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INTRODUCTION

The Plan is designed to provide eligible Employees of Prime Healthcare Services, Inc., Prime
Healthcare Foundation, Inc. and their eligible Dependents with Covered Medical Expenses
and Covered Prescription Drugs as described herein.

The Plan establishes the rules under which a Prime Healthcare Services, Inc., Prime Healthcare
Foundation, Inc. Employee becomes a Participant and receives Plan benefits. The Plan is also
intended to explain to Participants and other Covered Persons how those Plan rules apply to
them. Any questions regarding the Plan should be directed to the Claims Administrator.

If there is a conflict between this Plan Document/Summary Plan Description and any other
communications concerning the Plan, the terms of this Plan Document/Summary Plan
Description will prevail.
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UTILIZATION MANAGEMENT PROGRAM

WARNING: THE EPO MEDICAL PLAN AND PRESCRIPTION DRUG BENEFITS PLAN (THE
“PLAN”’) PROVIDES COVERAGE ONLY WHEN CERTAIN PROVIDERS AND FACILITIES ARE
USED. PLEASE READ THE FOLLOWING INFORMATION TO KNOW HOW TO OBTAIN
COVERED SERVICES. ALL PLAN REQUIREMENTS AND BENEFITS ARE SUBJECT TO
VARIATION BASED ON THE PRIME HEALTHCARE ENTITY THROUGH WHICH THE
COVERED PERSON RECEIVES BENEFITS. ENTITIES WITH COLLECTIVE BARGAINING
AGREEMENTS MAY HAVE VARIATIONS. PLEASE READ THE ADDENDUM FOR THE
APPLICABLE PRIME HEALTHCARE ENTITY TO CONFIRM ANY SUCH VARIATION.

For quality of review and continuity of medical care, the Plan includes a Utilization
Management Program as described below.

PRE-SERVICE REVIEW: Pre-service review and approval is required for all Non-Emergency
Services, with only limited exceptions set forth directly below. If the pre-service review
requirements are not completed and approved, benefits will not be payable under the Plan.
Any additional share of expenses that becomes the Covered Person’s responsibility for failure
to comply with these requirements will not be considered Eligible Expenses and thus will not
apply to any Coinsurance or Out-of-Pocket Maximums of the Plan.

= Pre-Service Review Not Required for Office Visits to Prime Healthcare
Network Primary Care Provider - Office visits with a Primary Care Provider in the
Prime Healthcare Network are not subject to the pre-service review requirements.
However, all other Plan provisions continue to apply. For example, the office testing
covered under the Plan is limited to the services included on the Prime Utilization
Management Auto-Authorization List.

» Pre-Service Review Not Required for Office Visits to Prime Healthcare
Network Mental Health or Substance Use Disorder Provider - Office visits with
a Mental Health or Substance Use Disorder Provider in the Prime Healthcare
Network are not subject to the pre-service review requirements. However, all other
Plan provisions continue to apply. For example, the office testing covered under the
Plan is limited to the setrvices included on the Prime Healthcare Utilization
Management Auto-Authorization List.

= Pre-Service Review Not Required for Annual Well Woman Exam with Primary
Care Provider - Annual Well Woman Exam visits with a Primary Care Network
Provider or a Network Provider who specializes in Obstetrics or Gynecology are not
subject to the pre-service review requirements. The Network Provider, however, may
be required to comply with certain procedures, including obtaining prior
authorization for certain services, following a pre-approved treatment plan, or
procedures for making referrals. For assistance on how to locate participating
Network Providers who specialize in obstetrics or gynecology, contact Prime
Healthcare Customer Service at (877) 234-5227, email EHP@primehealthcare.com
ot reference the Tier 1 Prime Provider Directory at www.primehealthcare.com/EHP
or your local hospital website. See the Mandatory Selection of a Primary Care
Physician section for more details.

= Childbirth - The Plan will pay for benefits for a hospital stay in connection with
childbirth for the mother or newborn child up to at least 48 hours following a vaginal
delivery, or 96 hours following a cesarean section delivery. However, if/when the
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Pregnancy confinement for the mother or newborn is expected to exceed these limits,
prior authorization for such extended confinement is required.

How TO OBTAIN PRE-SERVICE REVIEWS

It is the Covered Person’s responsibility to confirm that the pre-service review requirements
have been satisfied. For instructions on how to request pre-service review, contact Prime
Healthcare Customer Service Department at (877) 234-5227.

The following rules apply to Pre-Service Reviews:

» For all elective services that are subject to utilization review, a Covered Person or
their Physician must initiate the pre-service review when notified that an elective
service is needed or at least 14 calendar days prior to when a Covered Person is
scheduled to receive services.

» The Covered Person must receive the authorized service within 90 Calendar days of
the certification or a new pre-service review must be obtained.

* The Prime Healthcare Utilization Management Department will determine if services
are Medically Necessary and appropriate under the terms of the Plan.

» Pre-authorization for a specialty Physician referral covers only the initial consultation.

NOTE: A determination of Medical Necessity does not guarantee that the services are
covered under the Plan.

MORE INFORMATION ABOUT PRE-SERVICE REVIEW

To minimize the risk of non-compliance, the Employee or other Covered Person should
contact the Prime Healthcare Utilization Management Department to make certain that the
facility or attending Physician has initiated the necessary processes.

Pre-service review and authorization is not a guarantee of coverage. The Ultilization
Management Program is designed ONLY to determine whether a proposed setting and
course of treatment is Medically Necessary and appropriate. Benefits under the Plan will
depend upon the person’s eligibility for coverage and the Plan’s limitations and exclusions.
Nothing in the Utilization Management Program will increase benefits to cover any
confinement or service that is not Medically Necessary or that is otherwise not covered under
the Plan.

See “Pre-Service Claims” in the Claims and Appeals Procedures section for more
information, including information on appealing an adverse decision (i.e., a benefit denial)
under this program.

SERVICES NOT AVAILABLE IN THE PRIME HEALTHCARE NETWORK: If a Prime
Healthcare Network Physician or service is not available, a Covered Person may request pre-
service review from the Prime Healthcare Utilization Management Department to determine
if a BCBS BlueCard/Blue Shield of CA Network Provider may be available and approved
under the Plan. If a Prime Healthcare Network Physician is available or the services can be
provided safely at a Prime Healthcare Network facility, however, the services will not be
covered under the Plan if provided elsewhere.

EMERGENCY SERVICES: The Prime Healthcare Utilization Management Department must
be immediately notified upon the presentment of a Covered Person in a non-Prime Healthcare
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Network Emergency Department of a Hospital or Independent Freestanding Emergency
Department, and no later than 24 hours from presentment. It is the Covered Person’s
responsibility to make certain that the non-Prime Healthcare Network facility immediately
calls the Prime Healthcare Utilization Management Department. Subject to the provisions of
the No Surprises Act, services from a non-Prime Healthcare Network facility to a Covered
Person after the Covered Person’s condition is Stabilized may not be covered by the Plan
unless the Prime Healthcare Utilization Management Department is notified.

The following rules apply to Emergency Services at non-Prime Healthcare Network facilities:

= Stability for Transfer — Once the Covered Person’s condition has been Stabilized
to the point they can be Transferred, subject to the provisions of the No Surprises
Act, the Covered Person must be Transferred to a Prime Healthcare Network facility
or benefits under the Plan may cease. Subject to the provisions of the No Surprises
Act, it is both the Non-Prime Healthcare Network Provider’s and the Covered
Person’s responsibility to request to be Transferred to the closest Prime Healthcare
Network facility and the Non-Prime Healthcare Network Provider must make all
reasonable efforts to repatriate the Covered Person to such Prime Healthcare
Network facility.

= Post-Stabilization Services Notice — Subject to the provisions of the No Surprises
Act, the Prime Healthcare Utilization Management Department must be notified of
post-stabilization services at a Non-Prime Healthcare Network Provider every 24
hours for the services to continue being covered by the Plan.

» Inpatient Admissions — Subject to the provisions of the No Surprises Act, all
Inpatient admissions require the patient’s attending Physician or Treating Provider to
contact the Prime Healthcare Utilization Management Department every 24 hours
during the admission to be covered by the Plan.

