreventiveéscreenings;

Professional services received whiléYou are receiving covered services in an Inpatient Hospital,
Skilled NursingFacility, Em€rgency Department; ambulatory surgery, or other outpatient facility;
Specialist cafe and consultations;

A second opmionfromaPlanProvider;

A second opmionfrom aNon-Plan Provider only if a Plan Provideris unavailable;

Virtual Consults whengprovided by an Optima Health approved provider;

Maternity careandrelated checkups; and

Annualschooland sports physicals.

VVVVVYV VVY

PRESCRIPTION INSULIN DRUG COST SHARING

A Member’s cost sharing payment fora covered prescriptioninsulin drug will not exceed $50 per 30-day
supply perprescription, regardless of theamount or type of insulin needed to fill each prescription.

“Cost-sharing payment” means the totalamount a Covered Personis required to payatthe point ofsale in
orderto receive a prescription drugthat is covered under the Covered Person’s health plan.

“Prescription insulin drug” means a prescription drugthatcontains insulin and is used to treat diabetes.
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PREVENTIVE CARE SERVICES AND SCREENINGS.

Annual Physicals.

We coverone routine physical exam each year. Coverage also includes annual school and sports physicals.
Annual Gynecological (GYN) Exams.

We coverone routine annual GYN exam every 12 months for females 13 years orolder. You must see a
Plan provider. Youdonotneeda referral froma PCP. We coverroutine Medically Necessary services for
the care of, orrelated to the female reproductive system and breasts that aredone during orrelated to the
annual visit.

All of Our Pre-Authorization requirements apply forany additional services.

Infertility services are not consideredroutine. Services related to high risk OB aze not considered routine.

Screening Mammograms.

We coverone screening mammogram for Members betweenthe ages of35 to39. We covera screening
mammogram each year for Members age 40 and over.

Pap Smears.

We coverannual Pap smears including coverage for annual testing performed by any FDA approved
gynecologic cytology screening technologies.

Prostate Screening Tests (PSA).

We coverone PSAtestin a 12-mionthperiod and digital rectal examinations for persons overage 50 and
persons overage 40 whoare at high risk fosprostate cancer.

Colorectal Cancer Screening.

We cover colorectal caneerscreening.” Services are covered in accordance with mostrecently published
recommendations established by the American College of Gastroenterology, in consultation with the
American Cancer Societysforthe ages, family histories, and frequencies referenced in the
recommendations including:

» Anannualoccult bloodtest;
» Flexible sigmoidoscopy or colonoscopy;and
> Radiologic imaging in appropriate circumstances.

Routine Hearing Tests.
We coverone annual routine hearing test.
Well Child Care.

We coverroutine care and periodic review of a child’s physical and emotional status. Coveredservices
include:
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A history, complete physical examination, development assessment, anticipatory guidance,
appropriate immunizations, and laboratory tests in keeping with prevailing medical standards;
Benefits willbe provided at approximately birth, 2 months, 4 months, 6 months, 9 months, 12
months, 15 months, 18 months, 2 years, 3 years, 4 years, 5 years, and 6 years; and

Well-baby services which are rendered duringa periodic review willbe covered to theextent that
such services are provided by orunder the supervision of a single Physicianduring the course of
one officevisit.

Immunizations for Newborn Children from Birth to Age 36 Months.

We coverimmunizations for each child from birth to thirty-six months ofage including:

VVVVVVYVYVY

Immunizations for older Children and Adolescex

Diphtheria;
Pertussis;
Tetanus;
Polio;
Hepatitis B;
Measles;
Mumps;
Rubella;and

Other Immunizations Prescribed By The Commissi Health

We coverthe following immunizations accordi t for Disease Control (CDC) recommendations:

VVVVVVVVVVVVVY

Tetanus;

Diphtheria;

Pertussis;

Human Papillomaviru
Meningococcal;
Influenza;

Pneumoco

Hepatitis A}

Hepatitis B
Inactivated poliovirus;
Measles;

Mumps;

Rubella;and
Varicella

PREVENTIVE VISION CARE SERVICES.

In-Network Coverage.

We contract with VSP Vision Care to administer preventive vision benefits. We covera routine eye
examination, refraction, and prescription for eyeglass lenses from an VSP Vision Care provider.

To receive Covered Services:

1. Selectaparticipating VSP Vision Care network provider from the Plan's provider directory

orby 1-800-877-7195. Automated location information is available 24 hours a day.
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Customer service representatives are available Saturday 9 a.m.—8 p.m.
2. Visit or callthe participating provider and identify yourself as a participantby providing Your

Member ID information. The provider will verify eligibility, YourPlan's Covered Services and
any applicable Copaymentor Coinsurance. Payment is due when Youreceiveservices.

3. Ifthevision provider determines that Youneedadditional medical care You should contact Your
PCP or other physician for treatment options.

Out-of-Network Coverage.

If Youusea providerthat isnot in the VSP Vision Care network foranexamination Youmust paythe
providerin fullwhen Youreceive services. Only the eye examinationis coveredas listed on Your Face
Sheet orschedule ofbenefits. Forreimbursement call VSP Vision Care Customer Service at
1-800-877-7195. VSP Vision Care will verify eligibility and give You a claim form. Mailthe completed
form with a copy of Yourbillto:

Vision Service Plan

Attn: Claim Services

PO Box 385018
Birmingham, AL 35238-5018

PROSTHETIC COMPONENTS AND DEVIEES.
Pre-Authorization is Required for All Services.

Services include coverage formedically necessatryprosthetic devices. This also includes repair,
fitting, replacement, and components.

Definitions:

"Component" means the materials andequipmentneeded to ensure the comfortand functioningofa
prosthetic device.

"Limb" means anarmg@ hand, a leg;a foot, oranyportionof anam, a hand, a leg, ora foot.

"Prosthetic device" meansan artificial device to replace, in whole orin part,a limb. Prosthetic device
coverage does notmean orinclude repairandreplacement due to enrollee neglect, misuse, orabuse.
Coverage alsodoes notmeaior include prosthetic devices designed primarily foranathletic purpose.

RECONSTRUCTIVE BREAST SURGERY.
Pre-Authorization is Required.

Coverage under this section will be in a manner determined in consultation with the attending Physician
and the Member. ForMembers who havehad a mastectomy We will cover:
» Reconstruction ofthe breast on which themastectomy has been performed;
» Surgery and reconstruction oftheunaffected breastto produce a symmetrical appearance; and
» Prosthesesand physical complications of all stages of mastectomy, including lymphedema.

Page47
To be Covered all services must be Medically Necessary and listed asa Covered Service.
See Your Face Sheet for Deductibles, Copayments or Coinsurance You must pay out-of-pocket.
Call Member Services if You have any questions.



Section 6
What is Covered

SKILLED NURSING SERVICES.
Pre-Authorization is Required.

We covercare given in a licensed Skilled Nursing Facility. The care mustbe ordered by a Physician. We
cover semi-privateroom and board charges and other facility services and supply charges. See YourFace
Sheet for the maximum number of days peryear. Custodial Careisnot covered.

SMOKING AND TOBACCO CESSATION.

The plan includes coverage of smoking and tobacco cessation counseling according to United States
Preventive Task Force Guidelines under “PPACA Recommended Preventive Care Services”.

Covered Foodand Drug Administration (FDA) cessation medications (including both prescription and
over-the-counter medications) are covered under the Plan’s approved tobaéeo prescription drug benefits
limited to two 90-day treatment regimens per calendar/contract year whén prescribed by a health care
provider. Generic medications willbe covered with no Member out-of-pocket cost sharing.

TELEMEDICINE SERVICES.

Telemedicine services, as it pertains to thedelivery of hedltheareservices dneans theuse of electronic
technology ormedia, including interactive audio or video, forthe purpeseof diagnosing or treatinga
patient, providing remote patient monitoring servicés,or consulting with other health care providers
regardinga patient's diagnosis or treatment, regatdless of the originating site and whether the patient is
accompanied by a health care provider at the timesuch services are provided. Telemedicine services does
not include anaudio-only telephone, electronic mail message,facsimile transmission, or online
questionnaire. We will not excludea sérvicefor coveragesolely because theservice is provided through
telemedicine services and is not provided throughiface-to-face consultation or contactbetween a health care
providerand a patient for services,appropriately provided through telemedicine services.

Remote patientmonitoring services means theidelivery ofhomehealth services using telecommunications
technology to enhance theideliveryof homehealth care, including monitoring of clinical patient data such
as weight, blood pressure, pulse, pulse oximetry, blood glucose, and other condition-specific data;
medication adherencemonitormgyand interactive video conferencing with or withoutdigitalimage upload.

We do not covertechnicalfeesorcosts that result from the treating or consulting provider’s provision of
telemedicine services. Yourout-of-pocket Deductible, Copayment, or Coinsurance amounts will not
exceed the Deductible, Copayment or Coinsuranceamount Youwould have paid if the sameservices were
provided through face-to-face dia gnosis, consultation, or treatment. Covered Services will include the use
of telemedicine technologies as it pertains to Medically Necessary remote patient monitoring services to the
fullextent that these services are available.

THERAPY AND REHABILITATION SERVICES.
Pre-Authorization is Required.

We coverthe followingtherapy and rehabilitation services:
Physicaltherapy;

Occupational therapy;

Speech therapy;
Cardiac rehabilitation;

YVVY
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» Pulmonary rehabilitation;
» Vascularrehabilitation; and
» Vestibularrehabilitation.

See Your Face Sheet for benefit limits. All services must be Medically Necessary and done by a provider
licensed to do the services.

We coverphysical therapy only to theextent of restorationto thelevel of the pre-trauma, pre-Illness, or
pre-conditionlevel.

We coveroccupational therapy services which assist the Member to restore self-care and improve
functionality in activities of daily living,

We coverspeechtherapythat is Medically Necessary to correctanorganic impairment of organic origin
dueto accident orIllness. We coverspeech therapy following surgery to cetrecta congenital defect.
Speech therapy is covered only to the extentof restorationto the level ofthe pre-trauma, pre-Illness, or pre-
conditionspeech function. We do not coverany therapy services related to deyelopmental delay except for
covered Early Interventionservices.

All therapy and rehabilitation services mustbe provided by a®Physician, or by-adicensed or certified
physical, occupational or speech therapist. We covertherapy andsehabilitation services furnished toa
Member on anoutpatientor inpatient basis according te‘a speeific writtendreatment plan that:

1. Detailsthe treatmentto be rendered, itsfrequency, duration, and goals; and
2. Provides forongoingreview.

TRANSPLANT SERVICES.
Pre-Authorization is Required.
All transplantservices will be covered ateontracted Plan facilities only.

We cover Medically Necessary human organand tissue transplants for members who meet Medical
Necessity criteria establishedbysthe Plan. We do not covertransplants that are experimental. We coverthe
following transplants;

Kidney;

Heart;

Cornea;

Liver;

Lung;

Heart-lung;

Kidney-pancreas;

Heart-kidney;

Other combination transplants;

Bone marrow transplants for leukemia, hodgkin’s disease, non-hodgkin’s lymphoma, severe
combined immunodeficiency disease, aplastic anemia and wiskott-aldrich syndrome; and
Dose-intensive chemotherapy/autologous bone marrow transplants or stem cell transplants for the
treatmentof breast cancer.

YV VYVVVVVVYYVYVY

At the discretion of the Plan, this list maybe amended to include coverage of additional transplants in
accordance with accepted medical and community standards.
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Donor Searches

Donorsearch charges will be covered as routine diagnostic tests. The donor search request will be reviewed
forMedical Necessity and may be approved. However, suchanapproval for donor searches is NOT an
approval forthe later transplant. A separate Medical Necessity decision willbe needed for the transplant.

Organ Donor Benefits

When boththe person donatingtheorganandthe personreceiving the organ are covered Optima Health
Members each will get benefits under their Plan.

When the person receiving the organis Our covered Member, but the person donating the organ is not,
benefits under this Plan are limited to benefits notavailable to the donor from any other sourceincluding
but not limited to other insurance, grants, foundations, and government programs. Medically Necessary
charges, not covered by any other source, for gettingan organ froma live déror, including complications
from the donor procedure forup tosix weeks from thedate of procurement, are covered under this Plan.

If Ourcovered Member is donatingthe organto someone who isnot a covered Member benefits are not
available andnot Coveredunder this Plan.

TRAVEL EXPENSES

Fororgan andtissue transplants listed as a CoveredService under YourPlan We may coverthe cost of
reasonable and necessary travel and lodging costs if Wehave Pre-Authorized thecosts and You need to
travelmorethan 50 miles from your hometo reachithe Hospital where the authorized transplant procedure
will be done. For Members receivinga covered transplant, otfor the donor when both the donorand
recipient are Members, benefits are limitédto travelcoststo and from the facility and lodging for the
patientand one companion or two companionsif.thepatientis a minor. You must provide Us with
itemized receipts foralltravel and lodging costs and We will determine if Your expenses are covered.
Nothingin this statement shall prevénta Member from appealing Optima Health’s decision. Covered
Services will not include Child care; rentalears, buses, taxis or other transportation not approved in
advance by Us; frequent flyer miles,ofany othertravelservices not related to the transplant.

We will notpay or reimburse You,for any othertravel expenses unless We have approved them in
advance as a CoveredService.

VIRTUAL CONSULTS.

Virtual Consults will be covered when furnished by providers who are approved by Optima Health to
provide services.

Virtual Consult means a medical consult usinga secure platform (as determined by Optima Health in its
sole discretion) with interactive video, andtelephone to connect a providerand a patient.

Virtual Consult services do not include electronic mail message, facsimile transmission or online
questionnaire.
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OUTPATIENT PRESCRIPTION DRUG COVERAGE

Your Plan Formulary

This Plan hasanopen formulary. Please use the following link to see a list of drugs on the open formulary:
www.optimahealth.com. You canalso call Member Services at thenumber on Your Optima Health ID
Card to find out if a drugis on Our formulary.

You canalsocallMember Servicesat the number on Your Optima Health ID Card to find ourif a drugis
on Our formulary.

Choosing a Pharmacy to Fill Your Prescription

All drugs must be FDA approvedand You musthave a prescription. You will need to pay Your Copayment
or Coinsurance when You fill your prescription at the pharmacy. If Your Planhas a Deductible Youmust
meet thatamount before Your Coverage begins. Yourdrug Coverage has specifie Exclusions and
Limitations listed in Section 7.

Retail Pharmacy

You can fill Yourprescriptionat a Plan retail pharmacy . Your patticipatingfietwork of retail phamacies
include bothnational, chain andlocal, independent pharmacies.

Mail Order Pharmacy Benefit
Most outpatient prescription drugs are available through the Plan’s Mail Order Provider. This does

not include Specialty Drugs. You mays€all Express Scripts at 1-888-899-2653 to findout if a drugis
available.

Specialty Pharmacy

Specialty Drugs are available through@n OptimaHealth Specialty mail order pharmacy including Proprium
Pharmacyat1-855-553-3568. Specialty Drugs can bedeliveredto Yourhome address from a Specialty
mail order pharmacy. I[f Youh@vea questionorneed to find out if Yourdrugis considereda Specialty
Drug please callMemberServices atthe number on Your Optima Health ID Card. You can also logonto
optimahealth.com fora list of Spécialty Drugs ora list of Optima specialty pharmacy providers.

Non-Plan Out of Network Pharmacies

Youmayuse a Non-Plan Out-of-Network Pharmacy, including a specialty pharmacy, or its intermediary
that has previously notified the Planorits Pharmacy Benefit Manager of its a greement to accept
reimbursement for its services atrates applicable to Our In-Network pharmacies including accepting Your
applicable Copayment, Coinsurance and/or Deductible (if any) amounts as paymentin fullto the same
extent as Coverage for outpatient prescription drug services provided to Youby anIn-Network provider.
This provision will not apply to any pharmacy which does notexecute a participating pharmacy a greement
with the Plan orits Pharmacy Benefit Manager within thirty days of being requested to do so in writing by
the Plan orits Pharmacy Benefit Manger unless and until the pharmacy executes and delivers the
agreement.
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Pharmacy and Therapeutics Committee

Our formulary is a list of FDA-approved medications that We cover. At its sole discretion, the Optima
Health Pharmacy and Therapeutics Committee reviews medications for placement onto the formulary. The
Plan’s Pharmacy and Therapeutics Committee is composed of Physicians and pharmacists. Foralldrugs,
includingnew drugs, the committee looks at the medical literature and then evaluates whetherto add or
remove adrug from the formulary. Efficacy, safety, cost, and overall disease cost are factors thatare taken
into consideration.

Pharmacy Tiers and Determining Your CostSharing

The formulary covers drugs on the Tiers defined below. You will pay Your Copayment or Coinsurance
dependingon which Tier Your Drugis in.

. Preferred Generic (Tier 1) includes commonly prescribed GenericdDrugs. Other drugs may be
included in Tier 1 if the Plan recognizes they show documented long-term decreases in Illness.

o Preferred Brand & Other Generic(Tier 2) includes brand-name drugs and some Generic Drugs
with higher costs than Tier 1 generics thatare considered by the Planto be stafidard therapy.

. Non-Preferred Brand (Tier 3) includes brand name drugs not included by'the Plan on Tier 1 or
Tier 2. These may include single source brand name diugs thatdo not have a generic equivalentora
therapeutic equivalent. Drugs on this tiermay be higher n ¢ost than gquivalent drugs, or drugs
determinedto be no more effectivethan equivalént drugs onlowertiers.

. Specialty Drugs (Tier 4) includes those drugs classified by the Planas Specialty Drugs. Tier 4 also
includes therapeutic biological products, Specialty Drugs ha ve unique uses and are generally
prescribed for people with complex or ongoing medical conditions. Specialty Drugs typically
require special dosing, administration, and'additionaleducation and support from a health care
professional. Specialty Drugs include the following:

Medications that treatcertain patient populations including those with rare diseases;
Medications thattequire close.medical and pharmacy managementand monitoring;
Medications thatrequir@specialhandling and/or storage;

Medications derivedfrom biotechnology and/or blood derived drugs or smallmolecules;
Medi€ations that ¢an be delivered via injection, infusion, inhalation, or oral
administration;

Medieations subjectto restricted distribution by the U.S. Food and Drug Administration;
Medications that require special handling, provider coordination, or patient education that
cannotb@provided by aretail pharmacy.

O O O 0O

O O

Tier 4 also includes covered compound prescription medications.
Compound Medications

A compound prescription medication is used to meetthe needs of a specific individualand must have at
least one ingredient requiringa Physician’s authorization by State or Federal Law. Compound prescriptions
can usually be filled at Yourlocal phamacy.

Medications Requiring Pre-Authorization

The Plan uses a number oftools to determineif Yourdrugshould becovered. Optima Healthmay limit the
amount of some drugs You receive. Some drugs require Pre-Authorization to make sure properuse and
guidelines are followed. Your Physician is responsible for Pre-Authorization. We will notify You and Your
Physician of Our decision. If Pre-Authorization is denied You have theright to file an appeal. Please see
Section 5 on Pre-Authorizationand Section 13 on filingan internal or external appeal.
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Step Therapyv Protocols and Exception Requests

Forsome prescription drugs, Optima Health has established step therapy protocols. A Step Therapy
Protocolmeans a protocol setting the sequence in which prescription drugs aredetermined medically
appropriate fora specified medical condition fora particular Member, and covered under the Plan.

Optima Healthhas a process in placeto review requests for an exceptionto our step therapy requirements.
Our determination will be based on a review of the Member’s or prescribing Provider’s request, supporting
rationale and documentation for an exception.

A step therapy exception request may be granted if the prescription drugis covered under the Member’s
current health Plan; and the prescribing Provider’s submitted justificationand supporting clinical
documentationare determined to support the prescribing Provider’s statement that:

. The required prescriptiondrugis contraindicated;

. The required drugwould be ineffectivebased on the known clinical characteristics of the patientand
the known characteristics of the prescription drugregimen;

. The patient has tried the step therapy-required prescription drug whileunder their currentora
previous health benefit plan, and such prescriptiondrug was discontinued die to lack of efficacy or
effectiveness, diminished effect, oranadverse event; or

o The patient is currently receiving a positive therapeutic outeome on afprescription drug
recommended by his Provider for the medical condition underconsideration while on a currentor
the immediately preceding health benefit plafi.

Optima Health will respondto a step therapy exeeption request within 72 hours of receipt, including hours
on weekends. We will confirm that the requestisapproved,denied, or requires supplementation or
additionalinformation. In cases where exigent circumstances exist, We will respond with Our decision
within 24 hours of receipt, including hours oniweekends. A Member may appeal any step therapy exception
request denialunder the Plan’s existing appeal procedures.

Quantity Limits

Quantity limits are drug-specific andlimit the amount of certain drugs thatcan be dispensed duringa
specified period of time. Theselimits are based on FDA guidelines, clinicalliterature, and manufacturer’s
instructions. Your physieiancanrequestan exception to the quantity limit.

Refills

YourPlan has refill limitations. In most cases Youmust use 75% of Your medication based on the day
supply of Your prescription before Youcan get a refill. There are several ways to refill Your prescription.
In most cases contact the retail, mail order, or specialty pharmacy where You originally filled Your
prescription andrequesta refill. Sometimes Your doctor will prescribe a set amount ofrefills for Your
prescription. If You have run out ofrefills You will need a new prescription from Yourdoctor. In some
cases Yourpharmacist maybe able to call Your doctorto get more refills for You.

Prescription Cancer Drugs

Benefits willnot be denied forany drug prescribed, on an inpatient or outpatient basis, for the treatment of
cancerthat is approved by the United States Food and Drug Administration for the following reasons:

o Forat least one indicationandthe drugis recognized for treatment of the covered indication in one
of the standard reference compendia or in substantially accepted peer-reviewed medical litera ture.
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o On the basis that thedrughasnotbeen approved by the United States Foodand Drug
Administration forthe treatmentof a specific type of cancer for which the drughas been prescribed,
provided the drughas been recognized as safeand effective for treatment of that specific typeof
cancerin any ofthe standard reference compendia.

. Foruse in the treatment of cancer pain for the reason thatthe dosage is in excess of the
recommended dosage ofthe pain relieving agent, if the prescription has been prescribed fora person
with intractable cancer pain.

Flu Shots and Other Covered Vaccines

We cover flu shots and other vaccines listed on the formulary, including administration at authorized
pharmacies.

Special Food Products or Supplements

We coverspecial food products or supplements when prescribed by a Dector and Medically Necessary.
Nutritional formulas and dietary supplements that areavailable over thecountérand do not require a
written prescriptionare not Covered Services.

Self-Administered Injectable Drugs

We coverself-administered injectable drugs and relatedsupplies andequipmentthat You pick up ata retail
pharmacy orreceive from the Plan’s mail order bengfit or specialty pharmacy. These are drugs that donot
need administration or monitoring by a Providerin anofficé or facility. Prescription medications and
supplies ordered and administered by Your Provider as part of a doctor’s visit, home health care visit orat
an outpatient or inpatient facility are Covered Setviees undethe Plan’s medical benefits.

Diabetic Insulin, Testing Supplies, Equipment, and Education

Covered Services include the following. Member cost sharing is shown on the Schedule of Benefits.