EFFECTIVE JANUARY 1, 2022 THROUGH MARCH 31, 2022

REFERRAL AND AUTHORIZATION PROCESS:

Pre-service review and authorization are not required if the Covered Person is referred to a
Prime Hospital or Facility for covered Inpatient and/or Outpatient services, laboratory tests
and radiology procedures.

If the Covered Person is referred to a Specialist by a Primary Care Provider, the Covered
Person must receive a pre-service review and authorization from the Prime Healthcare
Utilization Management Department. A referral from a Tier 1 Prime Healthcare Provider to a
Tier 1 Prime Healthcare Specialist does not require pre-service review and authorization for
initial consultation. A referral to any other specialist or any visits beyond initial consultation
requires pre-service review and authorization. Any authorization only covers the services
specified. Certain pre-approved services performed during the initial consultation are covered
without need for prior authorization. For a list of those services, please call Prime Healthcare
Customer Service at (877) 234-5227, or email EHP@primehealthcare.com.

After the initial consultation, all Covered Persons must obtain pre-service review and
authorization from the Prime Healthcare Utilization Management Department if additional
care is requested by a Tier 1 Prime Healthcare Network Specialist or a Tier 2 BCBS
BlueCard/Blue Shield of CA Network Specialist. The Prime Healthcare Utilization
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Management Department will communicate its determination to the referring Provider and
mail a copy of its determination to the Covered Person’s home address.

If the Covered Person is referred to a Tier 2 BCBS BlueCard/Blue Shield of CA Network
Provider, the referring Provider is required to submit a completed referral form to the Prime
Healthcare Utilization Management Department. The Covered Person will be re-directed to a
Tier 1 Prime Healthcare Network Provider if the necessary service is available within a fifty
(50) mile radius of the applicable Employee’s place of employment. The Prime Healthcare
Utilization Management Department will review the requested treatment and communicate its
determination to the referring Provider and mail a copy of its determination to the Covered
Person’s home address.

EFFECTIVE APRIL 1, 2022

REFERRAL AND AUTHORIZATION PROCESS:

A referral from a Tier 1 Prime Healthcare Primary Care Provider to a Tier 1 Prime Healthcare
Specialist does not require prior authorization for Office Visits, services included on the Prime
Healthcare Ultilization Management Auto-Authorization list and US Prevention Task Force
Preventive Screening services. All other specialty services require prior authorization.

If the Covered Person is referred to a Tier 2 BCBS BlueCard/Blue Shield of CA Network
Specialist, the referring Provider must submit an authorization request to the Prime Healthcare
Utilization Management Department. Once an authorization is obtained for the initial
specialty office consult and 1.5 Benefits are applied, the Covered Person is allowed 3 follow-
up visits within 365 days following the initial approved authorization date. A new authorization
is required for specialty follow-up visits after 365 days of the initial approved authorization.
All other specialty services require prior authorization for each follow-up visit. For a list of
those services, refer to our website at www.primehealthcare.com/EHP.

For the status of a referral, please contact Prime Customer Service at (877) 234-5227 or email
EHP@primehealthcare.com.

CONTINUITY OF CARE:

If a Network Provider is no longer a member of the Network (other than for fraud or failure
to meet applicable quality standards), a Continuing Care Patient may request and elect to
continue to have benefits provided under the Plan under the same terms and conditions as
they would have been covered had no change occurred. Continuity of Care Services start on
the date a notice of right to elect Continuity of Care is provided to the Covered Person and
ends either 90 days later or the date on which the patient is no longer a Continuing Care
Patient.
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MEDICAL AND PRESCRIPTION DRUG BENEFITS

MANDATORY SELECTION OF A PRIMARY CARE PHYSICIAN

At the time of enrollment, each Covered Person must select a Primary Care Physician (PCP)
from the Tier 1 Prime Provider Directory of Network Providers. The Tier 1 Prime Provider
Directory can be found on www.primehealthcare.com/EHP or by contacting Prime Customer
Service at (877) 234-5227. You have the right to designate any Primary Care Provider listed in
the Tier 1 Prime Provider Directory and who is available to accept you or your family
members. If a Covered Person is a minor or otherwise incapable of selecting a PCP, the
Employee should select a PCP on the minor’s behalf. For General Pediatrics, a Tier 2 BCBS
BlueCard/Blue Shield of CA Network Primary Care Provider is also allowed. For information
on how to select a Primary Care Provider, contact the Prime Healthcare Ultilization
Management Department at (877) 234-5227, or reference the Tier 1 Prime Provider Directory
at www.primehealthcare.com/FEHP or your local hospital website.

Women may designate an OB/GYN as their Primary Care Provider and children may
designate a Pediatrician as their Primary Care Provider.

If a Prime Healthcare Network Physician is not available, a Covered Person may contact the
Prime Healthcare Customer Service Department for instructions on how to request pre-
setvice review to determine if a BCBS BlueCard/Blue Shield of CA Network Provider may be
available and approved under the Plan. Covered Persons affiliated with certain Prime Hospitals
and Facilities with limited Tier 1 Prime Healthcare Primary Care providers, may also select a
Tier 2 BCBS BlueCard/BlueShield of CA Network Primary Care Provider without prior
approval from the Prime Healthcare Utilization Management Department. Please see your
applicable addendum to see if this special rule applies to your coverage. Office visit Copay is
subject to the network Tier utilized.

If a Covered Person requires Hospital services or supplies, they will be referred to a Prime
Healthcare Network Hospital. If services are not available at that Prime Healthcare Network
facility, the Covered Person must contact the Prime Healthcare Utilization Management
Department. See the Utilization Management Program section for details on seeking pre-
service review.

COVERAGE FOR NETWORK PROVIDERS

The Plan Administrator has contracted with organizations or “networks” of Providers.
Network Providers have agreed to provide services to Covered Persons at negotiated rates.
Except in limited situations that are described herein, ALLL HEALTH CARE must be
authorized by the Prime Healthcare Utilization Management Department through pre-service
review and be provided or ordered by Network Providers to be covered by the Plan.

If a Prime Healthcare Network Provider is not available and the Covered Person requests pre-
service review from the Prime Healthcare Utilization Management Department, services from
a BCBS BlueCard/Blue Shield of CA Network Provider may be approved under the Plan. In

this case, though, the level of coverage of a Provider’s services under the Plan will depend
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upon the Tier of the Provider as described below. See the attached addendum for details on
coverage amounts.

Tier 1 Prime Healthcare — Facilities, Physicians and non-Physician Licensed Network
Providers who have agreements with Prime Healthcare to participate in its Provider Network.

Tier 2 BCBS BlueCard/Blue Shield of CA Network Providers — Facilities, Physicians and
non-Physician Licensed Network Providers who have signed agreements to participate in the
BCBS BlueCard/Blue Shield of CA Network.

The Plan Sponsor will automatically provide a Covered Person with information about how
they can access directories of Network Providers.

1.5 Benefit — Generally, a Covered Person’s Copay, Coinsurance and Deductible for services
performed by Tier 1 Prime Healthcare Providers are lower than the Copay, Coinsurance and
Deductible for services provided by Tier 2 BCBS BlueCard/Blue Shield of CA Network
Providers.

If a Tier 1 Prime Healthcare Provider is not available, services performed by Tier 2 BCBS
BlueCard/Blue Shield of CA Network Providers may be available to the Covered Person at
Tier 1 cost levels, provided certain requirements are met and Prime Healthcare Utilization
Management provides prior authorization for the 1.5 Benefit. This level of Plan benefit is
referred to as the 1.5 Benefit and is available to an eligible Covered Person provided the
applicable requirements are met.

The following eligibility requirements shall apply to the 1.5 Benefit:
* Employees and Dependents shall be actively enrolled in Prime (EPO) plan; and

» Specialty service is not available in Prime (EPO) Network (Tier 1) or within a radius
of the employee place of employment as specified in the relevant addendum or as
defined by the Plan; or

» Pediatric services Inpatient and PCP office visits. (excludes Labor Delivery Recovery
Postpartum (LDRP), Neonatal Intensive Care Unit (NICU) and Newborn Nursery
when service is available in Prime Healthcare Network (Tier 1)); or

» Tier 2 admission from a Prime Healthcare hospital.

= Tier 2 Emergency Services when transported by Emergency Medical System (EMS).

For example, a Covered Person may be eligible for the 1.5 Benefit if the requested service is
not offered by a Tier 1 Prime Healthcare Provider within a radius of the covered Employee’s
place of employment as specified in the relevant addendum.

1.5 Benefits are only available if pre-authorization from the Prime Healthcare Ultilization
Management Department is obtained prior to receiving services. However, retro-
authorization may be considered on appeal on a case-by-case basis.

1.5 Benefits do not apply to all services. 1.5 Benefits are not available for Dependents who
reside in a state without any Tier 1 Prime Healthcare Facilities or Providers. Tier 2
Copayment, Coinsurance and Deductible costs still apply for the following services: Skilled
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Nursing Facility Admissions, Dialysis Services, Urgent Care, Durable Medical Equipment,
Inpatient Mental Health or Substance Use Disorder Services, Bariatric Services, Transplant
Services and Sleep Studies.

Not Tier 1, 1.5 or Tier 2 — Any services or charges from an individual or entity not described
in Tier 1, 1.5, or Tier 2 above are Non-Network Provider charges. Non-Network Provider
charges are not covered by the Plan and do not qualify as Allowable Charges (see “Allowable
Charges” in the Definitions section) subject to only the following limited exceptions:

Emergency Services Care — If a Covered Person requires items or services for an Emergency
Medical Condition and must use the services of a Non-Network Provider, any such covered
expenses will be paid as an Allowable Charge as described in the section entitled Definitions.
See the Utilization Management Program section for details on Emergency Services
coverage; and

Non-Network Provider Services at Network Facility Non-Emergency Visit (No
Choice Provider) — Covered items or services received from a Non-Network Provider during
a Non-Emergency Visit at a Network Provider Health Care Facility that have been the subject
of pre-service review and have been authorized will be paid as an Allowable Charge as
described in the section entitled Definitions.

The Plan may be unable to protect Covered Persons from Balance Billing for the difference
between the Provider’s charge and the Allowable Charge if the Provider (i) has received
consent from the Covered Person in accordance with State and Federal law as described in 45
CFR 149.420(c) through (h) and (ii) has timely notified the Plan by providing the Plan with a
copy of the signed written notice and consent document as described in 45 CFR 149.420(i).

The notice and consent requirements do not apply to certain items and services. A Covered
Person cannot waive items and services with respect to (i) items and services related to
emergency medicine, anesthesiology, pathology, radiology, and neonatology, whether
provided by a Physician or non-Physician practitioner; (ii) items and services provided by
assistant surgeons, hospitalists, and intensivists; (iii) diagnostic services, including radiology
and laboratory services; and (iv) items and services provided by a Non-Network Provider if
there is no Network Provider who can furnish such item or service at such facility.

The notice and consent requirements do not apply to items or services furnished as a result of
unforeseen, urgent medical needs that arise at the time an item or service is furnished,
regardless of whether the Non-Network Provider satisfied the notice and consent criteria of
45 CFR 149.420(c) through (i).

SPECIAL PROVISIONS RELATED TO TIER 2 PROVIDERS

This section applies to the use of Tier 2 Providers only. The rest of the Plan provisions
continue to apply. The Plan has a vatiety of relationships with other Blue Shield and/or Blue
Shield Plan Licensees. Generally, these relationships are called Inter-Plan Arrangements and
they work based on rules and procedures issued by the Blue Cross Blue Shield Association.
Whenever you receive Services outside of California, the claims for these services may be
processed through one of these Inter-Plan Arrangements described below.

When you access Covered Services outside of California, but within the United States, the
Commonwealth of Puerto Rico, or the U.S. Vitgin Islands (BlueCard® Service Area), you will

2022 PRIME HEALTHCARE UNIFIED EPO
PLAN AND PRESCRIPTION DRUG BENEFIT DOCUMENT / PAGE 8



receive the care from one of two kinds of Providers. Participating Providers contract with the
local Blue Cross and/or Blue Shield. Licensees in that other geographic area referred to as the
Host Blue. Non-participating Providers don’t contract with the Host Blue. The Plan’s payment
practices for both kinds of Providers are described below.

INTER-PLAN ARRANGEMENTS
BlueCard Program

Under the BlueCard® Program, benefits will be provided for covered services received outside
of California, but within the BlueCard Service Area (the United States, Puerto Rico, and U.S.
Virgin Islands). When you receive covered services within the geographic area served by a
Host Blue, the Plan will remain responsible for doing what we agreed to under the Plan.
However, the Host Blue is responsible for contracting with and generally handling all
interactions with its participating healthcare Providers, including direct payment to the
Provider.

The BlueCard Program enables you to obtain covered services outside of California, as
defined, from a healthcare Provider participating with a Host Blue, where available. The
participating healthcare Provider will automatically file a claim for the covered services
provided to you, so there are no claim forms for you to fill out. You will be responsible for
the member Copay, Coinsurance and deductible amounts, if any, as stated in this Plan.

The Plan calculates the individual’s share of cost either as a percentage of the Allowable
Charges or a dollar Copay, as defined in this booklet. Whenever you receive covered services
outside of California, within the BlueCard Service Area, and the claim is processed through
the BlueCard Program, the amount you pay for covered services, if not a flat dollar Copay, is
calculated based on the lower of:

1) The billed charges for covered services; or
2) The negotiated price that the Host Blue makes available to the Plan.

Often, this “negotiated price” will be a simple discount that reflects an actual price that the
Host Blue pays to your healthcare Provider. Sometimes, it is an estimated price that takes into
account special arrangements with your healthcare Provider or Provider group that may
include types of settlements, incentive payments, and/or other credits or charges.
Occasionally, it may be an average price, based on a discount that results in expected average
savings for similar types of healthcare Providers after taking into account the same types of
transactions as with an estimated price.

Estimated pricing and average pricing, going forward, also take into account adjustments to
correct for over- or underestimation of modifications of past pricing of claims as noted above.
However, such adjustments will not affect the price the Plan used for your claim because these
adjustments will not be applied retroactively to claims already paid.

Laws in a small number of states may require the Host Blue to add a surcharge to your
calculation. If any state laws mandate other liability calculation methods, including a surcharge,
we would then calculate your liability for any Covered Services according to applicable law.

To find participating BlueCard Providers you can call BlueCard Access® at 1-800-810-BLUE
(2583) or go online at www.bcbs.com and select “Find a Doctor.”
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Prior authorization may be required for Non-Emergency Services. To receive prior
authorization from the Plan, the out-of-area Provider should call the customer service number
noted on the back of your identification card.

Non-participating Providers Outside of California

When covered services are provided outside of California and within the BlueCard Service
Area by non-participating Providers, the amount you pay for such services will normally be
based on either the Host Blue’s non-participating Provider local payment, the Allowable
Charges the Plan pays a Non-Participating Provider in California if the Host Blue has no non-
participating Provider allowance, or the pricing arrangements required by applicable state law.
In these situations, you will be responsible for any difference between the amount that the
non-participating Provider bills and the payment the Plan will make for covered services as set
forth in this paragraph.

If you do not see a participating Provider through the BlueCard Program, you will have to pay
the entire bill for your medical care and submit a claim to the local Blue Cross and/or Blue
Shield plan, or to the Plan for reimbursement. The Plan will review your claim and notify you
of its coverage determination within 30 days after receipt of the claim; you will be reimbursed
as described in the preceding paragraph. Remember, your share of cost is higher when you see
a non-participating Provider.

Federal or state law, as applicable, will govern payments for Out-Of-Network Emergency
Services. The Plan pays claims for covered Emergency Services based on the Allowable
Charges as defined in this Plan.

Prior authorization is not required for Emergency Services. In an emergency, go directly to
the nearest hospital or Independent Freestanding Emergency Department. Please notify the
Plan of your emergency admission within 24 hours or as soon as it is reasonably possible
following medical stabilization.

Blue Shield Global® Cote
Care for Covered Services Outside the BlueCard Service Area

If you are outside of the BlueCard® Service Area, you may be able to take advantage of Blue
Shield Global Core when accessing Out-of-Area Covered Health Care Services. Blue Shield
Global Core is unlike the BlueCard Program available within the BlueCard Service Area in
certain ways. For instance, although Blue Shield Global Core assists you with accessing a
network of Inpatient, Outpatient, and professional Providers, the network is not served by a
Host Blue. As such, when you receive care from Providers outside the BlueCard Service Area,
you will typically have to pay the Provider and submit the claim yourself to obtain
reimbursement for these services.