Self-injected insulin and relatedsupplies for insulin administration including syringes;

Diabetic testingsupplies includinghomeblood glucose monitors, teststrips, lancets, lancet devices,
and control sglution. Members can pick up supplies at any network pharmacy. LifeScan products
will be the prefemred brand. However, the Planreserves the right to change or add additional
preferred brands.

o In-person outpatientself~-managementtraining and education, including medical nutrition therapy,
forthe treatment of insulin-dependent diabetes, insulin-using diabetes, gestational diabetes and
noninsulin-using diabetes if prescribed by a health care professional legally authorized to prescribe
such itemsunderlaw may be receivedata Plan Pharmacy authorized to providethese services.
Contact Your pharmacyto see if they are certified to perform these services. Members may call 1-
800-SENTARA foradditional information on educational classes.

Services, equipmentand supplies for Diabetes Care Management other than thoselisted in this section are
covered under the Plan’s medical benefit.

Women’s Contraceptives

Covered Services under the pharmacy benefit include FDA approved contraceptive drugs, injectables,
patches, rings and devices such as diaphragms for women. This does not include abortifacient drugs. A
twelve month supply of hormonal contraceptives is available at one timeif Members pay all applicable cost
sharing.
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“Hormonal contraceptive” means a medication taken to preventpregnancy by means of ingestion of
hormones, including medications containing estrogen or progesterone, that is self-administered, requires a
prescription, andis approved by the U.S. Food and Drug Administration for such purpose.

Requests for Coverage of Drugs or Medications notIncluded on the Plan’s Formulary

We considerthese types of requests to be standard exception requests. Please note that this exception
process only applies to drugs notincluded onthe formulary. If You have been denied Coverage fora drug
included on the fomulary, You have theright to a fulland fairappeal of Our decisionand should follow
the Plan’s appeal process described later in the Evidenceof Coverage.

The Plan makes available to Members, Providers and pharmacists the complete, current drug formulary and
any updates We make to the formulary. The formulary list includes a list of the prescription drugs on the
formulary by major therapeutic category and specifies whether a particular prescription drugis preferred
overotherdrugs. We will provide to eachaffected individual health benefitPlan policyholder or Contract
Holdernot less than 30 days prior written notice ofa modification to a fefmulary thatresults in the
movement ofa prescription drugto a tier with higher cost sharing requirements: This noticedoes not apply
to modifications that occurat the time of Coverage renewal.

Wehavea processin place to allowa Member, a designated fépresentative, theprescribing physicianor
otherprescriberto ask Us to approve Coverage ofa non-formulary, drug:

o If the formulary drugis determined by Us, a fter rea sonable investigation and consultation with the
prescribing Physician, to be an inappropriate therapyfor themedical condition of the Member; or

. When the Member has beenreceiving thespecific non-formulary prescriptiondrug for at least six
months previous to the development or revision of the.formulary and the prescribing physicianhas
determined thatthe formulary drugis an inappropriate therapy for the specific Member or that
changingdrugtherapy presents asignificanthealthtisk to the specific Member.

We will makea decision ona standard exception request and notify the Member, representative, or
physicianno later than one business day following receiptof therequest. [f therequest is approved,
Coverage of the non-formulary drug will be provided for the duration ofthe prescription including refills
and withoutadditional€ost sharingbeyond that provided for formulary prescription drugs in the Member’s
covered benefits.

Any exceptionrequest for Coverage of non-formulary drugs canbe madeby the Member, a designated
representative, the prescribingphysician or other prescriber. Requests can be made in writing,
electronically and telephonically. To request a non-formulary drug, have Your doctor send a medical
necessity form to Our pharmacy authorization department at 4456 Corporation Lane, Suite 210, Virginia
Beach,VA23462orcallUsat757-552-7540 or 1-800-229-5522.

Expedited Exception Request Based on Exigent Circumstances

Exigent circumstances exist when a Member is suffering from a health condition that may seriously
jeopardize the Member’s life, health, or ability to regain maximum function, or when a Member is
undergoinga currentcourse of treatment usinga non-formulary drug. The Plan willmake a decisionon an
expedited exception request and notify the Member, representative, or Physicianno later than 24 hours
followingreceipt of the request. If the requestis approved Coverage of thenon-formulary drug will be
provided forthe duration of the exigency and withoutadditional costsharing beyond thatprovided for
formulary prescription drugs in the Member’s covered benefits.
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External Exception Request Review

Ifthe Plan denies a standard or expedited request, We havea process in place to allow the requestto be
reviewed by anindependent review organization. Notification of a decision on an external exception
request will be given to the Member, representative, or Physicianno later than 72 hours following receipt
of the requestif the original request was a standard request. If the originalrequest was an expedited request
notification will be given no laterthan 24 hours following receiptof the request. If an external exception
request is approved, the Plan will provide Coverage for the non-formulary drug for theduration of the
prescription and withoutadditional cost sharing beyond thatprovided for formulary prescription drugs in
the Member’s covered benefits. For expedited exceptionrequests Coverage of thenon-formulary drug will
be provided forthe duration of the exigency and without additional costsharing beyond thatprovided for
formulary prescription drugs in the Member’s covered benefits.

Svynchronization of Medication

Forprescription drugs Covered under the Plan We will permit and apply@ prorated daily cost sharingrate
to prescriptions thatare dispensed by an In-Network pharmacy for a partial supply if the prescribing
Providerorthe pharmacist determines the fill or refill to be in the best interestof the Miember, and the
Memberrequests oragrees to a partial supply forthepurpose of synchronizing thedMember’s medications.
Proration willnot occur more frequently thanannually.

The Plan will not deny Coverage for the dispensing of afmedication by andn-Network pharmacy on the
basis that thedispensing is fora partial supply if theprescribing providéror the pharmacist determines the
fill orrefill is in the best interest oftheenrollee and theenrollee requests oragrees to a partial supply for
the purpose of synchronizing the Member’s medications,

Lostor Stolen Medication

Pre-Authorizationis required.

Yourapplicable Copayment, Coinsuranée,and/or Deductible amounts (if any) would apply. Inthe
following circumstances, You canobtaift anadditional 30-day supply from Your pharmacist:

You’ve lost Your medication;
Yourmedicationwasstolen; or
. Yourphysician increases theamount of Your dosage.
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This chapter lists services that are notcovered. Services mean bothmedicalandbehavioral health (mental
health)services and supplies unless We specifically tell You otherwise. We do not coverany services that
arenot listed in the Covered Services sectionunless required to be covered under state or federal laws and
regulations. We do notcoverany services thatare not Medically Necessary. We sometimes give examples
of specific services that are notcovered but that does not mean thatother similar services are covered.
Some services arecovered only if We authorize them. When We say You or Your We mean Youandany
of Your family members covered underthe Plan. CallMember Services if You havequestions.

A

Abortionis covered in the first 12 weeks of pregnancy. After 12 weeks abortion is covered if the mother’s
life is atrisk, if there are major fetal abnomnalities, orin the case ofrape orincest.

Administrative Charges or fees are not Covered including charges or cost§ for:

Completion of claim or other forms;

Transfer or copy of medicalrecords orreports;
Access orconcierge fees;

Missed appointments;

Routine telephonecalls;

Otherclerical charges.

Alternative Medicine services are not Coveredincluding:

Acupuncture;

Holistic medicine

Homeopathic medicine;

Hypnosis;

Aromatherapy;

Massage and massage therapy;

Reikitherapy;

Herbal, vitamin or dietary products or therapies;
Naturopathy;

Thermography;

Orthomolecular thempy;

Contact reflex analyss;

Bioenergial synchronization technique (BEST);
Iridology-study ofthe iris;

Auditory integration therapy (AIT);

o Colonic irrigation.

Non-emergency air, ground, water, or other Ambulance transport services arenot Covered unless
authorized by Us.

Non-medical Ancillary Services are not Covered including:

Vocational rehabilitation services;
Employment counseling;

Relationship counseling forunmarried couples;
Pastoral counseling;
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J Expressive therapies;
. Health education.

General Anesthesia in a Physician’s office isnot Covered.

Autopsies are not Covered.

B

Batteries arenot Covered except foruse in:

. Motorized wheelchairs;
. Left ventricularassist device (LVAD);
. Cochlearimplants.

Biofeedback and neurofeedback therapies and related testing are not Covéred unless We authorize
services.

Birthing Center Services are Coveredat contracted facilitiesonly.
Searches for Blood Donors are not Covered.
Transportation or storage of blood isnot Covered.

Bone Densitometry Studies morethan once every two yeatsarenot Covered unless We authorize
additional services.

Bone or Joint treatment is not Covered unless Medically Necessary to restore normal function of the joint
or bone.

Botox injections are not Covered unless We haveapproved them.

Breast Augmentation (enlargement)or Breast Mastopexy (reduction) isnot Covered unless We
authorize services. Cosmetic procedures or surgery for breastenlargementorreductionare not Covered.
Procedures for correction of cosmetic physical imperfections are not Covered. Breastimplants are not
Covered. This doesnotapplyfo procedures required by State or Federal law for breastreconstruction and
symmetry following mastectomy.

BreastDuctal Lavageisnot Covered.

Breast Milk from a donorisnot Covered.

C

Chelation Therapy is not Covered except as treatment for arsenic, copper, iron, gold, mercuryorlead
poisoning.

Chiropractic Careisnota Covered Service unless Your Planincludes a rider. Chiropractic care means
diagnosis, correction, and management of vertebral subluxations or neuromusculoskeletal conditions.
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Complications of Non-Covered Services are not Covered. This includes careneeded as a direct result ofa
non-covered service when without the non-covered service, care would not havebeenneeded.

Contact Lenses are not Covered Services. Fittingoflenses oreyeglassesisnot Covered. However, the
first pairof lenses following cataract surgery including contact lens, or placement of intraocular lens or
eyeglass lens only are Covered Services.

Cosmetic Surgery and Cosmetic Procedures are not Covered. Medical, surgical, and mental health
services for, orrelated to, cosmetic surgery or cosmetic procedures arenot Covered. Emotional conflict or
distress does not cause a service or procedureto be Medically Necessary. The following are also not
Covered Services:

» Services to preserve, change orimprove how a person looks;

» Services to change thetexture orlook ofskin, the size, shapeorlook of facial or body features;

» Surgery, reconstructive surgery, or other procedures that are cosmeétic and not Medically
Necessaryto restore function or alleviate symptoms which canéffectively be treated non-
surgically;

» Any service orsupply thatis a direct result of a non-covered setvicé;

» Non-medically necessary treatmentor services resulting from complicatiofis due to cosmetic

experimental procedures;

Breast augmentation or mastopexy procedures for correction of cosmetic physical imperfections,

except as required by state or federal law regardingbreastreconstiuction and symmetry following

mastectomy;

Tattoo removal;

Keloid treatmentas a result ofthe piereing of anybody part;

Consultations or office visits for obtaining cesmetic.or experimental procedures;

Penile implants; or

Vitiligo or other cosmetic skin eondition treatments by laser, light or other methods.

A\
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Costs of Services paid for by Afiether Payorare not Covered Services. We do notcoverthe cost of
services, which are ormay be covered threugh a‘group insurance mechanism or governmental program,
such as Workers Compensation, occupationaldiseaselaws and otheremployers' liability laws. If You have
the cost of services deni€d by one ofthe above insurance programs, the Plan will only consider payment of
covered services in those caseswhere Youreceived services in accordance with the Plan's authorization
procedures. We willnot cover the'cost of services that were denied by the above insurance programs for
failure to meet administrative or filingrequirements.

Courtordered examinationsor treatments and Temporary Detention Orders (TDOs) are not Covered
Services unless they are determined to be Medically Necessaryandare listed as a Covered Serviceunder
the Plan.

Custodial Care isnota Covered Serviceincluding, but not limited to the following::

> Residential care;

» Restcures;

» Care from institutions or facilities licensed solely as residential treatment centers, intermediate
care facilities, or other non-skilled sub-acute inpatient settings; or

» Examinationorcareordered bya court oflawnot authorized by the Planto be providedata Plan
Provider.
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D

Dentistry/Oral Surgery/Dental Care.

Treatmentof naturalteethdueto disease;

Routine dental care;

Routine dental X-rays;

Dentalsupplies;

Extractionof erupted or impacted wisdom teeth except to prepare the mouth for medical services
and treatments;

Oralsurgeries or periodontal work on the hard and/or softtissue supporting the teeth to help
support structures;

Periodontal, prosthodontal, or orthodontic care;

Cosmetic services to restore appearance;

Restorative services and supplies necessary to treat, repair or replace sound natural teeth;
Dentalimplants or dentures and preparation work;

Dentalservices performed in a Hospital orany outpatient facilitys This doesdiot include Covered
Services listed under “Hospitalization and Anesthesia for Dental procedur€s.”

Oralsurgery which is part of anorthodontic treatmefitprogram;

Orthodontic care.

VV VYVVVVV Y VVVVY

Driver Trainingisnot a Covered Service.

Drugs for certain clinical trials are not Covered Services.' This includes drugs paid for directly by the
clinicaltrial or anotherpayor.

E

Electron Beam Computer Tomography(EBCT)isnota Covered Service. Other diagnostic imaging
tests where there is insufficient scientific evidence of the test’s safety or efficacy in improving clinical
outcomes arenot Covered Services.

The following Educational serviges are not Covered Services:

Self-training serviees;

Vocational training;

Tutorialservices ortesting required to complete Educational, degree or residency requirements;
Testing or screening services for classroom performance except when services qualify as Early
Intervention Services.

V'V VY

Enteral or Parenteral Feeding supplements are not Covered Services unless includedunderthePlan’s
benefit for Medically Necessary Formula and Enteral Nutrition Products. Over-the-counter supplements,
over-the-counter infant formulas, or over-the-counter medical foods are not Covered Services.

Examinations, testing or treatmentrequired for employment, insurance, or judicial or administrative
proceedings are not Covered Services.

Experimental or Investigative drugs, devices, treatments, or services are not Covered Services.
Experimental or Investigative means any ofthe following situations:
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» The majority of the medical community does not supportthe use ofthis drug, device, medical
treatmentor procedure; or

» Theuse ofthisdrug, device, medical treatmentor procedure may have been shown tobe unsafe
and/orofnoorquestionable valueas reported by current scientific literature and/or regulatory
agencies; or

» Theresearchregardingthis drug, device, medical treatment or procedure may be so limited thatan
evaluation of safety and efficacy cannot be made; or

» Thedrugordevice is not approved for marketing by the United States Food and Drug
Administration (FDA); or

» Thedrug,device, medical treatment or procedure is currently under study in a Non-FDA
approved Phase [ or Phasell clinicaltrial, an experimental study/investigationalarm of a Phase
III clinical study, or otherwise under study to detemine safety and efficacy orto compare its
safetyand efficacy to current standards of care; or

» Thedrug,device, medical treatment or procedure is classified by the FDA as a Category B Non-
experimental/investigational drug, device, ormedical treatment ogfprocedure.

Eye examinations, surgery, and other services are not Covered Seryices incliding:

» Corrective orprotective eyewear required for work;

» Eyeexercise training;

» Eye Movement Desensitizationand Reprocessing Therapy;

» Eye Corrective Surgery suchas Radial Kera totomy, PRK o LASIK.

Eye Glasses and contactlenses arenot Covered Services unless the planincludes a rider for vision
materials. Fittingoflensesoreyeglassesisnot@ CoveredService exceptforthefirst pairof lenses
following cataract surgery including contact lenses, 0xplacement of intraocular lenses or eyeglass lenses
only.

F

Services provided, prescribed, ordered4or referred by Yourself orby amember of Yourimmediate family,
including Your spouseschild; brothet, sister, parent, in-law are not Covered Services.

The following Foot CareServicesare not Covered Services except for Members with Diabetes or severe
vascular problems:

Removalof comns or calluses;

Nail trimming;

Treatmentand services for or from flat-feet, fallen arches, weak feet, or chronic footstrain;
Foot Orthotics ofanykind;

Customized or non-customized shoes, boots, and inserts.

VVVVYV

G

Genetic Testing and Counseling are not Covered Services unless We have authorized the services.
Counselingisa Covered Serviceonly as part ofthe approved genetic test unless considered preventive
care.

Growth Hormones are only Covered Services under the Plan’s Outpatient Prescription Drug Rider.
Growth hormones for the treatmentof idiopathic short statureare not Covered Services.
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H

Hearing Aids andrelated services arenotcoveredunless Your Plan has a rider. Non-covered services
include:

» Examinations for fittingand molds;
» Hearingaid batteries except for cochlear implants;
» Otherhearingaid supplies orrepairservices.

Home Births are not a Covered Service.

Home Health Care Skilled Services are not Covered Services unless You arehomebound, physically
unable to seek care onanoutpatientbasis, or service is provided in lieu of inpatient hospitalization.
Services or visits are limited as statedon Your Plan’s Face Sheet or scheduleof benefits. We do not cover
any services after You have reached Your Plan’s limit. We only coverservices or supplies listed in Your
home health careplan. Custodial Care isnota Covered Service.

Hospital Services listed below arenot Covered Services:

» Guest meals;

» Telephones, televisions, and other convenience items;

» Private inpatient Hospitalrooms unless Youneed a private room because Youhave a highly
contagious condition orare at greater risk ofi¢entracting aninfectious disease because of Your
medical condition;

» Careby interns, residents, house Physiciansyor other facility employees that are billed separately
from the facility.

Hypnotherapyisnota Covered Service.

I

Immunizations required for foreign tra vel or foremployment are not Covered Services.

Incarceration - Services and treatments done during Incarceration in a Local, State, Federal or
Community Correctional Facility or prison are not Covered Services.

Unless listed asa Covered Service in this EOC, orundera Rider, Infertility Services listed below are not
Covered Services:

» Services, tests, medications, and treatments for the diagnosis or treatment of Infertility not listed as
a Covered Service;

Services, tests, medications, and treatments for the enhancementof conception;

In-vitro Fertilization programs;

Artificial insemination or any other types ofartificial or surgical means of conception;

Drugs administered in connection with infertility procedures;

GIFT/ZIFT programs;

Reproductivematerial storage;

Treatmentortestingrelated to sexual organ function, dysfunction or inadequacies, including but
not limited to, impotency;

Semen recovery or storage,

Sperm washing;

YV VVVVVVY
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Services to reverse voluntary sterilization;

Infertility Treatment or services fromreversal of sterilization;

Drugs used to treat infertility;

Surrogate pregnancy services whenthe personis not covered under Your Plan.

Y VVY

J
K

Keloids from body piercing or pierced ears are not Covered Services.

L

Laboratory Services from Non-Plan providers or laboratories are notCoveredServices. This exclusion
doesnot apply to Covered Services provided by a Non-Plan provider dutingan Emergency, orduringan
authorized Admissionto an PlanFacility.

Long-Term Custodial Nursing Home Careisnot a Covered Setvice.

M

Massage Therapyisnota Covered Serviceunless providedas part of an approved medical therapy
program.

Matristem Extracellular Wound Care System i§mot a Covered Service.
Measurement of Ocular Blood Flowby,Tonometer RepetitiveIOP isnot a Covered Service.
Medical Equipment, Se¥vices, Exercise equipment, Devices and Supplies thatare disposable, available

overthe counter, ormainly forconvenience are not Covered Services. The followingare not Covered
Services:

Adaptations to YeurhOme, car, van, other vehicle or office;

Bicycles, treadmills, stair climbers, and other exercise equipment;

Free weights, exercise videos and other training equipment;

Air conditioners, purifiers, humidifiers and dehumidifiers;

Whirlpoolbaths;

Hypoallergenic pillows orbed linens;

Underpadsand diapers;

Telephones;

Televisions;

Handrails, ramps, elevators, escalators, and stair glides;

Orthotics not approved by Us;

Adaptive feedingdevices;

Adaptive bed devices;

Water filers or purification devices;

Disposable Medical Supplies such as medical dressings and disposable diapers;
Overthe counter supplies, suchasbandages, tape, gauze pads, alcohol, iodine, and peroxide;
Heatingpads, thermometers, pulse ox meters;

Page 63
To be Covered all services must be Medically Necessary and listed asa Covered Service.
See Your Face Sheet for Deductibles, Copayments or Coinsurance You must pay out-of-pocket.
Call Member Services if You have any questions.

VVVVVVVVVVVVVYVVVYVYY



Section 7
What is Not Covered (Exclusions and Limitations)

Raised toilet seats;

Shower chairs;

Waterbeds;

Pools, hot tubs, orspas;

Pool, gym orhealth clubmembership fees;
Personaltrainers or other fitness instruction;

Icebags;

Chairs orrecliners;

Otherpersonal comfort or over the counter hygienic items.

VVVVVYVYVYVY

Mobile Cardiac Outpatient Telemetry (MCOT)isnota Covered Service.

Morbid Obesity treatment including ga stric bypass surgery, other surgeries, services or drugs are not
Covered Services unless Your plan includes arider, and services havebeen authorized by the Plan for
Members who meet established criteria.

Motorized or Power Operated Vehicles or chair lifts are not Covered Servicesunless authorized by the
Plan. This doesnot include wheelchairs or scooters.

N

Neuro-cognitive therapyisnota Covered Service,

Newborns or other children of a Covered Depéndent Child arenot Covered Persons under the Planunless
mutually agreed to by the Planandthe Group.

Nutritional and/or dietary supplements, execeptasrequired by law, are not Covered Services. Nutritional
formulas and dietary supplements that areavailable,over-the-counter and do not require a written
prescription are not Covered Senviees.

O

Orthoptics or vision or visdaltrainingand any associated supplemental testing are not Covered Services
except when Medically Necessary for treatment of convergence and insufficiency. Pre-authorization is
required.

Services ortreatment You receive from Qut-of-Network Non-Plan Providers willnot be Covered except
in the followingsituations:

» During treatment at an In-Network Hospital or other In-Network facility You receive Covered
Services from a Non-Plan Provider;
» Youreceive Emergency Care from an Out-of-Network Non-Plan Provider.

P

PARS System (Physical Activity Reward System)isnota Covered Service.
Pass Devices (Patient Activated Serial Stretch) are nota Covered Service.

Paternity Testing isnota Covered Service.
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Penile implants are not a Covered Service.
Physician Examinations are limited as follows:
» Physicals foremployment, insurance or recreational activities are not Covered Services.
» Executive physicals are notCovered Services.
» A second opinion from a Non-Plan Provideris a Covered Service only whenauthorized by the
Plan. A second opinionby a Plan Provider does not require authorization.
» Services orsupplies orderedor doneby a providernotlicensedto do so arenot Covered Services.
Outpatient Prescription Drugs are not Covered Services unless Your Plan includes a rider.
Private Duty Nursing isnot a Covered Service.

Prosthetics forsports or cosmetic purposes are not a Covered Service.

Non-covered Providers and services including massage therapists, physicaltherapist€echnicians, and
athletic trainers.

Pulsed Irrigation Evacuation Systemis not a Covered Service.