If you need assistance locating a doctor or hospital outside the BlueCard Service Area you
should call the service center at 1-800-810-BLUE (2583) or call collect at 1-804-673-1177, 24
hours a day, seven days a week. Provider information is also available online at www.bcbs.com:
select “Find a Doctor” and then “Blue Shield Global Core.”

Submitting a Blue Shield Global Core Claim

When you pay directly for services outside the BlueCard Service Area, you must submit a claim
to obtain reimbursement. You should complete a Blue Shield Global Core claim form and
send the claim form along with the Provider’s itemized bill to the service center at the address
provided on the form to initiate claims processing. Following the instructions on the claim
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form will help ensure timely processing of your claim. The claim form is available online at
www.bcbsglobalcore.com. If you need assistance with your claim submission, you should call

the service center at 1-800-810-BLUE (2583) or call collect at 1-804-673-1177, 24 hours a day,
seven days a week.

SPECIAL CASES: VALUE-BASED PROGRAMS
Claims Administrator Value-Based Programs

You may have access to covered services from Providers that participate in a Value-Based
Program. Claims Administrator Value-Based Programs include, but are not limited to,
Accountable Care Organizations, Episode Based Payments, Patient Centered Medical Homes
and Shared Savings arrangements.

BlueCard® Program

If you receive covered services under a Value-Based Program inside a Host Blue’s service area,
you will not be responsible for paying any of the Provider Incentives, risk-shating, and/or
Care Coordinator Fees that are a part of such an arrangement, except when a Host Blue passes
these fees to Blue Shield through average pricing or fee schedule adjustments.

PAYMENT OF BENEFITS

Payment to Providers

Benefits for services rendered by Network Providers will be paid directly to the Provider of
service. All other Plan payments, unless the Covered Person requests otherwise in writing, will
be paid directly to the Participant.

Discharge
Any payment made by the Plan in accordance with the above provisions will fully discharge
the obligations of the Plan to the extent of such payment.

Billing Errors and/or Overcharges

In the event that a claim submitted by a Network Provider or Non-Network Provider is
subject to a medical bill review or medical chart audit and that some or all of the charges in
connection with such claim ate repriced because of billing errors and/or overcharges, it is the
Plan’s position that the Participant should not be responsible for payment of any charges
denied as a result of the medical bill review or medical chart audit, and should not be Balance
Billed for the difference between the billed charges and the amount determined to be payable
by the Plan. However, Balance Billing is legal in many jurisdictions, and the Plan may be unable
to protect Covered Person from Non-Network Providers that engage in the practice of
balance billing.

In addition, with respect to services rendered by a Network Provider being paid in accordance
with a discounted rate, it is the Plan’s position that the Participant is not responsible for the
difference between the amount charged by the Network Provider and the amount determined
to be payable by the Plan, and there should not be a Balance Bill for such difference. Again,
the Plan has no control over any Non-Network Provider that engages in Balance Billing
practices, except to the extent that such practices are contrary to the contract governing the
relationship between the Plan and the Network Provider.

The Participant is responsible for any applicable payment of Copays, Coinsurances, deductible
amounts and Out-Of-Pocket Maximum amounts and may be billed for any or all of these.
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ELIGIBLE MEDICAL EXPENSES

This section is a listing of those medical services, supplies and conditions that are covered by
the Plan. This section must be read in conjunction with the Medical Benefit Summary to
understand how Plan benefits are determined (e.g., Copay requirements and benefit sharing
percentages).

Except as otherwise noted below or in the Medical Benefit Summary, Eligible Medical
Expenses are the Allowable Charges for the items listed below and that are incurred by a
Covered Person — subject to the Definitions, Limitations and Exclusions and all other
provisions of the Plan. All eligible medical expenses are subject to the pre-service review
requirement of the Utilization Management Program, except for a referral from a Tier 1 Prime
Healthcare Provider to a Tier 1 Prime Healthcare Network Specialist for initial consultation
only and Emergency Services pursuant to the No Surprises Act. In addition, the Plan will not
cover any eligible medical expense that is not Medically Necessary for the care and treatment
of a covered Illness, Injury, Pregnancy or other covered health care condition. The Plan
Administrator reserves the right to determine coverage under the Plan for all claims from any
source in accordance with the standards and requirements as set forth in this Summary Plan
Description and any additional Plan documents, which are hereby incorporated herein by
reference in their entirety and may be made available upon request, free of charge.

For benefit purposes, medical expenses will be deemed to be incurred on:

» The date a purchase is contracted; or
* The actual date a service is rendered.

3D Mammograms — 3D mammograms performed at a Tier 1 Prime Healthcare Network
Facility, whether as Preventive Care or part of a treatment plan, will be automatically approved
by the Prime Healthcare Utilization Management Department. 3D mammograms performed
at a Tier 2 BCBS BlueCard/Blue Shield of CA Network Facility are subject to pre-service
review and authorization from the Prime Healthcare Utilization Management Department.

Alcoholism — see “Substance Use Disorder Care.”
Allergy Testing and Treatment — Allergy testing and treatment, including allergy injections.

Ambulance — Medically Necessary Ground or Air Ambulance transportation provided by a
professional ambulance service or Provider of Air Ambulance Services.

Ambulatory Surgical Center — Services and supplies provided by an Ambulatory Surgical
Center (see Definitions) in connection with a covered Outpatient surgery.

Anesthesia — Anesthetics and services of a Physician and/or Certified Registered Nurse
Anesthetist for the administration of anesthesia. The payable scale for these services is Base
units plus time units multiplied by the conversion factor equals the Allowable Charge.

Attention Deficit Disorder (“ADD”) and Attention Deficit Hyperactivity Disorder
(“ADHD?”) — Care, services or treatments for ADD or ADHD.

Autism and Asperger’s Syndrome — The Plan will cover the Medically Necessary treatment
for behavior modification, family therapy, or other forms of psychotherapy, that are clinically
appropriate in terms of type, frequency, extent, site and duration, for management of
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behavioral symptoms related to Autism, Asperger’s Syndrome, Rett Syndrome, Childhood
Disintegrative Disorder and Pervasive Developmental Disorder not otherwise specified
(NOS). These treatments are considered Medically Necessary when required for the
management of behaviors, especially where there is the potential for individuals to harm
themselves or others.

Psycho-pharmacotherapy for management of target symptoms or co-morbidities related to
Autism, Asperger’s Syndrome, Rett Syndrome, Childhood Disintegrative Disorder and
Pervasive Developmental Disorder not otherwise specified (NOS) is considered Medically
Necessary.

Bariatric Surgical Procedures — The Plan will cover certain gastric bypass procedures such
as gastric bypass, vertical sleeve gastrectomy, gastric banding, and duodenal switch procedures
when Medically Necessary for the treatment of morbid obesity. The Plan will not cover any
other bariatric procedure.

For these purposes, “morbid obesity” means a body mass index (BMI) = 35 kg/m?2, at least
two uncontrolled obesity-related co-morbid conditions including:

» uncontrolled diabetes mellitus; ot
» cardiovascular disease; or
= hypertension.

This benefit requires a documented cumulative history of 1 year previously unsuccessful
medical treatment for obesity. Bariatric Surgical Procedures are limited to one per lifetime.
This benefit excludes the following:

* post-operative adjustments if not in compliance with the program;
» procedure(s) after weight loss (ex: panniculectomy, breast lift);

= complications due to prior bariatric procedures; and

* Roux-en-Y procedures.

Birthing Center — Services and supplies provided by a Birthing Center (see Definitions) in
connection with a covered Pregnancy.

Blood — Blood and blood derivatives (if not replaced by or for the patient), including blood
processing and administration services.

Processing, storage and administration charges for autologous blood (a patient's own blood)
when a Covered Person is scheduled for a covered surgery that can reasonably be expected to
require blood.

Cardiac Rehabilitation — A monitored exercise program directed at restoring both
physiological and psychological well-being to an individual with heart disease. The program
must be:

= Under the supervision of a Physician;

* In connection with a myocardial infarction, coronary occlusion or coronary bypass
surgety, stable angina, PCI, valvular repair and replacement;

» Initiated within twelve (12) weeks after treatment for the medical condition ends;

* Provided in a covered medical care facility as defined by the Plan; and

= With a limit of 36 visits per incident.
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NOTE: MAINTENANCE CARE IS NOT COVERED.
Chemical Dependency — see “Substance Use Disorder Care.”

Chemotherapy and Radiation Therapy — Services and supplies related to the administration
of chemical agents in the treatment or control of an Illness.

Radium and radioactive isotope therapy when provided for treatment or control of an Illness.

Chiropractic Care — Musculoskeletal manipulation provided by a Chiropractor to correct
vertebral disorders such as incomplete dislocation, off-centering, misalignment, misplacement,
fixation, abnormal spacing, sprain or strain. Covered treatment is limited to 20 visits per Plan
Year.

NOTE: EXTRASPINAL MANIPULATION ALSO KNOWN AS EXTRASPINAL MANIPULATIVE THERAPY
(EMT) IS NOT A COVERED BENEFIT.

Circumcision — Expenses incurred for circumcision of a child under age one. Expenses for
circumcision over age one are covered when Medically Necessary.

Clinical Trials — Testing, treatment, and any other services provided in conjunction with an
approved Clinical Trial are covered only if the Clinical Trial protocols and documents are
submitted and pre-approved by the Prime Healthcare Utilization Management Department.

The following items, devices and/or setvices provided in conjunction with an approved
Clinical Trial are not covered under the Plan: (1) items and services not required for clinical
management; and (2) services not consistent with evidence-based guidelines or widely
accepted and established standards of care for the particular diagnosis.

Complex Imaging Services — see “Diagnostic Lab and X-ray, Outpatient” below.

Continuity of Care Services — Covered services received by a Continuing Care Patient for a
period of up to 90 days.

Contraception — Subject to reasonable medical management techniques, all Food and Drug
Administration approved contraceptive methods, sterilization procedures, and patient
education and counseling for all women with reproductive capacity as prescribed by a Network
Provider.

The administration of contraceptives by a Network Provider in a medical setting, such as
sterilization setvices to place/remove/inject a contraceptive method will be covered under the
Medical Benefit. For example, when performed by a Network Provider, the following
contraceptive procedures and devices are covered as Preventive Care under the Medical
Benefit and not the Prescription Drug Program without cost-sharing:

» Intrauterine devices (IUD) including insertion and removal;

» Diaphragms (covered under the pharmacy benefit if purchased by prescription at a
participating pharmacy);

= Services to place/remove/inject covered FDA-approved contraceptive methods;

= Sterilization procedures for women, such as tubal ligations;

= Implantable contraceptive rods.
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NOTE: ANY CONTRACEPTIVE THAT CAN BE OBTAINED THROUGH THE PRESCRIPTION DRUG
PROGRAM (SEE PRESCRIPTION DRUG PROGRAM SECTION), MUST BE OBTAINED THROUGH THAT
PROGRAM.

Contraceptive methods that are generally available over-the-counter are only included if the
method is both FDA-approved and prescribed for a woman by her Network Provider.

Dental Care — Facility services and supplies, including general anesthesia, when provided in
connection with a dental procedure where Hospital services or use of the Outpatient services
of a Hospital or Ambulatory Surgical Center is required because of an underlying medical
condition or clinical status of a Covered Person who: (1) is under the age of seven years; (2) is
developmentally disabled, regardless of age; or (3) has impaired health and general anesthesia
is Medically Necessary. Prior authorization by the Prime Healthcare Utilization Management
Department is required for services to be covered under the Plan.

Diabetes Education — Charges for services of a Physician or other professionals who are
knowledgeable about the treatment of diabetes (such as a Registered Nurse, registered
pharmacist or registered dietitian) for the purpose of enabling a diabetic and their family to
understand and practice daily management of diabetes.

Diagnostic Lab, X-ray, and Radiology, Outpatient — Laboratory, X-ray, radiology, and
other non-surgical services performed to diagnose medical disorders, including scanning and
imaging work (e.g., CT scans, MRIs), electrocardiograms, basal metabolism tests, and similar
diagnostic tests generally used by Physicians throughout the United States.

Dialysis — Dialysis services and supplies, for the onset of kidney failure necessitating such
services. The Plan covers a maximum of 39 treatments per Covered Person for that
individual’s lifetime.

Durable Medical Equipment — Rental of Durable Medical Equipment (but not to exceed
the fair market purchase price) or purchase of such equipment where only purchase is
permitted or where purchase is more cost-effective due to along-term need for the equipment.
Such equipment must be prescribed by a Physician.

Repair of purchased equipment when necessary to maintain its usability. Replacement of
equipment but only if: (1) needed due to a change in the Covered Person’s physical condition,
or (2) itis likely to costless to buy a replacement than to repair existing equipment or rent like
equipment.

“Durable Medical Equipment” includes items such as crutches, wheelchairs, hospital beds,
traction apparatus, head halters, cervical collars, oxygen and dialysis equipment that: (1) can
withstand repeated use, (2) are primarily and customarily used to serve a medical purpose,
(3) generally are not useful to a person in the absence of Illness or Injury, and (4) are
appropriate for use in the home.

For Insulin and Diabetic Supplies — see the “Prescription Drug Program” for additional
information.
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NOTE: COVERAGE IS LIMITED TO THE LEAST EXPENSIVE ITEM THAT IS ADEQUATE FOR THE
COVERED PERSON’S NEEDS. DUPLICATE EQUIPMENT, SUPPORT EQUIPMENT (SUCH AS RACKS AND
LIFTS) AND EXCESS CHARGES FOR DELUXE EQUIPMENT OR DEVICES ARE NOT COVERED.

Emergency Medical Condition — see “Definitions”
Emergency Services — see “Definitions”

Gender Dysphoria — Services and treatment related to Gender Dysphoria including surgical
services, hormone replacement therapy and Mental Health therapy.

Hearing Examinations — Benefits will be provided for hearing examinations for the purpose
of diagnosing a medical condition. In addition, routine hearing examinations will be covered
when billed as routine and included as a part of the annual well visit.

NOTE: BENEFITS ARE NOT PROVIDED FOR HEARING AIDS OR THE EXAMINATIONS FOR THE
PRESCRIPTION OR FITTING OF HEARING AIDS.

Home Health Care — Services and supplies that are furnished to a Covered Person by a
Home Health Care Agency and in accordance with a written Home Health Care plan. The
Home Health Care plan must be established by the Covered Person's attending Physician and
must be monitored by the Physician during the period of Home Health Care. Also, the
attending Physician in conjunction with the Prime Healthcare Utilization Management
Department must certify that the condition would require Inpatient confinement in a Hospital
or Skilled Nursing Facility in the absence of Home Health Care.

Covered Home Health Care services and supplies include, but are not limited to:

» Intermittent services of a Registered Nurse or services by a Licensed Vocational
Nurse if a Registered Nurse is not available;

= Intermittent services of Physical, Occupational and Speech Therapists;

» Intermittent services of home health aides;

» Medical supplies, drugs and medicines prescribed by a Physician and laboratory
services.

NOTE: COVERED HOME HEALTH CARE EXPENSES WILL NOT INCLUDE FOOD, FOOD SUPPLEMENTS,
HOME DELIVERED MEALS, TRANSPORTATION, HOUSEKEEPING SERVICES OR OTHER SERVICES THAT
ARE CUSTODIAL IN NATURE AND COULD BE RENDERED BY NON-PROFESSIONALS.

Hormone Therapy—Continuous hormone replacement therapy related to Gender
Dysphoria. Oral and self-injected hormones from a Network Pharmacy are covered as
Outpatient Prescription Drug Benefits.

Note: Hormones injected by a Health Care Provider (for example hormones injected during
an office visit) are covered Medical Expenses.

Hospice Care — Care of a Covered Person with a terminal prognosis (i.e., a life expectancy
of six months or less) who has been admitted to a formal program of Hospice care. Eligible
Expenses include, but are not limited to, Hospice program charges for:

Inpatient care in a Hospice facility, a Hospital or a Skilled Nursing Facility Center for pain
control and other acute and chronic symptom management;

Outpatient services and supplies, including: medical social services under the direction of a
Physician including: (1) assessment of the person’s social, emotional and medical needs and
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the home and family situation, and (2) identification of the community resources that are
available and assisting the person to obtain those resources.