Q
R

Reconstructive surgeryis not a Covered Serviceunless Medically Necessary and surgery follows trauma
which causes anatomic functionghimpairment,or is needed to correcta congenital disease or anomaly
which hasresultedin a functionaldefectiy, Emotional conflict or distress does not constitute Medical
Necessity. Breast reconstruction following mastectomy is a Covered Service.

Remedial Educationand Programs arenot Covered Services. Services whichare extended beyondthe
period necessary forthe evaluationand diagnosis of learning and behavioral disabilities are not Covered
Services.

Residential treatment center care or care in another non-skilled setting are not Covered Services unless
the treatment setting qualifies as a substanceuse disorder treatment facility licensed to provide continuous,

structured, 24-hour a day program of drugoralcohol treatment and rehabilitation including 24-hour a day
nursing care, and services are not merely custodial, residential, or domiciliary in nature.

S

Second Opinions from Plan providers do not require authorization. A second opinion from a Non-Plan
providerisa Covered Service only whena Planprovideris not available and authorized by the Plan.

Services — The following are not Covered Services:

» Servicesthatare not Medically Necessary;
» Servicesnot listed as Covered underthe Plan;
» Servicesnot described, documented or supported in Your medical records;
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Services required for employment or continued employment;

Services prescribed, ordered, referred by or given by animmediate family member;
Services for which a charge is not normally made;

Services or supplies prescribed, performed or directed by a providernotlicensedto do so;
Services provided before Your Plan effective date;

Services providedafter Your Coverage ends;

Services aftera benefit limit has beenreached,;

Virtual Consults except when provided by Optima Health approved providers;

Services orsupplies that area direct result of a non-covered service.

VVVVVYVYVYYVY

Skilled Nursing Facility (SNF) stays are not coveredunless authorized by the Plan. The following
services are not Covered:

Custodial or domiciliary care;

Restcare;

Education orsimilarservices;

Private rooms unless Medically Necessary.

VVYVYYVY

Spinal Manipulation is not a Covered Service unless covered undera Chiropracti¢ Care Rider.

T

Charges fornon-interactive Telemedicine Services such asfax, telephone only conversations, email, or
online questionnaire are not Covered Services inder thePlan’s Telemedicine benefits.

Temporomandibular Joint Treatmentfixed appliances or removable appliances which moveor
reposition the teeth, fillings, or prosthetics (€rowns; bridges, dentures) are not Covered Services.

Therapies. Physical, Speech, and©ccupational Therapies are limited as stated on Your schedule of
benefits. Therapies will be Covered Serviees only to theextent of restorationto thelevel of the pre-trauma,
pre-illness or pre-condition status. Thefollowing are not Covered Services except for those services
that are listed under EarlyIntervention Services or under Autism Spectrum Disorder:

Therapies fordevelopmentaldelay orabnormal speech pathology;
Therapies which are primarily educational in nature;
Special educatiomservices;
Treatmentof learning disabilities;
Group speech therapy programs;
Lessons forsign language;
Therapies to correct an impairment resulting from a functional or developmental nervous disorder
(i.e. stuttering, stammering);
Therapies to maintain current status or level of care;
Restorative therapies to maintain chronic level of care;
Therapies available in a school program;
Therapies available through state and local funding;
Recreational ornature therapies;
Art, craft, dance, ormusic therapies;
Exercise, orequine therapies;
Sleep therapies;
Driver evaluations as part of occupational therapy;
Driver training;
Functional capacity testingneeded to returnto work;
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» Work hardening programs; or
» Remedial education and programs.

Total Body Photographyisnot a Covered Service.

TransplantServices -The following are not Covered Services:

Organ and tissue transplant services not listed as a Covered Service;

Organ and tissue transplants not Medically Necessary;

Organ and tissue transplants considered Experimental or investigative;

Services from non-contracted providers unless pre-authorized by the Plan;
Travelandlodgingservices not approved by the Plan including child care, mileage, and rental
cars;

Services and supplies for organ donor screenings, searches and registries; or

Services related to donor complications following an approved transplant are limited to Medically
Necessary charges, not covered by any other source, forup to si« weeks fromthedateof
procurement;

Donor Benefits are not Covered Services if the covered individualds donatingan organto a non-
covered member.

VV VVVVYY
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Transportation services that are not Emergency Serviees are Covered Sefvices only when approved and
authorized by Us.

Travel, Lodging and other Transportation expensesate not Covered Services unless approved and
authorized by Us.

Treatmentand services, other than Emergeney,Services, received while traveling outside of the United
States of America are not Covered Services.

U

Urea Breath Testingis not a Covered Service.

\%

Treatmentof varicose veins or telangiectatic dermal veins (spider veins) for cosmetic purposes are not
Covered Services.

Video Recording or Video Taping ofanyservice orprocedure isnot a Covered Service.
Virtual Colonoscopy is not a Covered Service unless approved by the Plan.
Virtual Consults do notinclude the following:

» Electronic mailmessage;

» Facsimile transmission; or

» Online questionnaire.

Vitiligo Treatment by laser, light or othermethods isnot a Covered Service.
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W

Wigs or cranial prostheses for hairloss forany reason are not Covered Services.
Wisdom Teeth extractionis not a Covered Service unless under a rider.

Work-related injuries or disea ses when the employer must provide benefits or when thatperson has been
paid by the employerarenotCovered Services.

X
Y
Z

OUTPATIENT PRESCRIPTION DRUG EXCLUSIONS AND LIMITATIONS

The followingis a list of Exclusions, Limitations andother conditions thatapply to Your drugbenefit.
Please also see the Plan Schedule of Benefits fonMembercost sharingand other Coverage terms.

Limitations

e Amounts You pay forany outpatient prescription druga ftera benefit Limit has been reached, or
forany outpatient prescription drugthat isexcluded from Coverage willnot counttoward any Plan
Maximum Out-of-Pocket Limit.

e Over-the-Counter (OTC)medications that donot require a Physician’s authorization by stateor
federallaw andany prescription that is available asan OTC medicationareexcluded form
Coverage. However, the Plan may approve Coverage of limited quantities ofan OTC drug. You
must have a Physiciafi’Siprescription for the drug, and thedrugmust be included onthe Plan’s list
of covered Preférred and Standard drugs.

e Unlessrequired by lawgcertain Prescription Drugs may not be Coveredunder the Plan if You
could use a “clinically equivalent drug.” “Clinically equivalent drug” means a drugthat for most
individuals will give You similarresults fora disease or condition. If You have questions about
whethera certain drugis covered by thePlan please callthe Member Services number on the back
of Your Optima Identification card. If Youor Yourdoctorbelieves Youneedto use a different
Prescription Drug, please have Your doctor contact Us. If We agree that it is Medically Necessary
and appropriate We will coverthe other Prescription Druginstead of the “clinically equivalent
drug” at the non-preferredtier.

e  Our formulary is a list of FDA-approved medications that We cover. At its sole discretion, the
Optima Health Pharmacy and Therapeutics Committee reviews medications for placement onto
the formulary. The Plan’s Pharmacy and Therapeutics Committee is composed of Physicians and
pharmacists. Foralldrugs, including new drugs, the committee looks at themedical literatureand
then evaluates whetherto add orremove a drug from the formulary. Efficacy, sa fety, cost,and
overalldisease costare factors that are taken into consideration.

e Any Plan maximum benefit does not apply to Physician prescribed diabetic supplies covered
underthe Plan’s prescription drug benefit or the Plan’s medical benefit.
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Synchronization of Medication. For prescription drugs Coveredunder the Plan We will permit and
apply a prorated daily cost sharingrateto prescriptions that are dispensed by an In-Network
pharmacy fora partial supply if the prescribing provider or the pharmacist determines the fill or
refill to be in the best interest ofthe Member, and the Member requests or agrees to a partial
supply forthe purpose of synchronizing the Member’s medications. Proration will not occurmore
frequently thanannually. The Plan will not deny Coverage for the dispensing of a medicationby
an In-Network pharmacy onthe basis that the dispensing is for a partial supply if the prescribing
provider or the pharmacist determines the fill orrefill is in the best interestof theenrollee and the
enrollee requests oragrees to a partial supply forthe purpose of synchronizingthe Member’s
medications.

Intrauterinedevices (IUDs), implants, and cervical caps and their insertionare covered under the
Plan’s medical benefits.

Covered Foodand Drug Administration (FDA) approved tobacco cessation medications
(includingboth prescription and over-the-counter medications) are limited to two 90-day courses
of treatment per year when prescribed by a health care provider.

Prescription Drug Coverage Exclusions

The followingis a list of exclusions thatapply to Your drugbenefit.

1.

2.
3.

10.

1.

12.

13.

14.
15.

16.

17.

Medications that donot meet the Plan’s criteria forMedical Necessity are excluded from
Coverage.

Medications with no approved FDA indications are excludedfrom Coverage.

Ancillary charges whichresult from a request fora brand name outpatient prescription drug when
a generic drugis available are excludéd from Coverage and donotcounttoward any Plan
Maximum Out-of-Pocket Limit.

All compounded prescriptions require prior authorization and mustcontain atleastone
prescription ingredient. Compound prescription medications with ingredients not requiring a
Physician’s authorization by stateonfederallaw are excluded from Coverage.

Non-durable disposablé niedical supplies and items such as bandages, cotton swabs, hypodermic
needles, and durable medicalequipmentnotlisted as covered are excluded from Coverage.
Immunization a gents, biological sera; blood, or blood products are excluded from Coverage.
Injectables (otherthan thoseself-administered and insulin) are excluded from Coverage, unless
authorized by the Plan:

Medicationtakenor administered to the Member in the Physician’s officeis excluded from
Coverage, unless authorized by thePlan.

Medication takenonadministered in whole orin part, while a Memberis a patientin a licensed
Hospitalis excluded from Coverage.

Medications for cosmetic purposes only, including but not Limited to Retin-A foraging, are
excluded form Coverage.

Medications for experimental indications and/or dosage regimens determined by the Plan tobe
experimental are excluded from Coverage.

Therapeutic devices orappliances, including butnotlimited to support stockings and other
medical/non-medical items or substances, regardless oftheirintended useare excluded form
Coverage.

Drug charges exceedingthecost forthe samedrugin a conventional packaging (i.e., convenience
packages, unit doses, blister packs, etc.) are excluded form Coverage.

Drugs with a therapeutic over-the-counter (OTC) equivalentare excluded form Coverage.
Certain off-label drugusage is excluded from Coverage unless the usehas beenapproved by the
Plan.

Compound drugs are excluded from Coverage when alternative products are commercially
available.

Cosmetic healthand beauty aids are excluded form Coverage.
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18.
19.

20.
21.

22.
23.

24.

25.
26.
27.
28.
29.

30.
31.

32.
33.

34.

Drugs purchased from Non-Plan Providers over the internet are excluded from Coverage.
Drugs purchased through a foreign pharmacy are excluded from Coverage unless approved by the
Plan foran emergency while traveling outof the country.
Flu symptom drugs are excluded form Coverageunless approved by the Plan.
Human growth hormone for the treatment of idiopathic short stature are excluded from Coverage.
Overthe countermedical foods are excluded from Coverage under the pharmacy benefit.
Drugs not meeting the minimum levels of evidence based on one ormoreof the following
standard reference compendia arenot Covered Services:

a. AmericanHospital Formulary Service Drug Information;

b. National Comprehensive Cancer Network’s Drugs & Biologics Compendium; or

c. Elsevier Gold Standard’s Clinical Pharmacology.
Minerals, fluoride, and vitamins are excluded from Coverage unless determined to be Medically
Necessaryto treat a specifically diagnosed Illness or when included under ACA Recommended
Preventive Care.
Non-Sedating antihistamines are excluded from Coverage.
Pharmaceuticals approved by the FDA asa medical deviceare gxcluded from Coverage.
Drugs used to inhibit and/or suppress drowsiness, sleepiness¢tiredness, or exhaustion, unless
authorized by the Plan.
Prescriptions written by a licensed dentist are excluded from Coverage, except for the prevention
of infectionor pain in conjunction with a Covered déntal procedure.
Rawpowders or chemical ingredients are excluded fromCoverage unless approved by the Planor
submittedas part ofa compounded prescriptiofi.
Sexualdysfunctiondrugs are excluded fromi Coverage.
Travelrelated medications, including preventive médication for the purpose of travel to other
countries are excluded from Coverage!
Infertility drugs are excluded from Coverage.
Prescription or over the countera ppetite suppressants and any other prescriptionoroverthe
counter medication for weight lossare excludedfrom Coverage.
Abortifacient drugs that cause abertionsarenot covered.
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Section 8
When You Are Covered By More Than One Health Plan

If You are covered by more than onehealth plan Your benefits under the plans willbe coordinated so thatthe
same services don’t get paid fortwice. This section explains coordination of benefits (COB).

You must tell Optima Healthif You ora covered family member has coverage under any other health plan.
When You havedouble coverage, one plan normally pays its benefits in fullas the primary payor. The
otherplanpaysa reduced benefit as the secondary payor. When We are theprimary payor, We will pay the
benefits described in this brochure. When We arethe secondary payor, We will determine Ourallowance.
Afterthe primary planpays, We will pay what is left of Ourallowance, up to Ourregularbenefit. We will
not paymore than Ourallowance.

DETERMINING WHICH PLANIS PRIMARY AND WHICH PLANIS SECONDARY (ORDER
OF BENEFIT DETERMINATION RULES).

When a Member is covered under more than oneinsurance Plan, the Plan that covers the Memberas the
Subscriber (not a spouse or Dependent) is normally the primary Plan. IfthePlanthatcovers theperson as
the Subscriberis a government Plan, the law may require the other Plant0o pay first.

Depending on the circumstance We use the following rules to detemine which plan isiprimary and which
planissecondary.

> Ifa personiscovered as a Subscriber under one planand as a Dependent under another
plan:

1. The Planthat covers the personasa Subscribetpays its covered benefits first.
2. The Plan that covers the personasa Dependent then pays any ofits covered benefits thatthe
first Plan did not pay.

» If Children are covered as dependents under both the mother’s and the father’s plan and the
parents are not Separated or Diverced:

1. The Plan that coverstheparent whosebirthday falls earlierin a yearpays its benefits first.
The Plan that coversthe other parent then pays any of'its covered benefits that the first Plan
did not pagi"(If the other Plan has a rule based on theparent’s sex instead of this rule, the
otherPlan’s rule applies.)

2. Ifboth'parents have the same birthday, the Plan thathas covered one of the parents the
longest pays its benefits first. The other Plan then pays any of its covered benefits that the
first Plan didmotpay.

» If Children are covered as dependents under both the mother’s and the father’s plan and the
parents are Separated or Divorced, the Plans pay in the following order:

1. ThePlan ofthe parentwith custody ofthechild pays its benefits.
The Plan of the spouse of the parent with custody ofthe child, if any, pays its covered benefits
notpaid bythe spouse’s Plan.

3. Finally,the Plan of theparent not having custody ofthe child pays any of its covered benefits
left over.

If a court decree specifically states thatoneof the parentsis responsible forthe health care
expenseof thechild, and that parent’s health insurance company actually knows that parentis
responsible, then theresponsible parent’s insurance pays its benefits first. The other parent’s
Plan is the secondary Plan. Iftheresponsible parent’s health insurance company does not
have actualknowledge ofthe courtdecree terms, this paragraph does not apply.
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» For Active and Inactive Employees the Plans pay in the following order:

1. Thehealthbenefits Planof an active employee (one not laid off orretired) and his or her
Dependents pays its benefits first.

2. The Plan which covers a laid off orretired employee and his orher Dependents is the
secondary Plan. Both Plans musthavethisrule foritto apply.

> Ifnone of the above rules determines the order of benefits, the benefits of the Plan which
covered an employeelonger are determined first.

1. Two consecutive Plans are treated as one Planif the person starts the second Plan within 24
hours of the termination ofthe first Plan.
2. ThestartofanewPlan doesnot include:

a) A change inthe amount orscope ofa Plan’s benefits; or

b) A change in the entity paying, providing or administering Planbenefits; or

¢) A change fromonetype of Plan to another (e.g., single employerto multiple employer
Plan).

EFFECT ONTHE BENEFITS OF THIS PLAN WHEN WE ARE A SECONDARY PLAN.

If this Plan is not the Primary Plan, We will coordinatedenefits withithe Péimary Plan. We will pay the
difference between what the Primary Plan(s) pay thefproviderand whatWe would pay if We were the
primary Plan.

When the benefits of this Plan are coordinated as deseribedin the rules above, each benefit is coordinated
in proportion. Itisthen charged againstany applicable benefit limit of this Plan.

RIGHT TO RECEIVE AND RELEASENEEDED INFORMATION.

We require certain information to a pply‘these COB rules. EachMember mustsubmit to Us any completed
consents, releases, assignments and/orotherdocuments thatare necessary for Us to coordinate benefits.

We may get information from other organizations or persons. The Planneednottell, or get the consent of,
any person todo this, Eaclipersonclaiming benefits under this Plan mustgive the Plan all facts it needs to
pay the claim. We may release information to other persons and organizations in accordance with the
Insurance Information andiPrivacy Protection regulations as set forth in the Code of Virginia 38.2-613. If
You havequestions about how We can get and use information please referto the information on Our
privacy practices notice in this document.

FACILITY OF PAYMENT.

A paymentmade by another planmay include an amount which We should have paid. Ifit does, We may
pay the other Plan that amount. We will then treatthatamount as if it were a benefit paid under this Plan.
If the “payment made”was in the form of services, “paymentmade” means thereasonable cash value of
those services.

RIGHT OF RECOVERY.

If We pay more than We shouldhavepaid under COB, We may recover the excess from one or more of:
» Theperson(s)it paid;or
» Healthinsurance companies and health maintenance organizations (HMOs).
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We are not required to reimburse a Member in cash for the value of services provided.

WE DO NOT COVER ANY OF THE FOLLOWING:

» Benefits available under Worker’s Compensation. If We provide services covered under
Worker’s Compensation, Worker’s Compensation will pay the provider of the services directly for
those services. The Planwill coordinate benefits with the provider of theservice. Any money
received by Us belongs to Us.

» Benefitsavailable under Medicare Parts A, B, C, or D unless required to do so by federal law. If
We provide services covered under Medicare, Medicare will pay theprovider ofthe services
directly forthose services. We will coordinate benefits with the provider of the services. Any
moneyreceived by Us belongs to Us.

» Benefitsavailable under any other government program, unless requiredto do so by law. If We
provide services undera government program, the government pregram will pay theprovider of
the services directly forthoseservices. We will coordinate benéfits with the provider of the
services. Any moneyreceivedby Us belongs to Us.

THE FOLLOWING DEFINITIONS APPLY TO THIS SECTION.
“Plan” is any of the following which provide health benefits or sewvices:

1. Group health insurance or group-typehealth coverage, whethetinsured or self-insured. Thisdoes
notinclude Worker’s Compensation.

2. A government health Plan, or coveragérequiredor provided by law. This doesnotincludea state
Plan under Medicaid.

Each contractor other arrangement for Coverage isaseparate Plan. Ifa Planhas more than one partand
COB rulesapply to less than all of the partsyea chofthe parts is a separate Plan.

“This Plan” or “We” is the part of this Evidence 0f Coverage that provides benefits for health care
expenses.

“Primary Plan/Secondary Plan”.,, When this Plan is a Primary Plan, its benefits are determined before those
of'the other Plan andwithetit considering the other Plan’s benefits.

When this Plan is a SecondaryPlan, its benefits may be coordinated with any other health insurance or
health care benefits or services that are provided by any other group policy, group contract, or group health
care Plan so thatno more than 100% ofthe eligible incurred expenses are paid. This Plan mayrecover
from the primary Plan thereasonable cash value of services provided by this Plan.

“Allowable Expense” means an expense for which the Planwill pay. Itisthe usualand customary charge
foran item orservice covered at least in partby theMember’s insurance. The differencebetweenthe cost
of a private Hospitalroom andthe cost ofa semiprivate Hospital room is not consideredan allowable
expenseunless the patient’s stay in a private Hospital room is Medically Necessary eitherin terms of
generally accepted medical practice, oras specifically defined in the Plan.

When a Plan provides benefits in the form of'services, the reasonable cash value of each service rendered
will be considered bothanallowable expense and a benefit paid.

When benefits are reduced under a primary Plan because a Member does not comply with the Plan
provisions, the amountof suchreduction will not be consideredanallowable expense. Forexample,
services obtained without a required Pre-Authorization or referral are not allowable expenses.
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“Claim Determination Period” means a contract year. However, it does notinclude anypart ofa year
duringwhich a person has no Coverage under this Plan, oranypart ofa yearbeforethe date ofthis COB
provision ora similar provision takes effect.
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This section explains the amounts that You mustpay out-of-pocket when You receive covered services.
See YourFace Sheet Schedule of Benefits for the specific out-of-pocketamounts Youmust pay foreach
Covered Service.

COPAYMENT AND COINSURANCE

Copayment and Coinsurance are out-of-pocket amounts Youpay directly to a Provider fora Covered
Service. You will usually have to pay Your out-of-pocket amount when Youreceive a service.

A Copayment isa flat dollar amount.
A Coinsurance is a percent of Optima Health’s Allowable Charge forthe Covered Service You receive.
Tiered Benefits and Cost Sharing.

This Plan has tiered Copayment or Coinsurance amounts listed for somedn-Network benefits. Fortiered
benefits Youwill pay less out-of-pocket when You use Tier 1 Physicians, Hospitals or other Facilities or
providers. When youuse Tier2 Physicians, Hospitals or other Facilitiesorother proyiders Yourout of
pocketcosts willbe higher. You canaccess Tier 1 or Tier2 Primary Care Physicians (PCP) or Specialist
providers without a referral.

Tier 1 Physician, Facility or other provideraneansian In-Network Plan Provider or Plan Facility
under contract with Optima providing professional and Hospital services to Members atthe Tier 1
cost sharingamounts listed onthe Plan Face SheetsSchedule of Benefits. Tier 1 Physicians or
Facilities include Primary Care Physicians (PCPS), Specialists, Hospitals and other inpatientand
outpatient facilities and other providers: Alist of Tier 1 Physicians, Facilities, and other providers
and theirlocations is available to each enrollee@during enrollment and anytime upon request.

Tier 2 Physician, Facility, or othér provider means an In-Network Plan Provider or Plan
Facility under contractgith Optima providing professional and Hospital services to Members at
the Tier2 cost sharingamountsilisted on'the Plan Face Sheet Schedule of Benefits. Tier2
Physicians or Facilities includé Primary Care Physicians (PCPs), Specialists, Hospitals and other
inpatient and ouifpatient facilities and other providers. A list of Tier 2 Physicians and Facilities
and other providers andtheirlocations is available to each enrollee during enrollment and anytime
upon request.

DEDUCTIBLE

A Deductible is a dollaramountthat You must pay out-of-pocket for health plan benefits before We begin
to pay forbenefits. If YourPlanhasa Deductible it will be listed on the Face Sheet Schedule of Benefits.
Yourplan may have separate Deductibles forindividuals and for families. Yourplan may havea separate
Deductible for outpatient prescription drugs.

Any applicable Deductible, Coinsurance, or Copayment You pay fora Covered Service willbe included as
partof thepayment ofthe Allowable Charge.

Services ortreatment You receive from Out-of-Network Non-Plan Providers will not be Covered under the
Plan except in the following situations:

e Ifduringtreatment at an In-Network hospital or other In-Network facility You receive
Covered Services from a Non-Plan Provider those Covered Services willbe covered
under Your In-Network benefits;
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e Youhavereceived advance approval from Us to use an Out-of-Network Non-Plan
Provider; and We have authorized the service to be Coveredunder Your In-Network
Benefits;

e Emergency Care Youget Out-of-Network from a Non-Plan Provider will be covered at
the In-Network Copayment or Coinsurance level. CostSharingamounts You pay out of
pocketfor Out-of-Network Emergency Care will accumulate toward Your Plan’s In-
Network Deductible and Maximum Out-of-Pocket amounts.

MAXIMUM OUT-OF-POCKET LIMIT or MAXIMUM OUT-OF-POCKET AMOUNT.

Maximum Out-of-Pocket Limit or Amountmeans the totalamount Youor Your Dependents pay, or that
are paid on behalf of Youor Your Dependents by another person, duringa yearas specifiedon Your Plan’s
Face Sheet or Schedule of Benefits. Deductible, Copayment and Coinsurance amounts for certain services
will be accumulated and will apply toward the maximum dollar amount listéd on the Face Sheet.

Wemaintain a record of Yourpayments. When Youhave reached th€maximum out-of-pocketamount, no
further payments will be required for that year, exceptfor those serviceslistéd on YourFace Sheetthatdo
not apply toward themaximum out-of-pocketamount. We will notify Youwithind0-days after You have
reached Your maximum. We will promptly refund any paymients charged a fter You reach Your maximum.

EMERGENCY DEPARTMENT COPAYMENT.

If Yourplan requires a Copayment for an EmergencyDepaftment visit and You areadmitted to thehospital
from the Emergency Department the Plan waivies the Emergency Department Copayment. The Member
will be responsible forallapplicable Deductibles a ndinpatient hospital Copayments or Coinsurances as
specified on the Face Sheet.

INPATIENT HOSPITAL COPAYMENT:

The Plan will waive the inpatient H ospitab€opayment if the Member is readmitted for the same diagnosis
within 30-days ofthe original Admission.

A newborn that remains in thedHospital a fter the mother is discharged will be admittedas a patient under
thenewborn’s own namegand a separate Copayment, Coinsurance, and Deductible may beapplied to the
newborn’s Covered Services.

BALANCE BILLING PROTECTION FOR OUT-OF-NETWORK SERVICES.

BeginningJanuary 1,2021, Virginia state law protects You from “balance billing” if You receive
Emergency Services from an Out-of-Network Provider or non-emergency surgical orancillary services
provided by an Out-of-Network Provider at an In-Network facility.

Please also see the complete Member notice on Balance Billing Protection for Out-of-Network
Servicesin the notices section of this EOC.

Whatis balance billing?

Providers and facilities thatdo not directly contract with Yourhealthplanare referred to as Out-of-
Network Providers. Your health planis generally notrequired to cover non-emergency care that You get
from Out-of-Network Providers. Under Yourhealth plan, You are responsible for certain cost sharing
amounts such as Copayments, Coinsurance and Deductibles for Covered Services. Balance billingoccurs
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when an Out-of-Network Provider bills You for covered charges above Your cost sharing amounts that
YourPlan didn’t pay.

When You cannotbe balance billed:

An Out-of-Network Provider cannotbalance bill or attempt to collect costs from You that exceed Your
Plan’s In-Network cost sharing requirements, such as Copayments, Coinsurance and Deductibles, for the
followingservices:

e Emergency Services provided by an out-of-network provider. This also includes post-
stabilizationservices including any additional Covered Services furnished by a an out of
network provider or emergency facility (regardless of the department ofthe hospital in
which the items and services are furnished) a ftera Member is stabilized as partof
outpatientobservation, oras partof aninpatient or outpatientstay with respect tothe
visit in which Emergency Services are furnished.

e Emergencyairambulance services provided by an eutof network provider.

e Nonemergency services provided by anout of network provides@tan in-network facility
if the nonemergency services involve otherwise covered Surgical or Ancillary Services,
or other Covered Services provided by anout-of-network provider

YourIn-Network cost sharing requirement will be based on what Optima Healthusually pays anIn-
Network provider. Emergency Services will be coveredatthe highest tier (Tier). Non-emergency services
provided at a Network Facility involving Surgicalor Ancillary Services provided by an Out-of-Network
Providerwill be paid atthe same Tierlevel as thenetwork Facility. If You havea high Deductible or
catastrophic healthplan, Your Deductiblewill be based on any additionalamounts Your Planmust pay to
the Provider. Any amounts Youare responsible forunderthis protection must count toward the Maximum
Amount You mustpay for In-Network services. [f¥ou pay anamount that exceeds this, the Provider must
refund that amount with interest

When You receive services, We will ptovide an Explanation of Benefits (EOB) that will show the out-of-
pocketamount You arefesponsible'for.

Yourhealthplan contractswith certain health care professionals and facilities. These arecalled “In-
Network” Providers. Optima Health is required to advise You, via Our website or on request, which
Providers and facilities areling¥our Plan’s network. Health care professionals and facilities mustalsotell
You which health plan provider networks they participate in either on their website or on request. Using In-
Network Providers may help You avoid additional costs.

Other Out-of-Network Services:

Covered Services or treatment Youreceive from Out-of-Network Non-Plan Providers will not be Covered
except in the following situations:

e Emergency Services provided by an out-of-network provider. This also includes post-
stabilizationservices including any additional Covered Services furnished by a an out of
network provider or emergency facility (regardless of the department ofthe hospital in
which the items and services are furnished) a ftera Member is stabilized as partof
outpatientobservation, oraspartof aninpatient or outpatientstay with respect tothe
visit in which Emergency Services are furnished.

e Emergencyairambulance services provided by an outof network provider.
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e Nonemergency services provided by anout of network provideratan in-network facility
if the nonemergency services involve otherwise covered Surgical or Ancillary Services,
or other Covered Services provided by an out-of-network provider.

e Wehaveapproved Your Covered Service in advance as an Authorized Out-of-Network
Service.

MONTHLY PREMIUM.

The Application to the Group Contract lists the monthly premium. If Members mustcontributetowardthe
cost of Coverage, the Applicationto the Group Contract andthe FaceSheetofthe Evidence of Coverage
will indicateso. Ifa Member fails to pay, orarrange for paymentof, any amount due under the Plan,
including failure to paya premium required by the Plan, Coverage will terminateupon 31 days written
notice.

GRACE PERIOD.

The Group contract holderis entitled to a grace periodof31 days forthe paymentéf any premium due
except the first premium. Duringthe grace period coverage shall continuein fofee unless the contract
holderhas given the Plan written notice of discontinuancein a ccordance with,the terms of the contractand
in advance ofthe date ofdiscontinuance. The contractholdershallbeliableto the Plan forthe payment of
a pro rata premium for the time the contract was in force during the graceperiod.

OFFICE VISIT COPAYMENTS FORPREVENTIVE CARE

Recommended Preventive Careunder PPACA willbe covered with no Member cost-sharing when received
from Plan Providers. However You may'still hayve to\pay Your office visit cost sharing includingany
Copayments, Coinsuranceand Deductibles listed on'the Face Sheetof Your Evidence of Coverage in
certain circumstances:

1. Youwill pay offiee visit cost sharing if Yourpreventive care item or service is billed separately,
or is tracked@s individual encounter data separately from theoffice visit.

2. Youshouldnotpay@a costsharing foranofficevisitif an item orservice isnot billed separately
or is not trackedas individual encounter data separately from the office visit, and the primary
purpose ofthe office visit is the delivery of the preventiveitem or service.

3. Youwill pay officewisit cost sharing if an item or service is not billed separately, oris not tracked
asindividual encounter data separately from the office visit and the primary purposeof the office
visit is not the delivery ofthe preventive item or service.

4. Youwill pay allcharges forany preventive care and office visits You receive from Out-of-
Network Non-Plan Providers.
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WHEN YOU HAVE TO FILE A CLAIM FORBENEFITS.

Plan Providers will usually file claims for You. You may haveto file a claim if Your Provideris unable to
file for You, orif You see a Non-PlanProvider. We do not useclaim forms, but Youmust send Us
complete written proof ofloss. Proof ofloss means that We have allthe information We need to process
Yourclaim. You canprovideproof ofloss by sending Us an itemized bill for services Youreceived. An
example would be a bill from a doctor’s office orhospital listing the cost of services ortests Youhad done.

» The bill mustbe in English and include all of the following:

The name and address oftheprovider; and

The name and Member number of the Member who received services; and
The date oftheservices;and

The diagnosis andtype of services received; and

The charge foreach typeof service.

> Send the itemized bill and any otherinformation You haveaboutYour claim to:

MEDICAL CLAIMS
Lason Systems
P.0.Box 5028
Troy, M148007-5028

TIMELY FILING OF CLAIMS AND WRITTENPROOF OF LOSS.

Proof of loss means that We have allthe information We needto process Yourclaim. You must submit
written proof ofloss to the Plan within 90.days a fter Yowreceive thecovered services. If You donot send
written proof ofloss within 90 days Yourelaimwillnot be reduced orinvalid as longas You sendit to Us
assoon asreasonably possible.

Unless You are not legally competent toaet,Werequire that You send Us proofoflossno later than one
yearafterthe date of service or Wewill not provide benefits.

CLAIMS FROM NON-PLANPROVIDERS.
Non-Plan Providers must submit€laims for Covered Services provided to Members to:

MEDICAL CLAIMS
Lason Systems
P.O.Box 5028
Troy, MI48007-5028

MENTAL HEALTH CLAIMS
Lason Systems

P.O.Box 1440

Troy, MI148009-1440

Claims must be received by the Plan within 365 days ofthe date the Memberreceived the Covered Service.
We will notbe liable for, orpaya claim We receive from a Non-Plan Provider more than365 days from
the dateof service.
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PROCESSING A CLAIM.

We process claims, make coverage decisions, and provide noticeaccording to the procedures and
timeframes describedin Section 5. All of Ourrequirements for Pre-Authorizationapply. Allofthe
Member’s coverage exclusions and limitations apply.

If We deny a Claim for benefits the Member has the right to a fulland fairreview of the Plan's
determination accordingto Ourappeal process in Section 13.

CLAIMS PAYMENT.

We usually paytheproviderorthe facility that provided the covered service. If a Memberhas provided
proof'that they paid the providerdirectly fora covered service We will reimburse the Member less any
amounts We have already paid the provider fortheclaim. We will pay the estate ofthe Member if the
Memberisdead.

RIGHT OF EXAMINATION AND AUTOPSY.

While We are processinga claim We have theright to have the Member examinedWwhenand as often as
reasonably required. We will pay the costof examination. Wealso havetheright, at Ourexpense, to
investigatea Member’s death orrequestanautopsy unless prohibited by la wa

CLAIMS PAID DIRECTLY TO MEMBERS FORSERVICES FROM NON-PARTICIPATING
PHYSICIANS.

If We send paymentdirectly to a Member fora clamifor covered services from a non-planphysician or
osteopath, the Member mustapply the plan payment tothe claim from the non-planprovider. We will
include the name and any lastknown addressief the physician or osteopath with any paymentsent directly
to the Member.
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WHEN YOUR COVERAGE WILL END.

Under certain circumstances Your coverageunder Your employer groupplanwill end. Yourcoverage will
not be canceled based on Yourhealth. Yourcoverage willnot be canceledbecause You haveexercised
Yourright to file a complaint under Our grievance system. If Yourcoverage ends We will no longerpay
forany services You receive afterthe date Your coverage ends.

A Subscriberor Employee’s Coverage ends on:

The date the employer group planends,upon 31 days written notice; or

The date the subscriber fails to meetthe plan’s eligibility requirements; or

The date the grace period for payment of premiums to the plan ends; or

The date the subscribert fails to pay any amounts dueunder the plan, including failure to paya
premium required under the plan;or

The date the subscriber dies.

Y VVVY

A Dependent’s Coverageends:

The date the employer group planends,upon3 1 days written notice; or

The date the dependent fails to meetthe plan’s eligibility requirements;or

The date the grace period for payment of premiums to the plan ends; or

The date the subscriber fails to pay any amounts dueunderthe plan, including failure to pay a
premium required under the plan;or

The date the subscriber’s coverage under the planends unless otherwise agreed to by the planand
the employer group;or

The date a dependent spouse or child becomes covered as anemployeeunder the plan; or

The date the dependentdies.

VV V VYVVY

RESCISSION OF COVERAGE

Rescission means a cancellation ox diseontinuation of coverage thatis retroactive. Rescissiondoesnot
mean cancellation or discontinuange o f€overage in accordance with the Plan’s Grace Period fornon-
paymentof premium.

Optima Health will not reseind coverage a fter anindividual is covered under the Planunless theindividual,
or a person seeking coverage on behalf of the individual, performs anact, practice, or omission that
constitutes fraud, or the individfial makes an intentional misrepresentation of material fact, as prohibited by
the terms of thePlan.

Optima Health will provide at least30 days'advance written or electronic noticeto any Covered Person
who would be affected by the proposed rescission of coverage before coverage under the Plan may be
rescinded, regardless of whether therescission applies to the entire group or only to anindividual within
the group. The written or electronic advance notice willat a minimum include the following:

1. Clearidentification of thealleged fraudulentact, practice, or omission or the intentional
misrepresentation of material fact;

2. An explanationasto whythe act, practice, or omission was fraudulentor was an intentional
misrepresentation of a material fact;

3. Notice that thecovered person orthe covered person's authorized representative, prior to the datethe
advance notice ofthe proposed rescission ends, may immediately file an internal appeal to requesta
reconsideration of the rescission;
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4. A description of thehealth carrier's internal appeal process forrescissions, including any time limits
applicable to those procedures; and

5. The date whenthe advance noticeends and the date back to which the coverage willbe rescinded.

If coverage isrescindeda Covered Person losing coverage is entitled to a refund ofany paid premiums
from the date coverage is voided orrescinded.

REASONS YOUR GROUP COVERAGE WILL END.

Wehavea contractor Group Contract with Youremployerto provide Yourbenefits. We will not end or
cancela Member's coverage under the Group Contract except foroneormore ofthe followingreasons:

»

>

>
>
>

Failure to pay the amounts due under the Plan, including failure to pay a premium required by Our
contractwith the Group;
Fraud or material misrepresentation in enrollment, or in the use of services or facilities;

Fraud or Misrepresentation. We may cancel Coverage of afiy Subsefiber or Member who
knowingly gives incorrect, incomplete or deceptive informationa betit themselves or their
Dependents eligibility for coverage. This applies if the informationis given to Us or to Your
employer. Thisalso applies whetherthe Member gives the information©rhas others give it on
theirbehalf. The incomplete, incorrect or deceptive information must be material. The Member is
responsible forall costs incurred by the Plan becauseof theincowéet, incomplete, or deceptive
information, including legal fees.

Misuse of Plan Identification Card. Ne onebufthe Member mayuse their Optima HealthID
card. Use by anyone else is fraud. ThePlanmayprosecute the Memberand the personusingthe
card. Boththe Memberandthe personusingthe Member’s card are liable to the Plan forall costs
resulting from the misuse oftheidentification card.

Material violation of theiterms ofthePlan Group Contract.
Failure to meet the eligibilityirequirements under the Plan Group Contract .
Termination ofthe GroupContractiunder which the Member was covered.

NOTICE THAT COVERAGE HAS ENDED.

We will notend Coverage for seryices provided under the employer Group Contract without givingthe
Subscriber written notice effective at least 3 1 days from the date of mailing or, if not mailed, from the date
of delivery, exceptthat:

>

Forcancelation due to nonpayment of premium the Plan’s graceperiod will apply. The contract
holderis entitled to a grace periodof31 days forthe paymentof any premium dueexceptthe first
premium. Duringthe grace period coverage will continue in forceunless the contractholder has
given the Plan written notice of discontinuance in accordance with theterms of the contract and in
advance of the date of discontinuance. The contract holder willbe liable to the Plan forthe
paymentof apro rata premium forthetime the contractwas in force duringthe grace period.
Forcancelation due to nonpayment of premium by an employer, the following additional
provisionsapply:

1. Anyemployerwho (i)assumes part orall of the costof providing group accident and sickness
insurance ora group healthservices planor group health care plan for his employees undera
group insurance policy or subscription contract or other Evidence of Coverage; (ii) provides a
facility for deducting the fullamountof the premium from employees' salaries and remitting
such premium to the insurer, health services plan, or health maintenance organization; or (iii)
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provides forhealth and medical care or reimbursement of medical expenses for his employees
asa self-insurer, shall give written notice to participating employees in the eventof
termination oruponthe receipt ofnotice of termination of any such policy, contract, coverage,
or self-insurance not later than fifteen days after the termination ofa self-insured plan or
receipt of the notice of termination.

2. Anyemployerwho collects from his employees or covers any part of the cost ofany ofthe
policies, contracts, or coverages specified in subsection 1 aboveand who knowingly fails to
remit to the insurer or plan such funds required to maintain coverage in accordance with the
policy or contractprovisionsunder which the employees are covered shall be guilty of a Class
1 misdemeanorandshallbe subjectto civil suit forany medical expenses the employee may
become liable forasa result ofthe employer letting such coverage be terminated.

3. Intheeventcoverage underthePlan is canceled due to nonpayment of premium by the
employer, no suchcoverages shallbe terminated by the Plan with respect to a covered
individualunless and untilthe employerhas been provided with a written or printed notice of
termination, includinga specific date, not less than fifteen days from the date of such notice,
by which coverage will terminate if overdue premium is not paid. Coverage shallnot be
permitted to terminate forat least fifteen days after suchfiotice hasbeen mailed. The Plan
shallmake reimbursement on all valid claims for services ineufred prioxto the date coverage
is terminated.

> Forcancelation due to change of eligibility status ofa Member, immediate notice may be given.

> Optima Healthwill provide at least 30-days' advanegwwritten or electronic noticeto any Covered
Person who would be affected by the proposed rescission of coverage before coverage under the
Plan may be rescinded, regardless of whetherthe reScission applies to the entire group oronly to
an individual within the group. The Covered Person or their authorized representative, prior to the
date theadvancenotice of the proposedresgissioneénds, may immediately file an internal appeal to
request a reconsideration of therescission:

CONTINUATION OF CARE EXTENSION OEBENEFITS FORTOTAL DISABILITY.

If Coverageends under the Group)Conttaet, members who becometotally disabled while enrolled under
the Plan and who continue to be tofallydisabled when the Group Contract ends are entitled to an extension
of benefits for total disabilify. Uponpaymentof premium, coverage shallremain in full force and effect for
a period of time not léss than 180 days, oruntilthe Memberis no longertotally disabled, ora succeeding
carrier elects to provide replacement coverage to that Member without limitationas to the disabling
condition. Upontermination of the extension of benefits, the enrollee shallhave theright to convertor
continue coverage as provideddierein.

REINSTATEMENT OF COVERAGE FOLLOWING ABSENCE FROM EMPLOYMENT.

Unless otherwise agreed to by the Employerand the Plan the following provisions apply to employees
following an absence from employment:

» Anemployee who is re-hired a fter 90 days willbe considered a new employee and willbe subject
to all Plan eligibility requirements, including any waiting periods, and effectivedateof Coverage
requirements, as describedin Section 3 Who is Eligible to Enrolland Section 4 When You Can
Enroll and When CoverageBegins.

» Anemployee who returns to work within 90 days aftera layoff oranapproved leaveof absence
will keep the sameemploymentand eligibility status as before.
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TERMINATION OF THE GROUP CONTRACT.

Unless otherwise stated, and in accordance with allnoticerequirements, onthe date the Group Contract is
ended:

» Coverage of Subscribers and Dependents will end immediately. The Group must notify Members
promptly that We are no longerrequired to provideany service in connection with the Group
Contract.

» All Covered Services under the Plan, including treatment for ongoing conditions and care for
hospitalized Members may stopimmediately. This doesnot include those Members who have
become totally disabled while a Member ofthe Plan andremain totally disabled atthe time ofthe

termination ofthe Group Contract .

If the Group Contract ends We will refund thedifferencebetween fees paid to Us a fter the termination date
and amounts otherwise due to Us. Refunds will go to the Group unless thegpremiums are billed directly to
and paid by the Member.
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Section 12
Continuing Coverage Options When Eligibility Ends

When Your Coverage or Yourdependent’s coverage ends Your employermust tell You and Your
dependents in writing what options are a vailable to continue coverage.

The following options may be available:

e Continue group coverageunder federal Consolidated Omnibus Budget Reconciliation Act
(COBRA); or
e Continue group coverageunder Virginia state law for 12 months.

REQUIRED EMPLOYER NOTICE OF CONTINUATION OPTIONS.

Youremployer must provide eachemployee, or other enrollee coveredunder Your Plan, written notice of
the availability of COBRA or, if Your group isnot subjectto COBRA, written notice of theavailability of
Virginia’s twelve month continuation of group coverage option. The employernotice mustincludeallof
the procedures and timeframes for continuation of coverage. The noticemdist be provided within 14 days
of the employer group contract holder’s knowledge of the enrollee or other covered person’s loss of
eligibility underthe group contract.

COBRA CONTINUATION HEALTH COVERAGE.

When group health plan coverage ends the ConsolidatedOmmnibus BudgetReconciliation Act (COBRA)
requires most group health plans to providea temporary continuationof group health coverage for certain
qualifyingevents. COBRA generally applies to all grtoup health plans maintained by private-sector
employers (with at least 20 employees) or by stateand local governments. The law does not apply,
however, to plans sponsored by the Federal govemment orby churches and certain church-related
organizations.

COBRA requires continuation coverage to be offeredto covered employees, their spouses, their former
spouses, and their dependent children when group health coverage would otherwise be lost due to certain
specific events. Those events includethedeath'ofa covered employee, termination or reduction in the
hours of a covered employee's employnientforreasons other than gross misconduct, divorce, orlegal
separation froma coveredemployeesa covered employee's becoming entitled to Medicare, and a child's
loss of dependent status (and therefore coverage) under the plan.

Employers mayrequireindividuals who electcontinuation coverage to pay the full cost of thecoverage,
plusa 2 percent administrativecharge. For more information about COBRA please read the General
Notice of COBR A Continuation Coverage Rights in the back of this document. Youremployerandnot
Optima Healthis responsible for administering COBRA benefits.

STATE CONTINUATION OF GROUP PLAN COVERAGE.

This section will apply to You only if Your emplover’s group planis notsubjectto COBRA
continuation.

If Coverageunderthe Group Plan ends Members are entitled to continuation of coverageunder the existing
group contract fora period of 12 months immediately followingthe date oftermination of the enrollee's
eligibility forcoverage underthe Group Plan. Coverage shallbe provided without additional evidence of
insurability. The premium for continuing group coverage shallbe at the current rate applicable to the group
contractsubject to the following requirements:
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The applicationand payment for the extended coverage is made to the group contract holder
within 31 days afterissuance of the written notice by theemployer, but in no event beyond the 60
day period following thedate of the termination of the person’s eligibility;

Each premium for theextended coverage is timely paid to the group contract holder on a monthly
basis duringthe 12 month period; and

The premium for continuing the group coverage shallbe at theinsurer’s current rateapplicable to
the group policy plus any applicable administrativeof 2% ofthe current rate.