NOTE: HOSPICE CARE COVERAGE DOES NOT INCLUDE EXPENSES FOR BEREAVEMENT
COUNSELING, FUNERAL ARRANGEMENTS, PASTORAL COUNSELING, FINANCIAL OR LEGAL
COUNSELING, HOMEMAKER OR CARETAKER SERVICES, OR RESPITE CARE.

Hospital Services — Hospital services and supplies provided on an Outpatient basis and
Inpatient care, including daily room and board and Ancillary Services and supplies.

Injectables — Injectables that are not available through the Prescription Drug Program and
professional services for their administration.

Intensive Care Unit (ICU), Coronary Care Unit (CCU), Burn Unit, or Intermediate
Care Unit — Treatment for critically and seriously ill or injured patients requiring constant
observation as prescribed by the attending Physician, including room and board.

Maternity Services — Includes global charges such as routine antepartum care, delivery
(including routine newborn Hospital care) and mothet’s postpartum care.

Medical Supplies, Disposable — Disposable medical supplies such as surgical dressings,
catheters, colostomy bags and related supplies.

Medicines — Medicines that are dispensed and administered to a Covered Person during an
Inpatient confinement, during a Physician's office visit or as part of a Home Health Care or
Hospice care program. See the Prescription Drug Program for pharmacy drugs.

Mental Health Care — Eligible Expenses for the Medically Necessary treatment of Mental
Health Conditions as follows:
» Inpatient Hospital and Residential Treatment Facility services as described herein;
= Physician visits during a covered Inpatient stay;
= Physician visits for Outpatient psychotherapy or psychological testing or Outpatient
rehabilitative care at a Day Treatment Center for the treatment of Mental Health
Conditions; and
= Inpatient Covered Prescription Drugs.

Treatment of mental health conditions in the following categories:
» Diagnosis and Medically Necessary treatment of "severe mental disorders"; and
» Diagnosis and Medically Necessary treatment of "other covered mental health
conditions."
Severe mental disorders - For these purposes, a "severe mental disorder" means:

= Schizophrenia

» Schizoaffective disorder

» Bipolar disorder (manic-depressive Illness)

= Major depressive disorder

» Panic disorder

*  Obsessive-compulsive disorder (OCD)

» Pervasive developmental disorder (except as excluded in Medical Limitations and
Exclusions)

* Anorexia nervosa

* Bulimia nervosa
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» Paranoia and other psychotic disorders

= Serious emotional disturbances of a child (i.e., a child who has one or more mental
disorders as identified in the fourth edition of the Diagnostic and Statistical Manual
of Mental Disorders (DSM-1V) (other than a primary Substance Use Disorder or
developmental disorder), that: (1) result in behavior inappropriate to the child's age
according to expected developmental norms, and (2) who meets the criteria of
subdivision (a) of Section 5600.3 of the Welfare and Institutions Code that states that
such persons shall meet one or more of the following criteria:

a) As a result of the mental disorder the child has substantial impairment in at least
two of the following areas: self-care, school functioning, family relationships, or
ability to function in the community; and either of the following has occurred:
the child is at risk of removal from the home or has already been removed from
the home, or the mental disorder and impairments have been present for more
than six months or, without treatment, are likely to continue for more than one
year;

b) The child displays one of the following: psychotic features: risk of suicide or risk
of violence due to a mental disorder.

= Treatment of severe mental disorders may be provided through Outpatient services,
Inpatient Hospital services and prescription drugs.

» Other Covered Mental Health Conditions - For these purposes, “other covered
mental health conditions” will include conditions that affect thinking and the ability
to figure things out, perception, mood and behavior - but not those conditions that
are expressly included in the list of severe mental disorders (above) or that are
excluded in the list of Medical Limitations and Exclusions.

Midwife — Services of a Certified or Registered Nurse Midwife when provided in conjunction
with a covered Pregnancy — see “Pregnancy Care” below.

Newborn Care — Medically Necessary services and supplies, as listed herein, for a covered
newborn who is Ill or Injured.

Also see “Pregnancy Care” for newborn expenses.

Nursing Services — Nursing services by a Registered Nurse or a nursing agency when
Medically Necessary and prescribed and certified in writing by the attending Physician or
surgeon in conjunction with the Prime Healthcare Utilization Management Department
specifically as to duration and type.

Occupational Therapy — see “Therapy, Outpatient/Short-Term.”

Orthotics — Orthopedic (non-dental) braces, casts, splints, trusses and other orthotics that are
prescribed by a Physician and that are required for support of a body part due to a congenital
condition or an Injury.

Special footwear when needed due to foot disfigurements including disfigurement from
cerebral palsy, arthritis, polio, spina bifida, diabetes and foot disfigurement caused by Injury
ot developmental disability.

Orthopedic Shoes — Orthopedic shoes, but only if they are an integral part of a leg brace.
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Repair or replacement of an orthotic. However, replacement of an orthotic will only be
covered if:

= There is a change in the Covered Person’s physical condition;

= Replacement is necessary due to normal growth or wear and tear;

= It is likely to cost less to buy a new device than to repair the existing one; or
» The existing device cannot be made serviceable.

NOTE: EXPENSES RELATED TO THE REPAIR AND REPLACEMENT OF AN ORTHOTIC DUE TO MISUSE
OR LOSS ARE NOT COVERED.

Oxygen — see “Durable Medical Equipment.”
Physical Therapy — see “Therapy, Outpatient/Short-Term.”

Physician Services — Medical and surgical treatment by a Physician (MD or DO), including
office, home or Hospital visits, clinic care and consultations.

Pregnancy Care — Pregnancy-related expenses of a covered Employee or a covered
Dependent (including spouse, Partner or Dependent children) are covered. Eligible
Pregnancy-related expenses are covered in the same manner as expenses for an Illness and
include the following, and may include other care that is deemed to be Medically Necessary
by the patient's attending Physician:
= Pre-natal visits and routine pre-natal and post-partum care;
= Expenses associated with a normal or cesarean delivery as well as expenses associated
with any complications of Pregnancy;
» Genetic testing or counseling when deemed Medically Necessary;
= Newborn Hospital services provided during the Employee’s, spouse’s, or Partner’s
confinement for delivery, but not to exceed the minimum requirements of the
Newborns’ and Mothers” Health Protection Act (see below). This will not apply,
however, if the newborn is a Covered Person and the charges are covered as the
newborn’s own claim. Expenses of a Covered Person’s daughter’s newborn child are
not eligible.

Home Births for routine antenatal, delivery and postpartum care only.

Home Births coverage will not include:

» Additional prenatal counseling sessions or prenatal evaluation/management setvices
specifically related to home birth.

* Any equipment, supplies including emergency kits, and/or services specifically due
to home birth;

= Charges related to prolonged personal attendance;

» Home modifications;

» Standby Services such as: supplies, equipment, support personnel, or ambulance.
» Member transfer to facility for delivery:

* Home birth provider will be paid for attending at labor in the home prior to transfer
but not for attendance in the ambulance; and

* Delivery services will be paid only to the provider who delivers the child; and
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» If during attendance at labor it is determined that the patient must be transferred to
a facility and another clinician performs the delivery service, BCBS will cover up to
one E/M service in the home and up to 3 additional hours of prolonged services with
direct care if provided.

In accordance with the Newborns’ and Mothers’ Health Protection Act, the Plan will not
restrict benefits for a Pregnancy Hospital stay for a mother and her newborn to less than forty-
eight (48) hours following a normal vaginal delivery or ninety-six (96) hours following a
cesarean section. Early discharge is permitted if the decision is made between the attending
Physician and the mother.

NOTE: PREGNANCY COVERAGE WILL NOT INCLUDE: (1) LAMAZE AND OTHER CHARGES FOR
EDUCATION RELATED TO PRE-NATAL CARE AND BIRTHING PROCEDURES, (2) ADOPTION EXPENSES,
OR (3) EXPENSES OF A PAID SURROGATE MOTHER.

The Plan shall have full discretion to place a lien on any compensation paid to or in respect of
a surrogate mother for such services and who is a Covered Person who has entered into an
Assisted Reproduction Agreement under California Family Code Sections 7960 — 7962, or
other similar applicable state law.

Prescription Drugs — Medicines that are dispensed and administered to a Covered Person
during Inpatient services, during a Physician’s office visit, or as part of a Home Health Care
or Hospice care program.