Members will not be eligible for Continuation of Coverage if any conditions below aretrue.

>

vV V V VYV

The Memberis coveredby, oris eligible forbenefits under Title XVIII, underthe United States
Social Security Act.

The Memberis coveredby, oris eligible forsubstantially the same level of Hospital, medical, and
surgicalbenefits under state or federal law.

The Memberis covered by substantially the samelevel of Hospitalimedical, and surgical benefits
underany policy, contract, or Plan forindividuals in a group.

The Memberhas not been continuously covered during the thitee-month period immediately
preceding the Member’s termination of Coverage.

The Member was terminated by the Plan forany of the followingteasons:

1. Failure to pay the amounts due underthe contract,including failure to pay a premium
required by the contractas shownin the contractor Evidencéot Coverage;

2. Fraud ormaterial misrepresentation inénrollment or in théuse of servicesor facilities; or

3. Material violation of the terms ofthe contracts
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Section 13
How To File A Complaint, Grievance, Or
Appeal An Adverse Benefit Determination

YOUR RIGHT TO FILE A COMPLAINT ORAPPEAL.

We want You to be satisfied with Yourhealth plan services. If Youare not satisfied We have a formal
complaintprocess to handle Your concerns. We also have anInternaland an External Appeal Process to
resolve benefit disputes and respond to requests to reconsider coverage decisions You find unacceptable.

Some examples oftypical complaints or grievances are:

» Youareunhappy with a doctor or hospital;
» Youfeel Youreceived poorcare at a hospital; or
» Youare unhappy with Ourservices.

Some examples of when Youare entitledto anappealare:

We did not approve a request for Pre-Authorization;

We did not covera treatment becauseit is experimental;

We did not covera service becauseit is not medically necessary;

We did not pay fora treatment or service accordingto Your benefits; or

We have notified youthat Your coverage is being reS¢inded for fraud ormaterial
misrepresentation.

VVVVY

We suggest You callMember Services first and ong@f Our customer service representatives will assist You
with the problem. Most problems can be handled in this manner. If Youare stillnot satisfied You can file
a formal written complaint oranappeal by following oneof processes below.

Remember, You havethe right to file a complaintor anappeal. We will not penalize You or cancel Your
coverage because You exercise Your rights.

If You have any questions regardifigan a ppeal, grievance, or complaint concerning the health care services
that You havebeenprovided which havefiet been satisfactorily addressed by Your Plan, You may contact
the Office of the Managed Care Ombudsman.“The Managed Care Ombudsmanis available to help Virginia
consumers who experiehceproblems with, or have questions about managed care. The Managed Care
Ombudsman can assist Plan members in understandingand exercising theirrights of appeal of adverse
decisions. There aresevefalwaysto contact the Office of the Managed Care Ombudsman:

Wirite:
Office of the Managed Care Ombudsman
Bureauof Insurance

P.O.Box 1157
Richmond, VA23218

Telephone:

Toll-Free: 1-877-310-6560
Richmond Metropolitan Area: 1-804-371-9032

E-Mail:

ombudsman(@scc.virginia.gov
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Appeal An Adverse Benefit Determination

HOW TO FILE A COMPLAINT.

You can file a complaint anytime within 180 days from the date of Your concern with Your care or
services. Remember to includeany additional documentation that will help Usresolve Yourconcern. You
may havesomeone else, such as a doctor or family member, file a complaint for You. We may ask that
You sign a form authorizing the other personto act for You.

CallMember Services and ask fora complaint form, or download the forms from Our Web site
optimahealth.com. Mailorfax the completed forms and any additional documentation to:

Optima Health

Appeals Department

P.O. Box 62876

Virginia Beach, VA23466-2876
Fax: 757-687-6232

Toll Free: 866-472-3920

We will write to You and let You know We have received Your complaint-We will also tell You how long
We think it will take Us to investigate Your complaint. WhefiWe have finished Our investigation We will
write to You andlet You knowhow We haveresolved Yourcomplaint.

If You have been unable to contact Us or obtain satisfaction here aresome other places Youcango
for help.

» Contactthe Virginia Bureau of Insurance:

Life & Health Division

Bureauof Insurance

P.O.Box 1157

Richmond, VA23218

Phone: 804-371-9741

In-State Toll Ffee 12800-552-7945

> Contactthe Virginia Department of Health:

Virginia Departmient@fHealth

Center for Quality Health Services and Consumer Protection
3600 W.Broad Street, Suite 216

Richmond, VA 23230-4920

Toll-free Telephone: 1-800-955-1819

» The Managed Care Ombudsman:

Write:

Office of the Managed Care Ombudsman
Burecauof Insurance

P.O.Box 1157

Richmond, VA23218

Telephone:
Toll-Free: 1-877-310-6560
RichmondMetropolitan Area: 1-804-371-9032
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How To File A Complaint, Grievance, Or
Appeal An Adverse Benefit Determination

E-Mail: ombudsman(@scc.virginia .gov
APPEALS OF AN ADVERSE BENEFIT DETERMINATIONS.

An Adverse Benefit Determination means that We have made a decisionnotto pre-authorize, cover, orpay
(in whole orin part) fora service because:

» Youare noteligible forbenefitsunder the plan; or
» Theservice does notmeet Our requirements for:
o Medicalnecessity;
o Appropriateness;
o Healthcaresetting;
o Levelofcare;
o Effectiveness; or
» Theservice is Experimental or Investigational; or
» Optima Healthhasnotified You that Your Coverage is beingtescinded.

You havetherightto a fulland fairappeal of an Adverse Benefit Determination. ;You have 180 days from
Our notice to You ofan Adverse Benefit Determinationto ask foranappeal.

You can have someoneelse, such asa doctor or familydnember filean appeal for You. We mayask You
to sign a form to authorizethis personto act for You.

When We review Yourappeal We will look at alleomments, documents, records, and other information
submittedto Us. We will do a new review withoutregardtothe first review of Your case. Make sure You
send Usany new information You wantJs to review. Yoeu can submit new informationto Us in writing or
in person.

The person reviewing Your appéalwill not have participated in the original coverage decision.
Appealsinvolvinga medical judgment; ncluding whethera particular treatment, drug, or other service is
experimental, investigafional, ornot Medically Necessary will be reviewed by a clinical peer reviewer who

did not participate in/the first.eowerage decision.

Before We make Our finaldecisionon Yourappeal We will provide you free of charge any new
information We relied on;@nd'We will give you time to provide comments.

Appeals of Pre-Service Claims.

A Pre-service Claim is a claim fora benefit orservice that requires Pre-Authorization before Youreceive
care. An example wouldbe obtaining Pre-Authorization fora diagnostic testormedical procedure.

ForPre-Service Claims, We will make a decisionand notify You within 30 calendar days of receipt of
Your written request for the appeal.

Reconsideration of an Adverse Decision

Yourtreating provider my request a reconsideration ofan Adverse Decision on Yourbehalf. Arequest for
reconsiderationis optional,and available only to Yourtreating health care provider. You or Your
Authorized Representative may file an appeal regardless of whether your provider requests a
reconsideration. We will make a decisionon a reconsideration andnotify theproviderand themember in
writing within ten (10) working days of thedate of receipt of the request. If we deny thereconsideration
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Appeal An Adverse Benefit Determination

request the notice will include the criteria used and theclinicalreason forthe Adverse Decision, the
alternate length oftreatment of any alternaterecommendation, and the Member’s right to appeal the
decision.

Appeals of Post-Service Claims.

A Post-Service Claim is any claim fora benefit that isnot a Pre-Service Claim. An example wouldbe a
claim forpayment fora diagnostic test or other services You havealreadyhad done.

If Yourappealinvolvesa Post-Service Claim, We will make a decisionandnotify You within 60 calendar
daysofreceipt of Yourwritten request for the appeal.

Appeals of Concurrent Claims or Review Decisions.

A Concurrent Care Claim is a claim fora benefit where We are reducing orendinga service previously
approved. Itcanalsobea requestto extenda course oftreatment. Al exampléwould be a review of an
inpatient hospital stay approved for five days onthe third day to determimedf'the fullfive daysis
appropriate. Anotherexample would be a request for additional outpatient therapy visits.

For Concurrent Care Claims, We will makea decision andnotify You as soen as possible; andpriorto the
benefit beingreduced orterminated.

We will continueto providecoverage during Yourappeal of a concurrent review.
Expedited Appealsfor Urgent Claims.

You canrequestanexpedited appeal if Your¢laim for medical care ortreatmentis urgent andusing Our
normalappeal process would:

» Seriously jeopardize Your life'othealth; or

» Seriously jeopardize Yourability to rega in maximum function; or

> Inthe opinion®faPhysician with knowledge of Your medical condition, subject the Member to
severe pain/fthat cannetibe adequately managed without the care or treatment.

You or Yourtreating physician can request an expedited appeal by telephone, fax, orletter. Please make
sure to explicitly state "expedited a ppeal” in the requestto initiate this process.

We will makea decision onanexpedited appeal and notify You as soon as possible, but nolaterthan:

» One business day after We receive allinformation necessary to make a decision; or
» Notlaterthan 72 hours fromthereceiptof therequest.

Expedited appeals relating to a prescription to alleviate cancer pain willbe decided not more than twenty-
fourhours fromreceiptof therequest.

You also have the right to file an external review at the sametime as Yourrequest foran expedited internal
appeal. Pleasesee the section below “YOURRIGHT TO EXTERNALREVIEW OF AN ADVERSE
BENEFIT DETERMINATION OR A FINAL ADVERSE BENEFIT DETERMINATION.”

Adverse Determinations Involving The Treatment of Cancer
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If Youreceive an Adverse Determinationinvolving the treatment of Cancer You are notrequired to
exhaustOur internal appeal processes before requestinga standard or expedited independent external
review. Please see the section below “YOURRIGHT TO EXTERNAL REVIEW OF AN ADVERSE
BENEFIT DETERMINATION OR A FINAL ADVERSE BENEFIT DETERMINATION.”

HOW TOBEGINYOUR APPEAL.

>

Youcanask for forms to starta written appealby:

AWM~

CallingMember Services at thenumber on YourID card; or
Downloading the forms at Optimahealth.com ; or

Sending Us a fax at 757-687-6232 or 1-866-472-3920; or
Sending Us a letterby mailat:

Optima Health

APPEALS DEPARTMENT
P.O. Box 62876

Virginia Beach, VA23466-2876

For an Urgent care appeal You or Your treating physician canrequest an expedited appeal
by telephone, fax,or letter. Please makesufe to explicitly state ""expedited appeal" in the
request to initiate this process.

When You have completed the forms returnthem to Us. Remember to includeall of the
following with Your appeal forms:

AN B W —

Yourname, address, and telephone number;

Your Member number and group number;

The date of servicé,and place ofservice;

The name ofthe doctor orother service provider;

The charge related to the§ervice;and

Any new@dditional written comments, documents, records, or other information You want Us
to consider.

When We complete Your appeal We will send written notification of Our decision. If We
don’t change Ourinitial decision Our notice willinclude:

1. Thespecific reason for Ourdecision; and
2. The specific planprovisions We based Ourdecision on; and
3. Information onany external appealrights available to You.

You can also request the following free of charge:

1. Reasonable access to,and copies of, alldocuments, records, and other information relevantto
Yourappeal; and

2. Copiesofany internalrule, guideline, protocol, or other criteria We relied on for Our
decision; and

3. Fordenials due to medical necessity, experimental treatment, or a similar exclusion or limit,

an explanation of the scientific or clinical judgment for the determination applying the terms
of the plan to Yourmedical circumstances.
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YOUR RIGHT TO EXTERNAL REVIEW OF AN ADVERSE BENEFIT
DETERMINATION OR A FINAL ADVERSE BENEFIT DETERMINATION.

If Wehave denied Yourrequestfortheprovision oforpayment fora health care serviceor course of
treatment You may havethe right to have Our decisionreviewed by health care professionals who have no
association with Us if Our decision involved making a judgment as to themedical necessity,
appropriateness, health care setting, level of care, oreffectiveness ofthe health care service or treatment
Yourequested by submitting a request for external review to the Virginia State Corporation Commission’s
Bureauof Insurance.

State Corporation Commission

Bureau of Insurance

External Appeals

P.O.Box 1157

Richmond, VA23218

Phone: 1-877-310-6560 Fax: (804)371-9915
Email: externalreview(@scc.virginia.gov

We will send You copies ofthe forms and instructions that Youneedto file anexternalreview oran
expedited external review with Ournotice of anadversedenefit determination or final adverse
determination. You canalso get copies ofthe forms and instructionsthatY ou need by calling Member
Services at the numberon Your Optima Health ID éard or on'Our web site at optimahealth.com.

Dependingon Yoursituation Youor Yourautherized représentative canask foran externalreview of an
adverseor finaladverse determination.

You mayfile a request for an External Reviewaf.an adverse determination in the following situations:

e IfWehavedenied Yourrequestfora coveredservice, or We have denied payment fora covered
service or course of treatment,and Qur decision involved making a judgment as to the medical
necessity, appropriateness, h€alth care setting, level of care, or effectiveness ofthe healthcare
service or tredtment You requested;

o Iftheadverse determinationinvolves the treatment of cancer, or You havea medical condition
where the timeframe forcompletion ofanexpedited internal appeal of anadverse determination
would seriously jeopardize Your life orhealth or would jeopardize Yourability to regain
maximum function, You, or Yourauthorized representative may file a request foranexpedited
external appeal;

e Iftheadverse determination involves a denial of coverage based ona determination that the
recommended orrequested health care service or treatmentis experimental or investigational and
Yourtreating physician certifies in writing thatthe recommended orrequested health care service
or treatment would be significantly less effectiveif not promptly initiated, You or Yourauthorized
representativemay file a request for anexpedited external review;

e IfYouorYourauthorizedrepresentative files a request for an expedited internal appeal with Us,
Youmayfile at the sametime a request for an expedited external review of anadverse
determination. The independent review organization assigned to conduct the expedited external
review will determine whetherthe covered person shall be required to complete the expedited
internalappeal priorto conducting the expedited external review;

e IfYouorYourauthorizedrepresentative files a standard appeal with Our internal appeal process,
and We do notissue a written decision by either 30 days from the date of filing fora pre-service
claim orby 60 days fromthe dateof filing fora post-service claim, and You or Yourauthorized
representativedid notrequest oragreeto a delay, You or Your authorized representative may file
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a request for external review, and will be considered to have exhausted Our internal appeal
process.

You or Yourauthorized representative can request an external review of a finaladverse benefit
determination in the following situations:

e Youhavea medical condition where the time frame for completion ofa standard external review
would seriously jeopardize Your life or health or would jeopardize Yourability to regain
maximum function, You or Your authorized representative may file a request for an expedited
external.

e Ifthe finaladverse determination involves anadmission, a vailability of care, continued stay, or
health care service for which You received emergency services, buthave not been discharged
from a facility, You or Yourauthorized representative may request an expedited external review.

e Ifthe finaladverse determination involves a denial of coverage based on a determination that the
recommended orrequested health care service or treatmentis eXperimental or investigational, You
or Yourauthorized representativemay file a request fora standard external review; orif Your
treating physician certifies in writing that the recommended or requested health care service or
treatmentwould be significantly less effective if not promptly initiated, ¥ou or Yourauthorized
representativemay request an expedited external review.

You have 120 days fromthe date You receive notice of Y ourright to reguest an Externalappeal from the
Bureauof Insurance (BOI).

You must have exhausted Our internal appeal process. Exhaustion ofthe internal appeal process will not be
required if the adverse determination is related to the treatment of cancer. Depending on Your situation
exhausted means:

1. Youhavefiled aninternal appeal and We'have notified Youof Our final adverse benefit decision;
or

2. Youfiled an internalappeal, andWe have notgiven You a responseon Our determinationby
either 30 days from the date of filing fora pre-service claim orby 60days from thedateof filing
fora post-semvice claim. This doesnotapplyif You agreedto give Us more time to work on Your
appeal; or

3. Youfiled anexpedited orurgent appeal with Us. At the same time You can request an External
review: or

4. Wehaveagreed toWwaivethe exhaustion requirement for Yourappeal.

How Your External Appeal will be handled.

When the BOI receives Yourappeal, they will ask Us to verify that Your case is eligible for external
appeal, andthat Yourappeal request is complete.

You will have to authorizethe release ofany medical records needed to reacha decision on the external
review.

If any additional information is needed to complete Yourrequest or verify eligibility, We will ask You to
provide the specific information needed. We will give You a timeframe to submit this information. If You
do not submit this informationto Us a timely manner, Yourrequest foranexternalreview may be
concluded.

If We determine that Yourrequest is not eligible foran external appeal, You may appeal that determination
to the BOL.
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You will be notified that Yourrequest is completeand eligible for external review. The BOI willrandomly
select an Independent Review Organization (IRO) to perform Yourappeal. The IRO performing Your
appeal will not be affiliated with Optima Health so that there is no conflict of interest with Yourcase. You
will have5 business days from notification to submit any additional information Youwould like the IRO to
review about Yourcase. We will also submit allof Our documents and information We used to make Our
decision on Yourinternalappealto the IRO forreview.

The IRO will notify Youand Optima Health ofits decision on Yourexternalappeal. The decisionis
bindingon Us. The decision isalso bindingon You except tothe extent the covered person has other
remedies available underapplicable federal orstate law.

If a requestforanexpedited External Review is submitted atthe same time@as a request for an expedited
internalappeal requesthas been made, theIRO will make a determinationas to whether theinternal
expedited appeal process must be completed prior to the expedited External Réview process beginning.

We may reconsider any final Adverse Benefit Determination thatis the subjeet ofanexternalreviewat any
time. Reconsiderationby Us will not delay orend the externalreview.

SOURCES FOR ADDITIONAL HELP.
If You have been unable to contact Us or obtainsatisfactiofthere are additional places Youcan go forhelp:

» Virginia State Corporation Commission
Life & Health Division, BureaofInsurance
P.O.Box 1157
Richmond, VA23218
(877)310-6560
http:/www.scc.virginia .gov/boi
bureauofinsurance(@sce.vitgifiia .gov

» Youmay contact thelOffice' of the Managed Care Ombudsmanto seek assistance in understanding and
exercising Yourfight to appealan adverse determinationat:

Office of the Manhaged Care Ombudsman
Bureauof Insurance

P.O.Box 1157

Richmond, VA23218

Toll Free Telephone Number: 877-310-6560
Email Address: ombudsman (@scc.virginia.gov

» YoumayContactthe Virginia Department of Health, Center for Quality Health Care Services and
Consumer Protectionat 1-800-955-1819.

» Youmayhave theright to bring civil action under Section 502 (a) of the Employee Retirement
Income Security Act if allrequired reviews of Yourappealhave been completed and Yourappeal
hasnot been approved. Members of government or church-sponsored groups donothavethis
right. Additionally, You and Yourplan may have other voluntary alternative dispute resolution
options, suchas mediation. One wayto find outwhat maybe available is to contact Yourlocal
U.S. Departmentof Labor Office and Your State insurance regulatory agency. Contactthe nearest
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Section 13
How To File A Complaint, Grievance, Or
Appeal An Adverse Benefit Determination

office of the U.S. Department of Labor, Pension and Welfare Benefits Administration Toll-free at
1-866-275-7922 or visit their website at www.dol.gov.
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Section 14
General Provisions

MAJORDISASTERS AND OTHER CIRCUMSTANCES BEYOND THE PLAN’S CONTROL.

In the eventthat circumstances not within the Plan’s control including, but not limited to, a major disaster,
epidemic, or civil insurrection, result in the facilities, personnel or resources used by the Planbeingunable
to provide orarrange for the care and services the Plan has agreed to provide, the Plan shallmake a good
faith effort to arrange foranalternative method of providing such care and services insofaras practicaland
accordingto its best judgment. In such circumstances, however, neither the Plan nor participating
providers shallincurany liability or obligation for delay, or failure to provide orarrange for such services.

INCONTESTABILITY.

All statements madeby a Member shall be considered representations and not warranties and no statement
shallbe the basis for voiding Coverage ordenyinga claim after the contract has beenin force fortwo years
from its effective date, unless the statement was material to the risk and was contained in a written
application.

SEVERABILITY.

In the eventthat any provision ofthis Evidence of Coverageis held to be invalid orfinenforceable forany
reason, theinvalidity orunenforceability ofthat provision shallnot a ffect theremainder of this EOC orthe
Group Contract, which shall continue in full force and effect in‘aecordance with its remaining terms.

POLICIES AND PROVISIONS.

The Plan may developandadoptpolicies, procédures, rules, and interpretations to promote orderly,
equitable, and efficient administration of Coverage:

MODIFICATIONS.

Alterations to the Group Contragtyand its attachments may be made, in accordance with the terms ofthe
Group Contract betweenthe Planand gtoup. This may bedone withoutthe Subscriber’s consent or
concurrence.

ENTIRE CONTRACT.

The Group Contract andthis Evidence of Coveragetogether with allexhibits and amendments thereto, the
individual Enrollment Applications of Members, and any other questionnaire, form or other document
provided in execution with the Group Contract shall constitute the entire a greement between the parties.
No statements or representations may be used in any legal dispute regarding theterms of Coverage orany
exclusions or limitations hereunderunless contained in such documents. No alterationof the Group
Contract andno waiver of any ofiits provisions shall be valid unless evidenced by a written endorsement or
amendmentsigned by a duly authorized officer of the Plan. Any insuranceagent or broker licensed
through thePlan whomay have assisted in the contract forthis Plan isnot anauthorized officer of the Plan
forthis orany other purpose.

OMISSIONS.

Neitherthe group norany Member is an agentor representative of the Plan, and neither shallbe liable for
any acts or omissions of the Plan, its agents or employees, or of any provider, orany other person or
organization with which the Plan, its agents or employees, has made or hereafter shallmake arrangements
forthe performance of services under this agreement. Certain Members may, forreasons personalto
themselves, refuseto acceptprocedures or courses of treatmentrecommended by a Plan provider.
Providers shalluse theirbest efforts torender allnecessary and appropriate professional services in a
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manner compatible with the Member’s wishes, insofar as this can be done consistently with the provider’s
judgmentas to the requirements of proper medical practice. If a Member refuses to follow a recommended
treatmentor procedure, and a provider believes thatno professionally acceptable alternative exists, such
Membershallbe so advised; andif uponbeingso advised the Member still refuses to follow the
recommended treatment or procedure, then the Member shall be given no further treatment for the
conditionunder treatment, and neither the Plan providernorthe Plan shallhave any further responsibility to
provide care for such condition orrelated ailment nor financial responsibility for paymentof such care or
complications arising from failure to follow the medical advice of Plan providers. However, the Member
shallhavethe right to a consultation (second opinion) regarding his/her medical condition. This second
opinion must be pre-authorized by the Member’s Primary Care Physicianusing participating Plan
providers.

RELATIONSHIP BETWEEN THE PLAN AND HOSPITALS.

The relationship between the Planand Hospitals is that of an independent céntractor. Hospitals are not
agents oremployees of the Plannoris the Plan orany employee ofthe Plananemployee oragent of
Hospitals. Hospitals shallmaintain the Hospital-patient relationship with Members and are solely
responsible to Members forall Hospital services.

RELATIONSHIP BETWEEN THE PLAN AND HEALTHPROFESSIONALS.

The relationship between the Planand health professionalsisthatofanindependentcontractor except in
such cases whereby the health professional is employed by the Plan. Tndependently contracted health
professionals arenot agents or employees ofthe Plannoristhe Plan, orany employee ofthe Plan,an
employee oragentof its health professionals. Health professionals shallmaintain professional patient
relationships with Members in a ccordance with theterms hereof and applicable law, and are solely
responsible to Members for allmedical services.

PRESCRIPTION DRUG BENEFITS.

Benefits willnot be denied for any drugprescribed, on an inpatient or outpatient basis, to treat a covered
indicationso aslongas the drughas beén approved by the United States Food and Drug Administration for
atleast oneindication anidthe drugisrecognized for treatment ofthe coveredindicationin one of the
standard reference compendia orin substantially accepted peer-reviewed medical literature.

Benefits willnot be denied forany drug, prescribed on an inpatientor outpatient basis, approved by the
United States Food and Drag Admiinistration for use in the treatment of cancer on the basis that thedrug
hasnot been approved by the United States Foodand Drug Administration for the treatment of specific
type of cancer for which the drughas been prescribed, provided thedrughas beenrecognizedas safe and
effective fortreatment ofthatspecific type of cancer in any of the standard reference compendia.

Benefits willnot be denied forany drug, prescribed on an inpatient or outpatient basis, approved by the
United States Food and Drug Administration foruse in the treatment of cancer pain for the reason thatthe
dosage isin excess of the recommended dosage ofthe pain relieving a gent, if the prescription has been
prescribed fora person with intractable cancer pain.

The Plan will not exclude coverage forany prescription drugsolely on the basis of the length of time since
the drugobtained FDA approval.

Prescriptions maybe filled at a Plan pharmacy or a non-participating phamacy or its intermediary thathas
agreed to acceptas payment in fullreimbursement from the Plan orits Pharmacy Benefit Managerat the
same levelasthe Plan orits Pharmacy Benefit Manager gives to participating pharmacies.
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Step Therapy Protocols.

Forsome prescription drugs, Optima Health has established step therapy protocols. A Step therapy
protocolmeans a protocol setting the sequence in which prescriptiondrugs are determined medically
appropriate fora specified medical condition fora particular patient, and coveredunder the Plan.

Optima Healthhas a process in placeto review requests for an exceptionto our step therapy requirements.
Our determination will be based on a review of the Member’s or prescribing provider's request, supporting
rationale and documentation for an exception.

A step therapy exception request may be granted if the prescription drugis covered under the Member’s
current healthplan; andthe prescribing provider's submitted justification and supporting clinical
documentation are determined to support the prescribing provider's statement that:

The required prescription drug is contraindicated;
The required drug would be ineffective based on the known clilical characteristics of the patient
and the known characteristics of the prescription drug regimeh;

e The patient has tried the step themapy-required prescription driig while under their current or a
previous health benefit plan, and such prescription drug was discontinueddue to lack ofefficacy
or effectiveness, diminished effect, oran adverse event; or

e The patient is currently receiving a positive therapeutic outcome on a prescription drug
recommended by his provider for the medical condition under con$ideration while on a current or
the immediately preceding healthbenefit p lan.

Optima Health will respondto a step therapy ex€eptionrequest within 72 hours of receipt, including hours
on weekends. We will confirm that therequestis approvedydenied, or requires supplementation or
additional information. In cases where exigent circumstances exist, We will respond with our decision
within 24 hours of receipt, including hotirsion weekends.»A Member may appeal any step therapy
exception request denialunder the Plan’sexistiiga ppeal procedures.

NOTICE IN WRITING.
From the Planto You.

A notice sent to You by thePlanisconsidered "given" whenreceived by the Subscriber's employerat the
address listed in the Plafi'stecords or, if sent directly to You, thenotice is considered "given" when mailed
to the subscriber's last known address as shown in the Plan's enrollmentrecords. Notices include any
information which the Plan'may send You, including identification cards.

From You or Your employer to the Plan.

Notice by You orthe subscriber's employeris considered "given" when actually received by the Plan. The
Plan will not be able to acton this notice unless the subscriber's name and identificationnumber are
included in the notice.

LIMITATIONS OF DAMAGES.

In the eventa Member or his representative sues the Plan, orany of its directors, officers, oremployees
actingin his or her capacity as director, officer, oremployee, fora determination of what coverage and/or
benefits, if any existunder this Evidence of Coverage, the damages shall be limited to the amount ofthe
Member's claim for benefits. The damages shallnot exceed the amountof any claim not properly paid as
of'the time the lawsuit is filed. This policy doesnot provide coverage for punitive damages, or damages for
emotional distress or mental anguish; provided, however, this provisionis not intended, and shallnot be
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construed, to affectin any manner anyrecovery by Youor Yourrepresentative of any non-contractual
damages to which You or Yourrepresentatives may otherwise be entitled.

TIME LIMITS ON LEGAL ACTION.

No action atlaw orsuit in equity shall be brought a gainst the Planmore than one year after the date the
cause ofaction first accrued with respectto any matterrelating to this Evidence of Coverage, the Plan's
performanceunder this Evidence of Coverage, or any statements made by an employee, officer, or director
of'the Plan concerningthe Evidence of Coverage orthebenefits available.

THE PLAN'S CONTINUING RIGHTS.

On occasion, We may not insist on Your strict performance ofallterms of this Evidence of Coverage. This
doesnot mean We waive or give up any future rights We have under this Evidence of Coverage.

CONTINUITY OF CARE.

If a providerleaves thePlan's network, except for cause, the Member maycontinue toreceive care from that
provider with a valid referral or authorization from the Plan:

1. Fora period of 90 days from thedate of the notice:9fa providet's termination for Members who (i)
were in an active course of treatment fromthe providenpriosto the notice of termination and (ii)
request to continuereceiving health careservices from the provider;

2. Through the provision of postpartum care directly related to the delivery for Members who have
entered thesecond trimester of préghancyatthe timeof a provider's termination; or

3. Fortheremainderof the Member'slife for caredirectly related to thetreatment ofterminal Illness.
"Terminally ill" is definedunder § 1861 (dd) (3)(A) of the Social Security Act.

4. ThePlan will pay a provideraceordingto the Plan's agreement with the provider existing
immediately before the provider's tetmination of participation.

CONSIDERATION OF MEDICAID ELIGIBILITY PROHIBITED.

The Plan shallnot, in detémining thé eligibility of an individual for coverage, consider the eligibility of
such individual for medical a ssistance("Medicaid") from this Commonwealth or from any other state.

The Plan shallnot, in detemining benefits payable to, or on behalfof anindividual covered under the Plan,
take into account the eligibility0f such individual for medical assistance ("Medicaid") from this
Commonwealth or from any other state.

STANDING REFERRALS FOR SPECIAL CONDITIONS.

Forthose individuals with special conditions the Plan may, a fter consultation with the PCP, issue a
standingreferralto a Plan Specialist, (i) authorized to provide Covered Services and (ii) selected by the
individual, to be responsible forand capable of providing and coordinating the individual's primary and
specialty carerelated tothe initial specialty care referral.

Special conditionmeans a condition or disea se that is (i) life-threatening, degenerative, or disabling and (ii)
requires specialized medical care overa prolonged period oftime. Within the treatmentperiod authorized
by the referral, the specialist will be permitted to authorize referrals, procedures, tests, and othermedical
servicesrelated tothe initial referral as the individual's PCP would be permitted to provide or authorize.
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STANDING REFERRALS FOR CANCER PAIN.

Individuals who have been dia gnosed with cancermay be issued a standing referral to a board-certified
Physician in pain managementor oncologist who is authorized to provide servicesunder the Plan. Some
services may require Pre-Authorization by the Plan.

DISCRIMINATION.

The Plan will not unfairly discriminatea gainst an enrollee on the basis of the age, sex, genderidentity or
status as a transgender individual, health status, race, color, creed, national origin, ancestry, religion,
marital status, or lawful occupation ofthe enrollee, orbecause of the frequency of utilization of services by
the enrollee. However, nothing shall prohibit the Plan from settingrates or establishinga schedule of
charges in accordance with relevantactuarial data.

The Plan will not unreasonably discriminate a gainst physicians as a class or@ny class of providers listed in
§38.2-4312 and § 38.2-3449.1 ofthe Code of Virginia when contractingfor specialty or referral
practitioners, providedthe plan covers services thatthe class of providers arelicensed to render. Nothing
in this section shall prevent a health maintenance organization from selecting, in the judgment ofthe health
maintenance organization, thenumber of providers necessary to render theservicesotfered by the health
maintenance organization, or from limiting certain specialty s€nvices to particulartypes of practitioners,
provided theseservices are within the scope of their license,

THIS IS THE END OF YOUREVIDENCE OF COVERAGE.
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Attachments

Under state and federal law Optima Health Members are entitled to certain information about their
health plan benefits. Your employer may be required to provide You additional notices or
information about Your coverage rights. On the following pages You will find the following:

Notice of Maternity Coverage (NMHPA)

Under Federal and state law You have certain rights and protections regarding Your maternity
benefits under the Plan.

Notice of Coverage for Reconstructive Breast Surgery (WHCRA)

This notice provides information on the Member’s rights and availability of benefits for the treatment
of mastectomy related services, including reconstructive surgery, prostheses, and physical
complications, including lymphedemas under the Plan.

Information on COBRA Continuation of Coverage

This notice generally explains COBRA continuation coverage, when itimay become available to
You and Your family, and what You need to do to protect the right ta'receive it. Your employer and
not Optima Health is responsible for giving You all the required informatioftand notices about
COBRA coverage.

Your Rights Under ERISA

As a participantin the Plan You may be entitled to certain‘rights and protections under the
Employee Retirement Income Security Act of 1974 (ERISA).

Premium Assistance Under Medicaid and the/Children’s Health Insurance Program (CHIP)

If You or Your children are eligible for Medicaid or CHIP and you're eligible for health coverage
from your employer, your state may have a premium-‘assistance program that can help pay for
coverage, using funds from their Medicaid or CHIPyprograms. If you or your children aren’t eligible
for Medicaid or CHIP, you won't be eligible for these premium assistance programs but you may be
able to buy individual insurance coverage through the Health Insurance Marketplace. For more
information, visit www.healthcare.gov.

Notice Of Privacy Practices

Optima Health is part ofithe Sentara Healthcare integrated health care system. This system is
made up of companiés owned by'Sentara Healthcare. Every member of the Sentara Healthcare
family, including Optima Healthymust comply with the basic privacy principles found in the “Notice
of Privacy Practices."* " A'copy ofthe notice is attached to this booklet. In the notice there is an
explanation of how Optima and Sentara use and safeguard Your personal and medical record
information.

Notice Of Protection Provided By Virginia Life, Accident And Sickness Insurance Guaranty
Association

This notice provides a brief summary of the Virginia Life, Accident and Sickness Insurance
Guaranty Association (“the Association”) and the protection it provides for policyholders. This
safety net was created under Virginia law, which determines who and what is covered and the
amounts of coverage.

Notice of Insurance Information and Financial Information Practices

This notice will help You understand how We may collect information about You, the type of
information that may be collected, and what information may be disclosed about You to the Plan’s
affiliates and to non-affiliated third parties.

Balance Billing Consumer Rights

This notice will help You understand balance billing protection for Out-of-Network Services.
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Notice of Maternity Coverage (NMHPA)

Under Virginia law and under federal law You have certain rights and protections regarding Your
maternity benefits under the Plan.

Under federal law known as the “Newborns’ and Mothers’ Health Protection Act of 1996”
(Newborns’ Act) group health plans and health insurance issuers generally may not restrict
benefits for any hospital length of stay in connection with childbirth for the mother or newborn
child to less than 48 hours following a vaginal delivery, or less than 96 hours following a cesarean
section. However, federal law generally does not prohibit the mother’s or newborn’s attending
provider, after consulting with the mother, from discharging the mother or her newborn earlier
than 48 hours (or 96 hours as applicable). In any case, plans and issuers may not, under federal
law, require that a provider obtain authorization from the plan or the issuer for prescribing a length
of stay not in excess of 48 hours (or 96 hours).

Under Virginia State law Your benefits will include coverage for postpartum services. Coverage
will include benefits for inpatient care and a home visit or visits, which shall be in accordance with
the medical criteria, outlined in the most current version of or an official update to the "Guidelines
for Perinatal Care" prepared by the American Academy of PediatriCs and the American College of
Obstetricians and Gynecologists or the "Standards for ObstetrigcGynecalogic Services" prepared
by the American College of Obstetricians and Gynecologists. Coverage for obstetrical services
as an inpatient in a general Hospital or obstetrical services by a Physician shall provide such
benefits with durational limits, Deductibles, Coinsuranceffactors, and Copayments that are no
less favorable than for physical lliness generally.



| Notice of Coverage for Reconstructive Breast Surgery (WHCRA)

In the Commonwealth of Virginia and under a federal law known as The Women’s Health and
Cancer Rights Act of 1998 (WHCRA) We are required to notify You of Your rights related to
benefits provided by the Plan in connection with a mastectomy. This notice provides information
on the Member’s rights and availability of benefits for the treatment of mastectomy related
services, including reconstructive surgery, prostheses, and physical complications, including
lymphedemas under the Plan.

You should keep this information with Your important health care records. If You have any
questions regarding this Notice or the benefits You are entitled to under the Plan please call
Member Services at the number listed on Your Plan insurance identification card.

As a Member of the Plan You have rights to coverage to be provided in a manner determined in
consultation with Your attending physician for:

» All stages of reconstruction of the breast on which the mastectomy was performed;

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

» Prostheses and treatment of physical complications of thé mastectomy, including
lymphedema.

These benefits are subject to the exclusions, limitations, and conditions including Copayments,
Coinsurances, and/or Deductibles set forth in this docunfient. Coverage shall have durational
limits, dollar limits, Deductibles and Coinsurance factors that are no less favorable than for
physical illness generally.



COBRA Continuation of Coverage

GENERAL NOTICE OF COBRA CONTINUATION COVERAGE RIGHTS

The Department of Labor has developed a model Consolidated Omnibus Budget Reconciliation Act of
1985 (COBRA) continuation coverage general notice that plans mayuse to provide the generalnotice. To
use this model generalnotice properly, the Plan Administrator must fill in the blanks with the appropriate
plan information. The Department considers use ofthe model generalnotice to begood faith compliance
with the generalnotice contentrequirements of COBRA. The use ofthe modelnoticesisn’t required. The
modelnotices are provided to help facilitate compliance with the applicable notice requirements.

NOTE: Plans do notneedto includethis instruction page with the model general notice.
Paperwork Reduction Act Statement

Accordingto the Paperwork Reduction Act of 1995 (Pub. L. 104-13) (PRA),no persons arerequiredto
respond to a collection ofinformationunless such collection displays a valid Office of Management and
Budget (OMB) controlnumber. The Department notes thata Federalagency cannot conductorsponsora
collection of informationunless it is approved by OMB under the PRA, and displays a currently valid
OMB controlnumber, and the public is not required to respondto a collection of informationunless it
displays a currently valid OMB controlnumber. See 44 U.S.C.3507. Alse,notwithstandingany other
provisions of law, no personshall be subjectto penalty for failing to comply withha collectionof
informationif the collection of information does not display a currently validOMB control number. See 44
U.S.C.3512.

The public reporting burden for this collection of information{is.estimated to aveérage a pproximately four
minutes perrespondent. Interested parties are encouragedto sendicommentsregarding the burden estimate
or any otheraspect ofthis collection of information, ineludingsu ggestionsfor reducing this burden, to the
U.S. Departmentof Labor, Office of Policy and Reséarch, Attention: PRA Clearance Officer, 200
Constitution Avenue, N.W.,Room N-5718, Washington, D€20210 or email ebsa.opr@dol.gov and
reference the OMB Control Number 1210-0123.

Introduction

You’re getting this notice because you recently. ga ined coverage undera group health plan (the Plan). This
notice has importantinformation about yourrightte,COBR A continuation coverage, which is a temporary
extension of coverage under the®lan. This notice explains COBRA continuation coverage, when it
may becomeavailableto you and yourfamily,and whatyou need to do to protectyour right to getit.
When you become eligible for COBR AJyoumay also becomeeligible for other coverage options thatmay
cost less than COBR Acontinuation coverage.

The right to COBR A continuationcoverage was created by a federal law, the Consolidated Omnibus
Budget ReconciliationAetof 1985 (COBRA). COBRA continuation coverage can becomeavailable to
you and other members of yourfamily when group health coverage would otherwise end. Formore
information about your rightsand obligations under the Plan andunder federal law, you should review the
Plan’s Summary Plan Description or contact the Plan Administrator.

Youmay have other options availableto you when you lose group health coverage. Forexample, you
may be eligible to buy an individual plan through the Health Insurance Marketplace. By enrolling in
coverage through the Marketplace, youmay qualify for lower costs on your monthly premiums and lower
out-of-pocketcosts. Additionally, you may qualify fora 30-day special enrollmentperiod foranother
group healthplan for which you are eligible (such as a spouse’s plan), evenif that plan generally doesn’t
accept lateenrollees.

Whatis COBRA continuation coverage?

COBRA continuation coverage is a continuation of Plan coverage whenit would otherwise end because of
a lifeevent. Thisis also called a “qualifyingevent.” Specific qualifyingevents are listed later in this
notice. Aftera qualifyingevent, COBRA continuation coverage mustbe offered toeachperson whoisa
“qualified beneficiary.” You, yourspouse,and your dependent children could become qualified
beneficiaries if coverage under the Planis lost because ofthe qualifyingevent.

Ifyou’reanemployee, you’llbecome a qualified beneficiary if youlose your coverage under the Plan
because ofthe following qualifying events:

e Yourhoursof employment are reduced, or
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e  Youremploymentends foranyreasonotherthan your gross misconduct.
Ifyou’re the spouse ofanemployee, you’llbecome a qualified beneficiary if youlose your coverage under
the Plan becauseof the following qualifying events:

Yourspouse dies;

Yourspouse’s hours of employment arereduced,;

Yourspouse’s employment ends for any reason other than his or her gross misconduct;
Yourspouse becomes entitled to Medicare benefits (under Part A, Part B, orboth); or

You become divorced or legally separated from your spouse. Your dependent children will
become qualified beneficiaries if they lose coverage under the Plan because of the following
qualifyingevents:

The parent-employee dies;

The parent-employee’s hours of employment are reduced;

The parent-employee’s employmentends for any reason other than his or her gross misconduct;
The parent-employee becomes entitled to Medicare benefits (Part A, Part B, orboth);

The parents become divorced or legally separated; or

The child stops beingeligible for coverage underthe Planas a “dependent child.”

Whenis COBRA continuation coverage available?
The Plan will offer COBRA continuation coverage to qualified beneficiatie§ only afiérthe Plan
Administrator has been notified that a qualifying event has occurred. Theemployérmustnotifythe Plan
Administrator of the following qualifying events:

e Theend of employment or reduction ofhours of-employment;

e Death of the employee; or

e Theemployee’s becomingentitled to Medicare bengefits (underPart A, Part B, orboth).

For all other qualifying events (divorce or legalseparation of the employee and spouse or a
dependent child’s losing eligibility for coverageaasa dependent child), you must notify the Plan
Administrator within 60 days after théqualifying event occurs.

Howis COBRA continuation coverage provided?

Once the Plan Administrator recéives noticethata qualifying eventhas occurred, COBRA continuation
coverage will be offered to each 'of thelqualifiedbeneficiaries. Each qualified beneficiary willhave an
independentright to elect COBR A continuation coverage. Covered employees may elect COBRA
continuation coverage onbehalf oftheir spouses, and parents may elect COBRA continuation coverage on
behalfoftheir children.

COBRA continuation ¢overage is atemporary continuation of coverage that generally lasts for 1 8 months
due to employment termination ofreduction of hours of work. Certain qualifyingevents,ora second
qualifyingevent during theifitial period of coverage, may pemit a beneficiary toreceive a maximum of
36 months ofcoverage.

There are also ways in which this 18-month period of COBRA continuation coverage canbe extended:
Disability extension of 18-month period of COBRA continuation coverage

If you oranyone in your family coveredunder the Plan is determined by Social Security to be disabled and
you notify the Plan Administratorin a timely fashion, youand your entire family may beentitledto get up
to an additional 1 1 months of COBRA continuation coverage, for a maximum of 29 months. The disability
would have to have started at some time before the 60thday of COBR A continuation coverage and must

lastatleastuntilthe end of the 18-month period of COBR A continuation coverage.
Second qualifying event extension of 18-month period of continuation coverage

If your family experiences another qualifying event during the 18 months of COBRA continuation
coverage, the spouse and dependent children in your family can get up to 18additional months of COBRA
continuation coverage, fora maximum of 36 months, if the Plan is properly notified about the second
qualifyingevent. This extensionmay be available to thespouse and any dependent children getting
COBRA continuation coverage if the employee or former employee dies; becomes entitled to Medicare
benefits (under Part A, Part B, orboth); gets divorced or legally separated; orif the dependentchild stops
beingeligible underthePlan asa dependent child. This extensionis only available if the second qualifying
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event would have caused the spouse or dependent child to lose coverageunder the Plan had the first
qualifyingevent not occurred.

Are there other coverage options besides COBRA Continuation Coverage?

Yes. Insteadof enrollingin COBRA continuation coverage, there may be other coverage options foryou
and your family through the Health Insurance Marketplace, Medicare, Medicaid, Children’s Health
Insurance Program (CHIP). or other group health plancoverage options (suchas a spouse’s plan) through
whatiscalled a “special enrollmentperiod.” Some ofthese options may cost less than COBRA
continuation coverage. You canlearnmore about many oftheseoptions atwww.healthcare.gov.

CanlI enroll in Medicare instead of COBRA continuation coverage after my group health plan
coverageends?

In general, if you don’t enrollin Medicare Part A or B when you are first eligible because you are still
employed, a fter the Medicare initial enrollment period, you have an 8-month special enrollmentperiod' to
sign up for Medicare Part A or B, beginning on the earlier of

e Themonth afteryouremploymentends; or
e Themonth after group health plancoveragebased on currentemployment ends.

Ifyou don’t enrollin Medicare and elect COBRA continuation coverageinstéad, youmay have to paya
Part B late enrollmentpenaltyand youmay havea gapin coverage if you'decide yot'want PartB later. If
you elect COBRA continuation coverage and later enroll in Medicare Part A'ouBbefore the COBRA
continuation coverage ends, the Plan may terminate your continuation coverage. However, if Medicare
Part A or Bis effective onorbefore thedate of the COBRAlelection, COBRA coverage maynotbe
discontinued on account of Medicare entitlement, evefi if youenrollm'the other part of Medicare after the
date ofthe election of COBRA coverage.