Other Outpatient drugs (i.e., pharmacy purchases) are covered through a separate program.
See the Prescription Drug Program for additional information.

Preventive Care Service — Preventive Care Services required by the ACA to be provided
without Cost Sharing as described in Appendix A.

Prosthetics — External prosthetics such as artificial limbs, eyes or other appliances to replace
natural body parts, including the fitting and adjustment of such appliances.

* Internally implanted prosthetics such as pacemakers and hip and knee joint
replacements.

* A device and the installation of accessoties to restore a method of speaking for a
Covered Person following a laryngectomy.

= Post-mastectomy breast prostheses as required by the Women’s Health and Cancer
Rights Act.

NOTE: PROSTHETICS COVERAGE DOES NOT INCLUDE:

» Dental prosthetics, except as expressly included under “Dental Care” in the Medical
Limitations and Exclusions section;

= Eyeglasses, vision aids or hearing aids;

» Communications aids, except as expressly included above;

» Repair or replacement of a prosthetic device except for: (1) replacement that is
necessary due to a change in the Covered Person’s physical condition, (2) repair or
replacement that is necessary due to normal wear and tear, or (3) replacement when
it is likely to cost less to buy a new prosthetic than to repair the existing one or when
the existing prosthetic cannot be made serviceable.
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Radiation Therapy — see “Chemotherapy and Radiation Therapy.”

Rehabilitation Center — see “Skilled Nursing Facility.”

Respiratory/Inhalation Therapy — Professional setvices of a licensed tespiratory or
inhalation therapist, when specifically prescribed by a Physician or surgeon as to type and
duration, but only to the extent that the therapy is for improvement of respiratory function.

Second Surgical Opinion — Charges for second surgical opinion, when Medically Necessary.

Semi-Private Room Accommodations — The standard charge by a facility for a Semi-Private
Room and board accommodation (2 or more beds), or the average of such charges where the
facility has more than one established level of such charges, or up to 90% of the lowest charge
by the facility for a single-bed room and board accommodation where the facility does not
provide any semi-private accommodations.

Skilled Nursing Facility — Inpatient care in a Skilled Nursing Facility or Rehabilitation
Center, but only when the admission to the facility/center is Medically Necessary and is
ordered by a Physician in lieu of Hospital confinement. Coverage shall be limited to 90 days
per incident.

Sleep Study Testing — Testing and treatment for diagnosis of sleep disorders when Medically
Necessary based on current evidence-based guidelines, including the treatment or supplies
(i.e., CPAP machines, etc.). Home Sleep Studies for OSA (Obstructive Sleep Apnea) must be
ordered by a Prime Healthcare Tier 1 Pulmonologist.

Speech Therapy — see “Therapy, Outpatient/Short-Term.”

Sterilization Procedures — A surgical procedure for the purpose of sterilization (i.e., a
vasectomy for a male or a tubal ligation for a female).

NOTE: RECONSTRUCTION (REVERSAL) OF A PRIOR ELECTIVE STERILIZATION PROCEDURE IS NOT
COVERED.

Substance Use Disorder Care — Medically Necessary treatment of Substance Use Disorders
including (i) Inpatient Hospital services and services from a Residential Treatment Facility;
(if) partial hospitalization programs and visits to a day treatment center; and (iii) Outpatient
services such as counseling and drug therapy monitoring and medical treatment for withdrawal
symptoms.

Surgery — Surgical operations and procedures, unless otherwise specifically excluded under
the Plan.

Therapy, Outpatient/Short-Term — The following therapy services when provided on an
Outpatient basis, when such therapy is expected to result in the improvement of a body
function (including the restoration of a speech function) that has been lost or impaired due to
Injury, Illness or congenital defect, and when such therapy is expected to result in significant
improvement of the person’s condition within thirty (30) days from the date the therapy
begins:

*  Occupational therapy

= Physical therapy

= Speech therapy
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For therapy services provided in the patient’s home, see “Home Health Care.”

Trauma Services — Medical services at a Trauma Center for Emergency Services. The Plan
does not cover trauma activation fees when the services are for minor injuries not warranting
Trauma Center care. Trauma activation and medical services provided at a Trauma Center for
Non-Emergency Services will not be covered under the Plan unless otherwise authorized
under the Utilization Management Program.

Transplant-Related Expenses — Eligible Expenses incurred by a Covered Person who is the
recipient of a listed organ or tissue transplant that is not Experimental and/or Investigational
in nature:

= bone marrow transplant » kidney/pancreas transplant
= heart transplant = liver transplant

* heart/lung transplant * lung transplant

» kidney transplant * pancreas transplant

A transplant must be ordered by a Network Physician and services must be performed at a
facility designated by the Prime Healthcare Utilization Management Department.

Eligible Expenses for the Medically Necessary medical and surgical expenses of a live donor
are covered only if the donor is not covered for such services by another plan or program and
the services for the donor are provided at a facility designated by the Prime Healthcare
Utilization Management Department.

Donor workup tests needed to determine if a person is a candidate for donation are NOT
COVERED.

Evaluation, maintenance, and follow-up services that can be performed at a Prime Healthcare
Network Facility will be directed and approved within the Prime Healthcare Network or a
facility designated by the Prime Healthcare Utilization Management Department. Such
services will not be covered unless they are obtained at Prime Healthcare Network Facilities
or at facilities designated by the Prime Healthcare Utilization Management Department.

NOTE: TRANSPLANT-RELATED EXPENSES WILL NOT INCLUDE ANY EXPENSES INCURRED FOR
TRAVEL, LODGING, OR MEALS FOR THE PATIENT OR FOR ANY COMPANION(S) TRAVELING WITH THE
PATIENT.

Urgent Care — Services rendered for a sudden, serious or unexpected Illness, Injury or
condition, which is not an Emergency Medical Condition but requires immediate care for the
relief of pain or diagnosis and treatment of such condition.
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MEDICAL LIMITATIONS AND EXCLUSIONS

Except as specifically stated otherwise, no benefits will be payable for:
Abortion — see “Family Planning” below.
Acupuncture — Acupuncture treatment.

Air Purification Units, Etc. — Air conditioners, air-purification units, humidifiers and electric
heating units.

Alcohol — Expenses incurred by the Covered Person’s driving a motor vehicle with a blood
alcohol concentration of .08 or higher or otherwise in violation.

Alcohol/Illegal Drugs or Medications — To a Covered Person, expenses for an injury
arising from taking part in any activity made illegal due to the use of alcohol (e.g. driving with
a blood alcohol concentration of .08 or more) or voluntary taking of, or being under the
influence of, any controlled substance, drug, hallucinogen, narcotic or similar substance not
administered on the advice of a Physician and notillegal under State and Federal law. Expenses
will be covered for injured Covered Persons other than the person partaking in an activity
made illegal due to the use of alcohol, controlled or illegal substances, and expenses may be
covered for Substance Use Disorder treatment as specified in this Plan, if applicable. This
exclusion does not apply to: (a) injuries resulting from being the victim of an act of domestic
violence, or (b) a Covered Person’s expenses resulting from a medical condition (including
both physical and mental health conditions).

Biofeedback, Etc. — Biofeedback, recreational, or educational therapy.
Carbon Dioxide Therapy

Chiropractic Care — Extraspinal manipulation also known as Extraspinal Manipulative
Therapy (EMT) is not a covered benefit.

Complications of Non-Covered Treatment and Services

Cosmetic and Reconstructive Surgery, Etc. — Any surgery, service, drug or supply designed
to improve the appearance of an individual by alteration of a physical characteristic that is
within the broad range of normal but that may be considered unpleasing or unsightly. This
applies whether or not the service or supply is for psychological or emotional reasons unless
the surgery is breast reduction covered in connection with surgery for Gender Dysphoria.

However, this exclusion will not apply to surgery intended to improve the function of a body
part that is malformed (but is not a tooth or a structure that supports the teeth), when such
surgery:
= Is to correct a congenital abnormality (severe birth defect) including cleft lip, webbed
fingers or toes;
» Is performed to treat a Sickness, Injury, or complication resulting from non-covered
treatment or service;
= s required by the Women’s Health and Cancer Rights Act (i.e., reconstruction of the
breast on which a mastectomy has been performed or surgery and reconstruction of
the other breast to produce symmetrical appearance, and physical complications of
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all stages of a mastectomy, including lymphedemas). Coverage will be provided for
such care as is determined by the attending Physician in consultation with the patient.