Ifyou are enrolled in both COBRA continuation coverage and Medicare, Medicare will generally pay first
(primary payer) and COBRA continuation coveragewill paysecond. Certain plans maypayasif

secondary to Medicare, even if youare mot enrollediin Medicare.

Formore information visit https:/www.medicaréov/medicare-and-you.

If you have questions

Questions concerning your Plan oryour COBRA continuation coverage rights should be addressed to the
contactor contacts identified below. F#or more information about yourrights under the Employee
Retirement Income Séeurity Act (ERISA), including COBRA, the Patient Protection and Affordable Care
Act,and other laws affecting group health plans, contact the nearest Regional or District Office of the U.S.
Departmentof Labor’s EmployeeBenefits Security Administration (EBSA)in yourarea or visit
www.dol.gov/ebsa. (Addresses@ndphone numbers of Regionaland District EBSA Offices are available

through EBSA’s website.) Formore information aboutthe Marketplace, visit www.HealthCare.gov.

Keep your Planinformed of address changes

To protect your family ’s rights, let the Plan Administrator know about any changes in the addresses of
family members. Youshould alsokeepa copy, foryourrecords, of any notices yousendto thePlan
Administrator.
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Your Rights Under ERISA

ERISA NOTICE

As a participantin the Plan You may be entitled to certain rights and protections under the
Employee Retirement Income Security Act of 1974 (ERISA). ERISA does not apply to You if Your
insurance is through a government, county, church, or school employer. Under ERISA, You are
entitled to:

Receive Information about Your Plan and Benefits

You may examine, without charge, at the plan administrator’s office and at other specified
locations, the plan administrator's documents, including insurance contracts, and a copy of the
latest annual report filed by the plan administrator with the U.S. Department of Labor and
available at the Public Disclosure Room of the Pension and Welfare Benefit Administration. You
may obtain, upon written request to the plan ad ministrator, copies of all the plan administrator's
documents and other plan information. The plan administrator may make a reasonable charge
forthe copies.

Continue Group Health Plan Coverage

You may continue health care coverage for yourself, Your spouseof Y our dependents if there is
aloss of coverage under the plan as a result of a qualifying event. YouworYour spouse or Your
dependents may have to pay for such coverage. Please Review the Continuation of Coverage
section in this document for the rules governing Y ourCOBRA contindation coverage rights.

Prudent Actions by Plan Fiduciaries

In addition to creating rights for plan participants, ERISA imposes duties upon the people who are
responsible for the operation of the employee benefit plan. The people who operate Your plan,
called “fiduciaries” of the plan, have@duty to do so prudently and in Your interest and in the
interest of other plan participants and beneficiaries. No one, including Your employer, Your union,
or any other person, may fire You or otherwise‘discriminate against You in any way to prevent
You from obtaining a group healthyplan benefit or exercising Your rights under ERISA.

Enforce Your Rights

If Your claim for a group health,plan benefitis denied or ignored, in whole or in part, You have a
right within certain time schedules to know why this was done, to obtain copies of documents
relating to the decision without charge, and to appeal any denial.

Under ERISA, there are steps You can take to enforce the above rights. For instance, if You
request a copy of plan documents or the latest annual report from the plan administrator’s office
and do not receive them within 30-days, You may file suitin a Federal court. In such a case, the
court may require the plan administrator to provide the materials and pay You up to $110 a day
until You receive the materials, unless the materials were not sent because of reasons beyond
the control of the administrator. If You have a claim for benefits which is denied or ignored, in
whole orin part, You may file suitin a state or Federal court. In addition, if You disagree with the
plan administrator’s decision or lack thereof concerning the qualified status of a domestic
relations order or a medical child support order, You may file suitin Federal court. If it should
happen that plan fiduciaries misuse the plan’s money, or if You are discriminated against for
asserting Your rights, You may seek assistance from the U.S. Department of Labor, or You may
file suit in a Federal court. The court will decide who should pay court costs and legal fees. If You
are successful the court may order the person You have sued to pay these costs and fees. If You
lose, the court may order You to pay these costs and fees, if for example, it finds Your claimis
frivolous.

Assistance with Your Questions



Your Rights Under ERISA

If You have any questions about Your plan, You should contact the plan administrator. If You
have any questions about this statement or about Your rights under ERISA, or if You need
assistance in obtaining documents from the plan administrator, You should contact the nearest
office of the Pension and Welfare Benefits Administration, U.S. Department of Labor, listed in
Your telephone directory or the Division of Technical Assistance and Inquiries, Pension and
Welfare Benefits Administration, U.S. Department of Labor, 200 Constitution Avenue N.W.,
Washington, D.C. 20210. You may also obtain certain publications about Your rights and
responsibilities under ERISA by calling the publications hotline of the Pension and Welfare
Benefits Administration.



Premium Assistance Under Medicaid and the
Children’s Health Insurance Program (CHIP)

[Premium Assistance Under Medicaid and the Children’s Health Insurance Program (CHIP)

Ifyou oryourchildrenareeligible forMedicaid or CHIP andyou’re eligible for health coverage from your
employer, your state may have a premium assistance programthatcan help pay for coverage, using funds
from their Medicaid or CHIP programs. If you oryour childrenaren’t eligible for Medicaid or CHIP, you
won’t be eligible forthese premium assistance programs butyoumay be able to buy individual insurance
coverage through the Health Insurance Marketplace. Formore information, visit www.healthcare.gov.

If you oryourdependents are already enrolled in Medicaid or CHIP andyoulive in a State listed below,
contactyour State Medicaid or CHIP office to find outif premium assistanceis available.

Ifyou oryourdependents are NOT currently enrolled in Medicaid or CHIP, and youthink youorany of
your dependents might be eligible for either of these programs, contact your State Medicaid or CHIP office
ordial 1-877-KIDS NOW or www.insurekidsnow.gov to find out how to apply. If you qualify, ask your
state if it has a program that might help youpay the premiums for an employer-sponsored plan.

Ifyou oryourdependents are eligible for premium assistanceunder Medicaid or CHIP, as well as eligible
under your employer plan, your employer must allow youto enroll in your employer planif you aren’t
alreadyenrolled. This is called a “special enrollment” opportunity, and yousmust requést coverage within
60 days ofbeing determined eligible for premium assistance. If you have questionsiabout enrolling in your
employerplan, contactthe Department of Labor atwww.askébsa.dol.gov or calll-866-444-EBSA (3272).

If youlive in one of the following states, you maybe eligiblefor assistance paying your employer
health plan premiums. The following list of statesiscurrent as of January 31,2021. Contactyour

State for more information on eligibility —

ALABAMA — Medicaid

FLORIDA - Medicaid

Website: http://myalhipp.com/
Phone: 1-855-692-5447

Website: https ://www.flmedicaidtplrecovery.com/fimedic
aidtplrecov ery.com/hipp/index.html
Phone: 1-877-357-3268

ALASKA — Medicaid

GEORGIA - Medicaid

The AK Health Insurance Premium Paymént Program
Website: http://myakhipp.com/

Phone: 1-866-251-4861

Email: CustomerService@MVyAKHIPP.com

Medicaid Eligibility:

http://dhss .alaska.gov/dpa/Pages/medicaid/default.aspx

Website: : https://medicaid.georgia.gov/health-
insurance-premium-payment-program-hipp
Phone: 404-656-4507

ARKANSAS — Medicaid

INDIANA - Medicaid

Website: http:/myarhipp.com/
Phone: 1-855-MyARHIPP (855-692-7447)

Healthy Indiana Plan for low-income adults 19-64
Website: http://www.hip.in.gov/fssa/hip

Phone: 1-877-438-4479

All other Medicaid

Website: https://www.in.gov/medicaid

Phone 1-800-457-4584

CALIFORNIA — Medicaid

Health Insurance Premium Payment (HIPP) Program
http://dhcs.ca.gov/hipp

Phone: 1-916-445-8322

Email: hipp@dhcs.ca.gov
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COLORADO - Medicaid

IOWA - Medicaid

Health First Colorado Website:
https://www.healthfirstcolorado.com

Health First Colorado Member Contact Center: 1-800-
221-3943/ State Relay 711 CHP+:
https://www.colorado.gov/pacific/hcpf/child-health-plan-
plus

CHP+ Customer Service: 1-800-359-1991/ State Relay
711 Health Insurance Buy-In Program (HIBI):
https://www.colorado.gov/pacific’hcpf/health-insurance-

buy-program
HIBI Customer Service: 1-855-692-6442

Medicaid

Website: https://dhs.iowa.gov/ime/members

Medicaid Phone: 1-800-338-8366

Hawki Website: http://dhs.iowa.gov/Hawki

Hawki Phone: 1-800-257-8563

HIPP Website:
https://dhs.iowa.gov/ime/members/medicaid-a-to-z/hipp
HIPP Phone: 1-888-346-9562

KANSAS - Medicaid

NEW HAMPSHIRE — Medicaid

Website: https://www.kancare.ks.gov/
Phone: 1-800-792-4884

W ebsite: https:/Amvw.dhhs.nh.gov/oii/hipp.htm
Phone: 603-271-5218.Toll free number for the HIPP
program: 1-800-85243345, ext 5218

KENTUCKY — Medicaid

NEW JERSEY —Medicaid and CHIP

Kentucky Integrated Health Insurance Premium
Payment Program (KI-HIPP)

Website:
https://chfs.ky.gov/agencies/dms/member/Pages/kihipp:
aspx

Phone: 1-855-459-6328

Email: KIHIPP.PROGRAM@ky.gov

KCHIP Website:
https:/kidshealth.ky.gov/Pages/index.aspx
Phone: 1-877-524-4718

Kentucky Medicaid Website: https://chfs.ky.gov

Medicaid Website:

http :/avw. state.nj.us/humanservices/
dmahs/clients/méedicaid/

Medicaid Phone: 609-631-2392

CHIP Website: http://www.njfamilycare.org/index.html
CHIP Phone: 1-800-701-0710

LOUISIANA — Medicaid

NEW YORK — Medicaid

Website: www.medicaid.la.gov

or www.ldh.la.gov/lahipp

Phone: 1-888-342-6207 (Medicaid.hetline)or 1-855-
618- 5488 (LaHIPP)

Website:
http://www.nyhealth.gov/health care/medicaid/ Phone:
1-800-541-2831

MAINE - Medicaid

NORTH CAROLINA — Medicaid

Enroliment Website:
https:/www.maine.gov/dhhs/ofi/applications-forms
Phone: 1-800-442-6003 TTY: Maine relay 711 Private
Health Insurance Premium Webpage:
https://www.maine.gov/dhhs/ofi/applications-forms
Phone: 1-800-977-6740 TTY: Maine relay 711

Website: http://www.ncdhhs.gov/dma
Phone: 919-855-4100

MASSACHUSETTS — Medicaid and CHIP

NORTH DAKOTA — Medicaid

Website: https://www.mass.gov/info-details/masshealth-
premium-assistance-pa
Phone: 1-800-862-4840

Website:
http ://iwww.nd.gov/dhs/services/medicalserv/medicaid/
Phone: 1-844-854-4825

MINNESOTA — Medicaid

OKLAHOMA - Medicaid and CHIP

Website: https://mn.gov/dhs/people-we-serve/children-
and-families/health-care/health-care-
programs/programs-and-services/other-insurance.jsp
Phone: 1-800-657-3739

Website: http://www.insureoklahoma.org
Phone: 1-888-365-3742
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MISSOURI — Medicaid

OREGON — Medicaid

Website:
http:/Awww.dss.mo.gov/mhd/participants/pages/hipp.htm

Website:
http://healthcare.oregon.gov/Pages/index.aspx

Phone: 573-751-2005

http://www.oregonhealthcare.gov/indexes.html
Phone: 1-800-699-9075

MONTANA — Medicaid

PENNSYLVANIA — Medicaid

Website:
http://dphhs.mt.gov/MontanaHealthcarePrograms/HIP P

Website:
https://www.dhs.pa.gov/providers/Providers/Pages/Med

Phone: 1-800-694-3084

ica I/HIPP-Program.aspx
Phone: 1-800-692-7462

NEBRASKA — Medicaid

RHODE ISLAND — Medicaid

Website: http://mww.ACCE SSNebraska.ne.gov
Phone: 1-855-632-7633

Lincoln: 402-473-7000

Omaha: 402-595-1178

Website: http://www.eohhs.ri.gov/
Phone: 1-855-69744347, or 401-462-0311 (Direct Rlte
Share Line)

NEVADA - Medicaid

SOUTH CAROLINA - Medicaid

Medicaid Website: http://dwss.nv.gov/ Medicaid Phone:
1-800-992-0900

Website: http://wwwisédhhs.gov
Phone: 1-888-549-0820

SOUTH DAKOTA - Medicaid

WASHINGTON < Medicaid

Website: http://dss.sd.gov
Phone: 1-888-828-0059

Website: htips://www.hca.wa.gov/
Phone: 1-800-562-3022

TEXAS — Medicaid

WEST VIRGINIA — Medicaid

Website: http://gethipptexas.com/
Phone: 1-800-440-0493

Website: http://mywvhipp.com/
Toll-free phone: 1-855-MyWVHIPP (1-855-699-8447)

UTAH — Medicaid and CHIP

WISCONSIN - Medicaid and CHIP

Website:

Medicaid: http://medicaid.utah.gov/
CHIP: http://health.utah.gov/chip
Phone: 1-877-543-7669

Website:
https://www.dhs.wisconsin.gov/badgercareplus/p-
10095.htm

Phone: 1-800-362-3002

VERMONT- Medicaid

WYOMING - Medicaid

Website: http:/Mww.greenmountaincare.org/ Phone: 1-
800-250-8427

Website:
https://health.wyo.gov/healthcarefin/medicaid/programs
-and-eligibility/

Phone: 1-800-251-1269

VIRGINIA - Medicaid and CHIP

Website: https://www.coverva.org/hipp/
Medicaid Phone: 1-800-432-5924
CHIP Phone: 1-855-242-8282
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To seeif any otherstates haveadded a premium assistance program since January 31,2021, or formore
information on special enrollment rights, contact either:

U.S. Departmentof Labor

Employee Benefits Security Administration
www.dol.gov/agencies/ebsa
1-866-444-EBSA (3272)

U.S. Departmentof Healthand Human Services
Centers for Medicare & Medicaid Services
www.cms.hhs.gov

1-877-267-2323, Menu Option 4, Ext. 61565

Paperwork Reduction Act Statement

Accordingto the Paperwork Reduction Act of 1995 (Pub. L. 104-13) (PRA), no persons arerequired to
respond to a collection of informationunless such collectiondisplaysa valid Office of Management and
Budget (OMB) controlnumber. The Department notes thata Federal a gency cannot conductor sponsor a
collection of informationunless it is approved by OMB under the PRA, and displays a currently valid
OMB controlnumber, and the public is not required to respondto a collectionof informationunless it
displaysa currently valid OMB controlnumber. See 44 U,S.C.3507. Also, notwithstanding any other
provisions of law, no personshallbe subjectto penaltyfor failing to ecomply with a collectionof
informationif the collection ofinformation does not@isplay a currently‘valid OMB control number. See 44
U.S.C. 3512. The public reporting burden for this collection©t information is estimated to average
approximately seven minutes per respondent. Ifiterestedparties are encouraged to send comments regarding
the burden estimate or any otheraspect ofthis collection of information, including suggestions for reducing
this burden, to the U.S. Department of Labor, EmployeeBenefits Security Administration, Office of Policy
and Research, Attention: PRA Clearance Officer, 200 Constitution Avenue, N.W.,RoomN-5718,
Washington, DC 20210 or email ebsa.opr@dol.gowand referencethe OMB Control Number 1210-0137.

OMB Control Number 1210-0137(expites,1/3 1/2023)
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Notice of Privacy Practices

NOTICE OF PRIVACY PRACTICES

THISNOTICE OF PRIVACY PRACTICES (“NOTICE”) DESCRIBESHOW PROTECTEDHEALTH
INFORMATION ABOUT YOU MAY BE USED OR DISCLOSED AND HOW YOU CAN GET ACCESSTO
THISINFORMATION. PLEASE REVIEW IT CAREFULLY.

References to “Sentara,” “we,” “us,” and “our” means the members of the Sentara Healthcare
ACE, which is an affiliated covered entity. An affiliated covered entity is a group of organizations
under common ownership or control who designate themselves as a single affiliated covered
entity for purposes of compliance with the HealthInsurance Portability and Accountability Act
(“HIPAA”). The Sentara Healthcare ACE, andits employees and workforce members who are
involved in providing and coordinating your health care, are all bound to follow the terms of this
Notice. The members of the Sentara Healthcare ACE will share federally protected health
information (i.e., your medical information) with each other for treatment, payment, and health
care operations as permitted by HIPAA and this Notice. A completefist of the members of the
Sentara Healthcare ACE is provided at the end of this Notice.

Our Pledge Regarding Your Protected Health Information

Sentara is committed to safeguarding protected health infoermation about you. We createa
record of certain healthinformation relatedto yolr health benefit{plan administered by certain
Sentara entities. We need this information to frovide you with'quality services andto comply
with certainlegal requirements.

This Notice applies to all the healthinformation recordsrelatedto your health benefit plan
administered by certain Sentara HealthPlans.

We are required by law to:

e Maintainthe privacy of your medical information;

e Provide yod this Notice describing our legal duties and privacy practices with respect to
your medicahinformation;

e Notify you following afbreach of your unsecured medical information; and

e Follow the termsofthis Notice.

How We May Use and Disclose Protected Health Information About You Without Your
Authorization (Permission)

The following sections describe different ways that we may use and disclose your protected
health information without your authorization (permission). For each category of uses or
disclosures, we will describe them and give some examples. Some medical information, such as
certain genetic information, certain drug and alcohol information, HIV information, and mental
health information, may be entitled to special restrictions by state and federal laws. We abide
by all applicable state andfederal laws relatedto the protection of such medical information.
Not every use or disclosure will be listed, but all of the ways we are permittedto use and
disclose protected health information about you will fall within one of the following categories.

Treatment: We may use or disclose medical information about you to provide you with medical
treatment and/or coordinate with health care providers on treatment for you.
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Payment: We may use and disclose your protected health information to make coverage
determinations, to coordinate benefits, and to help pay your medical bills submittedto us for
payment. For example, we may use your medical information from a surgeryyou received ata
hospital sothat the hospital can be paid.

Health Care Operations: We may use and disclose protected health information about you for
our health care operations and for certain health care operations of other providers who furnish
careto you. These uses and disclosures are necessaryto operate our health plans and to make
sure that all of our members receive quality services. We may use and disclose protected health
information to provide customer services. For example, we may use protected health
information about you to review our services, to evaluate the performance of our staff, and to
survey you on your satisfaction with our services. We may review and/or aggregate member
information to decide what additional services or benefits our health plans should offer, what
services are not needed, and whether certain new services are effective. We may combine the
protected health information we have about you with other membeérs’ protected health
information to compare how we are doing and see where we can makeimprovements in the
services we offer.

Business Associates: We may share your protected health information with certainthird parties
referredto as “business associates.” Business associates provide varieus services to or for
Sentara. Examples include billing services, transcriptionservices, aind legal services. We require
our business associates tosignan agreement requiringthem to'protect your protected health
information and to use and disclose your protectedihiealth information only for the purposes for
which we have contracted for their services.

Individuals Involvedin Your Care or Payment for Your Care: Unless you tell us not to, we may
release protected health information about you to individuals involved in your medical care such
as a friend, a family memberorany.individual you identify. We also may give your protected
health information to someone who‘helps,pay for your care. Additionally, we may disclose
protected health information abolit you to your legal representative, meaning generally, a
person who has the authority by law to make healthcare decisions for you. Sentara typically will
treat your legal representative the'same way as we would treat you with respect to your

medical information.

Communications with You: We, or our Business Associates, may contact you via telephone,
email, or text message about your treatment, care, or payment related activities. As anexample,
we may remind you that you have an appointment for medical care and provide information
about treatment. We or our Business Associate mayalsouse your protected health information
to communicate withyou about health-related benefits or services that may be of interest to
you, such as available immunizations.

If you provide us with your email address and/or phone number, you acknowledge that we, or
our Business Associates, may exchange protected health information with you by email, text, or
phone call. These messages may be sent using automated dialing and/or pre-recorded
messages. Youagree we can communicate with you through these methods via phone calls,
emails, text messages, or other means based on the contact information you have on file with
us. You also understand and agree that communication via email and text or are inherently
unsecure and that thereis no assurance of confidentiality of information communicated in this
manner. You agree that you are the user and/or subscriber of the e-mail address and/or phone
number provided to us, and you accept full responsibility for e-mails, phone calls, and/or text
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messages made or sent to or from this e-mail address or phone number. If you prefer not to
exchange protected health information via email, text or over the phone, you can choose not to
communicate with us via those means by notifying the Privacy Officer (see contact information
at the end of this Notice).

As Required or Permitted by Law: We will disclose medical information about you when
required to do so by federal and/or state law. This includes sharing information with the
Department of Healthand Human Services if it wants tosee that we are complying with federal
privacy law.

Legal Proceedings, Lawsuits and Other Legal Actions: We may disclose protected health
information about you to courts, attorneys, court employees, and others when we receive a
court order, subpoena, discovery request, warrant, summons, or other lawful instructions. We
alsomay disclose protected health information about you to those working on Sentara’s behalf
in a lawsuit or action involving Sentara. We may alsodisclose information for law enforcement
purposes as required by law or in response to a valid subpoena,summons, court order, or
similar process.

Incidental Disclosures: There are certain disclosures offprotected healthinformation that may
occur while we are providing service to you or conducting‘our business. We will make
reasonable efforts to limit these incidental disclosures.

Additional Uses and Disclosures of Your Protected Health Information Without Your
Authorization (Permission)

We may use and disclose your protectedhealthiinformation in the following special situations:

e Disaster-Relief Efforts: We,may disclose protected health information about you to an
organization assisting ina disaster-relief effort sothat your family canbe notified about
your conditionyStatus, andlocation. If you do not want us to disclose your protected
health infofmation for, this\purpose, you must tell your caregivers sothat we do not
disclose thisiinformation unless we must do so to respond to the emergency.

e ToAverta SeriousThreat to Health or Safety: We may use and disclose protected
health information about you to help prevent a serious and imminent threat toyour
health and safety or the health and safety of the public or another person.

e Military: If you are a member of the armed forces, domestic (United States) or foreign,
we may release protected healthinformation about you to the military authorities as
permitted or required by law.

e Workers’ Compensation: We may disclose protected health information about you for
workers’ compensation or similar programs as permitted or required by law.

e Coroners, Medical Examiners and Funeral Directors: We may disclose protected health
information about you to a coroner, medical examiner, or funeral director as necessary
for them to carryout their duties.
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e NationalSecurity and Intelligence Activities: We may disclose protected health
information about you to authorized federal officials for intelligence,
counterintelligence, and other national security activities as permitted or required by
law.

e Protective Services for the President ofthe United States and Others: We may disclose
protected health information about you to authorized federal officials sothey may
conduct special investigations or provide protection to the President of the United
States, otherauthorized persons, or foreign heads of state as permitted or required by
law.

¢ Inmates:|fyou areaninmate of a correctionalinstitution or under the custody of law
enforcement officials, we may release protected health information about you to the
correctional institution or law enforcement officials as permitted or required by law.

How We May Use and Disclose Protected Health Information About Yout Upon Your Written
Authorization (Permission)

Marketing: We must obtain your written permissionto‘se or discloseyour protected health
information for marketing purposes except in certaineircumstances«For example, written
permissionis not required for face-to-face encounters involving,marketing, or where we are
providing a gift of nominal value (for example,@a eoffeeimug), or'a communication about our
own services or products (for example, wednay send you a postcard announcing the arrival of a
new surgeon or x-ray machine).

Sale of Protected Health Information: Weymust obtain your written permissionto disclose your
protected health information in exchangefor remuneration (payment).

Other Uses and Disclosures of YourProtected Health Information Without Your Authorization
(Permission): Other usésiand disclosures of your protected health information not covered by
the categories included in this,Notice or applicable laws, rules, or regulations will be made only
with your written permission. Ifyou provide us with such written permission, you may revoke it
atany time. We are not able to'take back any uses or disclosures that we already made in
reliance on your written'permission.

Your Rights Regarding Protected Health Information About You
You have the following rights regarding your protected health information:

Right to Inspect and Copy: With certain exceptions, you have the right to inspect and/or receive
a copy of the protected health information that is used by us to make decisions about your
benefits. The exceptions to this are any psychotherapy notes, information collected for certain
legal proceedings, and any protected health information restricted by law.

To inspect and/or receive a copy of your medical information, we require that you submit your
request in writing to the Health Plan’s Members Services. If you are unsure where to submit
your request, please contact the Sentara Health Plans Privacy Officer (contact information
below). If you request a copy of your medical information, we may charge you a reasonable fee
for the costs of copying, mailing, or other supplies associated with your request. Your request
will be fulfilled in a timely manner not to exceed 30 days.
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Under certain circumstances, we may deny your request to inspect or copy your protected
health information, such as if we believe it may endanger you or someone else. If you are
denied access toyour protected health information, you may request that another licensed
health care professional review the denial. We will comply with the outcome of the review.

Right to Request Confidential Communications: You have the right to request that we use a
certain method to communicate with you about Sentara Health Plan matters or that we send
Sentara Health Plan information to you at a certainlocation if the communication could
endanger you. For example, you may askthat we send your information by a specific means,
such as by U.S. mail only, or to a specified address. If you want us to communicate with you in a
certainway, you will need to give us specific details about how you want to be contacted
including avalid alternative address. We will not ask you the reasonfor the request, and we will
accommodate all reasonable requests. However, if we are unable to contact you using the ways
or locations you have requested, we may contact you using the infofmation we have. We
require that you submit your request in writing to the Health Plaf’s Members Services. If you
are unsure where to submit your request, please contact the Sentaradealth Plan Privacy Officer
(contactinformation below).

Right to Request an Amendment:|fyou feel that the protected health information, we have
about you is incorrect or incomplete, you may ask'us toamendithe protected health
information. To request an amendment, we reQuire thatyou submit your requestin writing and
that you provide the reasonfor the requestiYou sheuld direct your request to the Health Plan’s
Members Services. If you are unsure wheretosubmitiyour request, please contact the Sentara
Health Plans Privacy Officer (contactinformation‘below). If we agree to your request, we will
amend your record(s) and notify you of stch. Incertain circumstances, we cannot remove what
was in the record(s), but we may add supplemeéntal information to clarify. Ifwe deny your
request for an amendment, we Wil provideyou with a written explanation of why we denied it
and explain your rights.

Right to an Accounting of Disclosures: You have a right to make a writtenrequest to receive a
list of the disclosures,wehave made of your protected health information in the six years prior
to your request. The accounting of disclosures you receive will not include disclosures made for
treatment, payment, orhéalthcare operations activities of Sentara Health Plans. Additionally, it
will not include disclosures made to you. To request an accounting of disclosures, we require
that you submit your request in writing to the Sentara Health Plans Privacy Officer (contact
information below). You must state the time period for which you want to receive the
accounting, which may not be longer than six years and which may not date back more thansix
years from the date of your request. You must indicate whether you wish to receive the list of
disclosures electronically or on paper.

The first accounting of disclosures you receive in a 12-month period will be free. We may charge
you for responding to additional requests in that same period. We will inform you of the costs
involved before any costs are incurred. You may choose to withdraw or modify your request at
that time.

Right to Request Restrictions: You have the right to request a restriction, or limitation, on the
protected health information we use or disclose about you for treatment, payment, or health
care operations. We are not required to agree to your request. If we agree to your request, we
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will comply with your request unless the protected health information is needed to provide you
with emergencytreatment, or we are required by law to not disclose it.

To request a restriction, you must make your request in writing to the Sentara Health Plans
Privacy Officer (contact information provided below) and tell us (1) what information you want
to limit, (2) whether you want to limit our use, disclosure, or both, and (3) to whom you want
the limits to apply (for example, disclosures to your spouse). We are allowed to end the
restriction by providing you notice. If we end the restriction, it will only affect the medical
information that was created or received after we notify you.

Right to a Paper Copy of This Notice: You have the right to a paper copy of this Notice at any
time, even if you have previously agreedto receive this Notice electronically. Copies of this
Notice are available by contacting the Sentara Health Plans Privacy Officer (contact information
below). This notice is posted on our website and can be downloaded at:
www.optimahealth.com.

Right to Receive Notification of a Breach: You have the right toreceive written notification of
any breach of your unsecured protected health information.

Changes to This Notice: We reserve the right to change this,Notice from time to time. We
reserve the right to make the revised or changeddotice effective for medical information we
already have about you as well as any medicaldinformation we receive about you in the future.
We will post a copy of the current notice on‘the Sentara Health Plans website at
www.optimahealth.com and provide the revised notice, or information about the material
change and how to obtain the revised notice'in our.next annual mailing to members then
covered by the plan. Please review the Notice from time to time to ensure you are familiar with
our HIPAA privacy practices.

Questions, Requests, or Complaints: |fyou have questions or believe that your privacy rights
have been violated, yourmay file acomplaint with Sentara Health Plans or with the Secretary of
the Department of Health and Human Services. To file a complaint with Sentara Health Plans,
contact the Sentara Health Plans Privacy Officer. You will not be penalized or retaliated against
for filing a complaint.

Sentara Health Plans The U.S. Department of Healthand Human
Attn: Privacy Officer Services

4417 Corporation Lane 200 Independence Avenue, S.W.

Virginia Beach, VA 23462 Washington, D.C. 20201

757-552-7485

This Notice is effective 01/01/2022 and replaces all earlier versions.
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APPENDIXA
AFFILIATES

This Notice of Privacy Practices covers an Affiliated Covered Entity or “ACE”. When this Notice
refers to the Sentara Healthcare ACE, it is referring to Sentara Healthcare and each of the
following subsidiaries and affiliates:

Optima Health Insurance Company
Optima Health Plan

Sentara Health Plans, Inc.

Optima Behavioral Health Services, Inc.
Optima Health Group, Inc.

Virginia Premier Health Plan, Inc.




Virginia Life, Accident and Sickness
Insurance Guaranty Association

This notice provides a brief summary of the Virginia Life, Accident and Sickness Insurance Guaranty
Association (“the Association”) and the protection it provides for policyholders. This safety net was
created under Virginia law, which determines who and what is covered and the amounts of coverage.

The Association was established to provide protection in the unlikely event that a life, annuity or accident
and sickness insurance company (including a health maintenance organization) licensed in the
Commonwealth of Virginia becomes financially unable to meet its obligations and is taken over by its
Insurance Department. If this should happen, the Association will typically arrange to continue coverage
and pay claims, in accordance with Virginia law, with funding from assessments paid by other life and
health insurance companies licensed in the Commonwealth of Virginia.

The basic protections provided by the Association are:
e Lifelnsurance
o $300,000 in death benefits
o $100,000 In cash surrender and withdrawal values

e Health Insurance
o $500,000 for health benefit plans
o $300,000 in disability income insurance benefits
o $300,000 in long-term care insurance benefits
o $100,000 In other types of accident andsSicknessinsurance benefits

e Annuities
o $250,000 in withdrawal and cash,values

The maximum amount of protection for each individual, regardless of the number of policies or contracts.
is $350,000, except for health benefit plansyfor which the limit is Increased to $500,000.

Note: Certain policies and contracts may not be covered or fully covered. For example, coverage
does not extend to any portion(s)'of apolicy orcentract that the insurer does not guarantee, such as
certain investment additions to the'account value of a variable life insurance policy or a variable annuity
contract. There are also various residency requirements and other limitations under Virginia law.

To learn more about the abové protections, please visit the Association’s website at www.valifega.org or
contact:

VIRGINA LIFE, ACCIDENT AND SICKNESS INSURANCE GUARANTY ASSOCIATION
c/o APM Management Services, Inc.

1503 Santa Rosa Road, Suite 101

Henrico, VA 23229-5105

804-282-2240

STATE CORPORATION COMMISSION

Bureau of Insurance

P.0. Box 1157

Richmond, VA 23218-1157

804-371-9741

Toll Free Virginia only: 1-800-552-7945 http://scc.virginia.gov/boi/index.aspx

Insurance companies and agents are not allowed by Virginia law to use the existence of the Association
orits coverage to encourage you to purchase any form of insurance. When selecting an insurance
company, you should not rely on Association coverage. If there is any inconsistency between this notice
and Virginia]
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Notice of Insurance Information Practices
And
Financial Information Practices

Our Privacy Policy

The Plan takes our responsibility to protect the privacy and confidentiality of Your Personal, Privileged,
Medical Record, and Financial information very seriously. Our commitment to protecting Your privacy is
not new. We have specific policies in place to safeguard information about You and Your family.

We are providing this notice to You to help You understand how we may collect information about You,
the type of information that may be collected, and what information may be disclosed about You to the
Plan’s affiliates and to non-affiliated third parties.

What We Mean By Personal, Privileged, Medical Record, And Financial Information

"Personal Information" means any individually identifiable information gathered in connection with an
insurance transaction from which judgments can be made about an individual's character, habits,
avocations, finances, occupation, general reputation, credit, health, or@ny other personal characteristics.
"Personal information" includes an individual's name and address afnd medi€al-record information, but
does not include (i) privileged information or (ii) any information that is publicly avalilable.

"Privileged Information " means any individually identifiable information that (i) relates to a claim for
insurance benefits or a civil or criminal proceeding involving anindividualgand (ii) is collected in
connectionwith or in reasonable anticipation of a claim forinsurance benefits or civil or criminal
proceeding involving an individual.

"Medical-record Information " means personal information that:

1. Relates to an individual's physical ozmental condition, medical history, or medical treatment; and
2. Is obtained from a medical professional@rmedical-care institution, from the individual or from the
individual's spouse, parent, or legal guardian:.

"Financial Information" means personalinfermation other than medical record information or records of
payment for the provision of health'care’to an‘individual.

How We Protect Your/dAnformation

We treat Your information'in a confidential manner. We restrict access to nonpublic personal and
financial information about Yout0those employees and other persons hired by us who need to know the
information to provide services to You. Our employees are required to protect the confidentiality of Your
information. We maintain physical, electronic and procedural safeguards that comply with applicable laws
and regulations to store and secure information about You from unauthorized access, alteration and
destruction.

We may enter into agreements with other companies to provide services to us to make services available
to You. Under these agreements, the companies must safeguard information about You and they may
not use it for purposes other than helping us to improve our service to You.

Why We Collect Information About You

Your Plan needs to know general information about You, such as Your name and the names of Your
dependents, Your address, Your age, Your marital status, and other more specific medical information for
business purposes, including, but not limited to, processing claims, evaluating eligibility for covered
services, administering health benefit plans, educational programs, disease management programs, and
other transactions related to Your health care services.
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We may collect and use certain financial information about You such as name, birth date, mailing
address, employment, social security number, marital status, and checking account information. We
need this type of information to administer Your health benefits, process claims and/or premium
payments and collections, market products, and/or as part of our enroliment process.

We get most of this information directly from You on Your Application or other forms. When You
completed and signed Your Application for coverage, You authorized Your physician, medical
practitioner, hospital, clinic, or other medical or medically related facility, insurance company, or
other organization, institution or person that has any records or knowledge of Your health or Your
dependents’ health to give to the Plan any such personal medical information for the purpose of
underwriting and claims payment.

We may also receive information about You from Your employer, from Your or Your employer's insurance
broker, or, if You receive insurance coverage through a governmental prégram, from local, state or
federal agencies or their representatives. In some instances, we may receive coverage information
about You from another insurance carrier with which You have insufance (this is done to coordinate
payment of Your medical bills.)

Medical Record information and financial information about ¥eu in our filesis private. We will not give
this data or privileged or personal information about Y ou.collected or received in connection with an
insurance transaction unless You have provided writtefi-autherization of as permitted by law.

How We Disclose Personal, Privileged, Medical And Financial Information

To administer Your health coverage we may need todisclose information about You. According to law
we may disclose information about an individual collected or received in connection with an insurance
transaction, without written authorization, if the disclosure'is:

1. To insurers, agents, or insurafice,support.organizations. Data must be reasonably needed for them or
us: (a) to detect or prevent a crime, fraud ormaterial misrepresentation or nondisclosure; or (b) to
perform our or their function relating to Your insurance such as determining an individual's eligibility
for benefits or payment oficlaims.

2. To amedical care institution,or medical professional for the purpose of: (a) verifying insurance
coverage or benefits; or(b) informing You of a medical problem of which You may not be aware; or
(c) conducting an operations or services audit.

3. To astate orfederal instirance regulatory authority.

4. To alaw enforcement authority or other government authority to prevent or prosecute fraud or other
unlawful activities.

5. In response to facially valid administrative or judicial order, including a search warrant or subpoena.

6. To those engaged in actuarial or research studies, provided: (a) no names will be used in their report;
(b) all data is destroyed or returned to us after use; and (c) no data will be disclosed unless itis
authorized by law.

7. To anonaffiliated third party whose only use of such information will be in connection with the
marketing of a nonfinancial product or service, provided: (a) no medical-record information, privileged
information, or personal information relating to an individual's character, personal habits, mode of
living, or general reputation is disclosed, and no classification derived from the informationis
disclosed (b) the individual has been given the opportunity to indicate that he or she does not want
financial information disclosed for marketing purposes and has given no indication that he does not
want the information disclosed and (c) the nonaffiliated third party receiving the information agrees
not to use it except in connection with the marketing of the product or service.

8. To agroup policyholder for reporting claims experience or conducting an audit of the insurance
institution's or agent's operations or services, provided the information disclosed is reasonably
necessary for the group policyholder to conduct the review or audit.
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9. To agovernmentauthority in order to determine eligibility for health benefits for which it may be liable.

10. To a certificate holder or policyholder for the purpose of providing information regarding the status of
an insurance transaction.

11. Pursuant to any federal Health Insurance Portability and Accountability Act privacy rules promulgated
by the United States Department of Health and Human Services.

12. To others as permitted or required by law.

Your Right Of Access To Information

1. You have the right to request access to data about You in our files. Your request must: (a) be sentto
us orour agent; (b) be in writing; (c) clearly describe the data You want; (d) clearly describe the
purpose for which You want the data; and (e) be for data which we or our agent can reasonably
locate and retrieve.

2. We will respond to Your request within 30 business days from the date Your request is received. Our
response will: (a) inform You of the nature and substance of the récorded personal information in
writing, by telephone, or by other oral communication; (b) permit You théright to see and copy, in
person, the recorded personal information pertaining to You or to‘obtain a copy of the recorded
personal information by mail, whichever You prefer, unless the recorded personal information is in
coded form, in which case an accurate translation in plainlanguage will be provided in writing; and (c)
disclose the identity, if recorded, of those persons to.whomwe have disclosed the personal
information within two years prior to the request, and if the identity.i§ not recorded, the names of
those insurance institutions, agents, insurancezsupport organizations or other persons to whom such
information is normally disclosed; (d) give You therights, as described below, regarding correction,
amendment, or deletion of recorded persofalinformation.

3. Medical Record Information supplied by a medical careinstitution or medical professional and
requested by You, together with the identity of the medical professional or medical care institution that
provided the information, will be providedito the medical professional designated by You and licensed
to provide medical care with respect tothe condition to which the information relates. We will notify
You, at the time of disclosurej that we have,provided the information to the medical professional.

4. We may charge a reasonablefee forproviding copies of data in our files.

Your Rights RegardingCorrection, Amendment Or Deletion Of Information

1. If You feel data about You'in our files is wrong, you can request correction, amendment or deletion.
You must make Yourrequest in'writing.

2. We will have 30 business,days from receipt of Your request to respond. Our response will either: (a)
confirm that we have made the changes You asked for; or (b) inform You of our refusal to change our
records.

3. If we correct, amend or delete recorded personal information about You we will notify You in writing
and furnish the corrections, amendment, or fact of deletion to: (a) any person specifically designated
by You who, within the preceding two years, may have received the recorded personal information;
(b) any insurance-support organization whose primary source of personal information is insurance
institutions if the insurance-support organization has systematically received the recorded personal
information from the insurance institution within the preceding seven years. The correction,
amendment, or fact of deletion need not be furnished if the insurance-support organization no longer
maintains recorded personal information about the individual; and (c) any insurance-support
organization that furnished the personal information that has been corrected, amended or deleted.

4. If we refuse to change our records, You can send us a written statement for our files. Iniit, You can
state: (@) what You think is the correct, relevant or fair information; and/or (b) why You disagree with
our refusal. If You send us such a statement, we will (a) keep it with Your file so that it will be seen by
any-one reviewing the file; (b) include it with any data sent to others about You; and (c) send it to
anyone described in subsection 3, above.
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5. The above rights do not extend to data connected with or in preparation for a claim or civil or criminal
proceeding involving You.

Whom You Should Contact If You Have Additional Questions About This Notice

If You have any questions or comments concerning this Privacy Statement, please contact us by
mail at:

Optima Health Member Services

4417 Corporation Lane

Virginia Beach, VA 23462




Balance BiIIing Consumer Rights

Your Rights and Protections Against Surprise Medical Bills

When you get emergency care or are treated by an out-of-network provider at in
in-network facility, you are protected from surprise billing or balance billing.

What is “balance billing” (sometimes called “surprise billing”)?

When you see a doctor or other health care provider, you may owe certain out-of-pocket costs,such
as a copayment, coinsurance, and/or a deductible. You may have other costs or have to pay the
entire bill if you see a provider or visit a health care facility that isn’t in your health plan’s network.

“Out-of-network” describes providers and facilities that haven’t signed a contract with your health
plan. Out-of-network providers may be permitted to bill you for the difference betweenwhat your
plan agreed to pay, and the full amount charged for a service. This isfcalled “balance billing.” This
amount is likely more than in-network costs for the same service and mightinot count toward your
annual out-of-pocketlimit.

“Surprise billing” or “balance billing” is an unexpected balance bill. This‘canthappen when you can’t
control who is involved in your care—like when you have aniemergency or when you schedule a
visit at an in-network facility but are unexpectedly treatédby anout-of-network provider.

Insurers are required to tell you which providersiand facilities are'in their networks. Providers and
facilities must tell you with which provider networksdhey participate. This information is on the
insurer’s, provider’s or facility’s website or on‘request.

You are protected from balance billing for:

Emergency services

If you have an emergency medical conditiorrand get emergency services from an out-of- network
provider or facility, the most.the providér or facility may bill you is your plan’s in- network cost-
sharing amount (such as’ copayments and coinsurance). You can’'t be balance billed for these
emergency services. This includésiservices you may get after you're in stablecondition, unless you
give written consent and give up your protections not to be balance billed forthese post-
stabilization services.

Certain services at an in-network facility

When you get services from an in-network facility, certain providers there may be out-of-network. In
these cases, the most those providers may bill you is your plan’s in-network cost-sharing amount. This
applies to emergency medicine, laboratory, surgeon and assistant surgeon services, and professional
ancillary services such as anesthesia, pathology, radiology, neonatology, hospitalist, or intensivist
services. These providers can’t balance bill you and can’t ask you to give up your protectionsnot to be
balance billed.

If you get other services at these in-network facilities, out-of-network providers can’t balancebill you,
unless you give written consent and give up your protections.

You’re never required to give up your protections from balance
billing. You also aren’t required to get care out-of-network. You can
choose a provider or facility in your plan’s network.




Balance BiIIing Consumer Rights

When balance billingisn’t allowed, you also have
the followingprotections:

e Youare only responsible for paying your share of the cost (like the copayments, coinsurance,
and deductibles that you would pay if the provider or facility was in-network). Your health plan
will pay out-of-network providers and facilities directly.

e Your health plan generally must:

o Cover emergency services without requiring you to get approval for services in
advance (priorauthorization).

Cover emergency services by out-of-network providers.

Base what you owe the provider or facility (cost-sharing) on what it would pay anin-
network provider or facility and show that amount in your explanation of benefits.

o Count any amount you pay for emergency services or aut-of-network services
toward your in-network deductible and in-nemorkout-of‘pock etdimit.

If you believe you’ve been wrongly billed, you may call the federal @gencies responsible for
enforcing the federal balance billing protection law at: 1-800-985-3059 and/or file a complaint with
the Virginia State Corporation Commission Bureau of Insurance at: scc.virginia.gov/pages/File-
Complaint-Consumers or call 1-877-310-6560.

Visitcms.gov/nosurprisesfor more information about your rights underfederal law.
Consumers covered under (i) a fully-insured@olicy issued in Virginia, (ii) the Virginia state employee
health benefit plan; or (iii) a selffunded group thatopted:in to the Virginia protections are also
protected from balance billing under Virginia law. Visit,scc.virginia.gov/pages/Balance-Billing-
Protection for more information about your rights under Virginia law.



https://scc.virginia.gov/pages/File-Complaint-Consumers
https://scc.virginia.gov/pages/File-Complaint-Consumers
https://secure-web.cisco.com/1mAyrs8fCgG2gssLc2JdQRi62_IlqsYvNBokcb1AHLqH93B9MZs27yx86JKnvyG_EdrBf91VGzcjMSYivF0S5CWti2A5QXQ2PcLvxPPRIBoHWfYxfB6ZDCqUwUTJAF5OrddmDRBo6MYPkgr_uAfLTDodFpAMgAaVgn7SdRjR7sGjcQPTyPVwReDeuwO98diBi3nL3x-dX9ZZIeaorB0ECFTr6L6yZphRqGfvAGR6fcQjegnlpf0Zx-kJBQuvwa4p7dgSHmvTQfnyYAf-sfEXFtf5a5HpNryPlhMe_RJIXVrptyMAJM0NAjC6RfM9sriHB/https%3A%2F%2Fwww.cms.gov%2Fnosurprises
https://scc.virginia.gov/pages/Balance-Billing-Protection
https://scc.virginia.gov/pages/Balance-Billing-Protection
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