Counseling — Family, marriage, child, career, social adjustment, pastoral or financial
counseling or other forms of self-care or self-help training or any related diagnostic testing.

Criminal Activities/Illegal Acts — see “General Exclusions.”

Custodial and Maintenance Care — Care that does not restore health or care confinement
primarily for the purpose of meeting personal needs which could be rendered at home or by
persons without professional skills or training.

Any type of maintenance care which is not reasonably expected to improve the patient’s
condition, except as may be included as part of a formal Hospice care program.

Dental, Mouth and Jaw Care — Care or treatment on or to the teeth, jaws, jaw joints, gingival
tissue, or for malocclusion, except for:

= Surgery to treat a fracture, dislocation or wound;

* Removal of partially or fully-impacted teeth, removal of teeth that will not erupt
through the gum, or removal of other teeth that cannot be removed without cutting
into bone;

= Removal of the roots of a tooth without removing the entire tooth;
» Removal of cysts, tumors or other diseased tissues;

= Cutting into the gums and tissues of the mouth when not done in connection with
the removal, replacement or repair of teeth;

= Repair or prosthetic replacement of sound natural teeth that are damaged in an Injury;
= Nonsurgical treatment of infections or diseases that are not related to the teeth;

* Dental work, surgery and orthodontic treatment when needed to remove, repair,
replace, restore or reposition natural teeth damaged, lost or removed, or other body
tissues of the mouth that are fractured or cut due to Injury. Any such teeth must have
been free from decay or in good repair and firmly attached to the jaw bone at the
time of the accident. If crown, denture or bridgework or in-mouth appliances are
installed due to such Injury, Eligible Expenses will only include charges for: (1) the
first denture or fixed bridge to replace lost teeth, (2) the first crown needed to repair
each damaged tooth, and (2) an in-mouth appliance used in the first course of
orthodontia treatment after the Injury.

Diagnostic Hospital Admissions — Confinement in a Hospital that is for diagnostic
purposes only, when such diagnostic services could be performed in an Outpatient setting.

Ecological or Environmental Medicine — Chelation or chelation therapy, orthomolecular
substances, or use of substances of animal, vegetable, chemical or mineral origin that are not
specifically approved by the FDA as effective for treatment.

Environmental change, including Hospital or Physician expenses incurred in connection with
prescribing an environmental change.

Educational or Vocational Testing or Training — Testing and/or training for educational
purposes or to assist an individual in pursuing a trade or occupation.
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Training of a Covered Person for the development of skills needed to cope with an Injury or
Illness, except as may be expressly included.

Enhanced External Counterpulsation Therapy (EECP)

Exercise Equipment/Health Clubs — Exercising equipment, vibratory equipment,
swimming or therapy pools. Enrollment in health, athletic or similar clubs.

Family Planning — Family planning-related services or supplies including:

» Infertility testing, treatment, or the use of advanced reproductive technologies (e.g.,
in vitro fertilization (IVF or egg donation);

= Reversal of a sterilization procedure;

» Elective abortion, except when the mother’s life is in immediate danger; and

= When complications arise out of an abortion.

Foot Care, Routine — Routine and non-surgical foot care services and supplies including, but
not limited to:
* Trimming or treatment of toenails, excluding excision of the nail and matrix;
= oot massage;
= Treatment of corns, calluses, metatarsalgia or bunions;
* Treatment of weak, strained, flat, unstable or unbalanced feet, excluding 3 steroid
injections for plantar fasciitis;
» Orthopedic shoes (except when permanently attached to braces) or other appliances
for support of the feet except as expressly allowed (see “Orthotics” in the Eligible
Medical Expenses section).

NOTE: THIS EXCLUSION DOES NOT APPLY TO THE INITIAL PHYSICIAN VISIT AND RELATED
DIAGNOSTIC PROCEDURES TO ESTABLISH THE DIAGNOSIS AND MEDICALLY NECESSARY
TREATMENT OF THE FEET (E.G., THE REMOVAL OF NAIL ROOTS, OTHER PODIATRY SURGERIES, OR
FOOT CARE SERVICES NECESSARY DUE TO A METABOLIC OR PERIPHERAL-VASCULAR DISEASE) OR
COVERED FOOT CARE AS DEFINED UNDER MEDICARE (CMS) PODIATRY SERVICES GUIDELINES.
SEE CMS PODIATRY SERVICES GUIDELINES FOR A DESCRIPTION OF COVERED SERVICES.

Genetic Counseling or Testing — Counseling or testing concerning inherited (genetic)
disorders. However, this limitation does not apply when such services are determined by a
Physician to be Medically Necessary and pre-authorized by Prime Healthcare UMO during
the course of a covered Pregnancy or are Preventive Care Services.

Hair Restoration — Any surgeries, treatments, drugs, services or supplies relating to baldness
ot hair loss, whether or not prescribed by a Physician.

Hair Pieces — Wigs, artificial hair pieces, human or artificial hair transplants, or any drug,
Prescription Drug or otherwise, used to eliminate baldness.

Hearing Aids — Hearing aids or the examinations for the prescription or fitting of hearing
aids.

Holistic, Homeopathic or Naturopathic Medicine — Services, supplies, drugs or
accommodations provided in connection with holistic, homeopathic or naturopathic
treatment.

Hypnotherapy — Treatment by hypnotism.
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Maintenance Care — see “Custodial and Maintenance Care.”
Massage Therapy

Medical Errors — Treatment that is required to treat Injuries that are sustained or an Illness
that is contracted, including infections and complications, while the Covered Person was
under, and due to, the care of a Provider wherein such Illness, Injury, infection or complication
is not reasonably expected to occur. This provision works in coordination with the Plan’s
subrogation, reimbursement, and/or third-party responsibility provisions. This exclusion will
apply to expenses directly or indirectly resulting from the circumstances of the course of
treatment, that, in the opinion of the Plan Administrator, in its sole discretion, unreasonably
gave rise to the expense.

Megavitamin Therapy
Newborn Care — For a child of a Dependent child.

Non-Prescription Drugs — Drugs for use outside of a Hospital or other Inpatient facility
that are purchased over-the-counter and without a Physician’s written prescription — except as
may be included in the Plan’s prescription coverages or is a Preventive Care Service.

Drugs for which there is a non-prescription equivalent available except as covered as a
Preventive Care Service.

Not Medically Necessary/Not Physician Prescribed/Not Generally-Accepted — Any
services or supplies that are: (1) not Medically Necessary, (2) not recommended on the advice
of a Physician — unless expressly included herein, or (3) not in accordance with generally-
accepted professional medical standards. For example, Trauma activation fees or services
related to the treatment of minor injuries for which such care is not Medically Necessary will
not be covered under the Plan.

Inpatient room and board when hospitalization is for services that could have been performed
safely on an Outpatient basis including, but not limited to: preliminary diagnostic tests,
physical therapy, medical observation, treatment of chronic pain or convalescent or rest cure.

Nutrition Counseling — Dietary treatment of disease or condition except those included
within the “Preventive Care” coverages (see Appendix B).

Orthopedic Shoes — Orthopedic shoes, unless they are an integral part of a leg brace and the
cost is included in the orthotist’s charge, and other supportive devices for the feet.

Personal Comfort or Convenience Items — Services or supplies that are primarily and
customarily used for nonmedical purposes or are used for environmental control or
enhancement (whether or not prescribed by a Physician) including but not limited to: (1) air
conditioners, air purifiers, or vacuum cleaners, (2) motorized transportation equipment,
escalators, elevators, ramps, (3) waterbeds or non-Hospital adjustable beds, (4) hypoallergenic
mattresses, pillows, blankets or mattress covers, (5) cervical pillows, (6) swimming pools, spas,
whitlpools, exercise equipment, or gravity lumbar reduction chairs, (7) home blood pressure
kits, (8) personal computers and related equipment, televisions, telephones, or other similar
items or equipment, (9) food liquidizers, or (10) structural changes to homes or autos.
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Rolfing — A holistic system of bodywork that uses deep manipulation of the body’s soft tissue
to realign and balance the body's myofascial structure.

Self-Procured Services — Services rendered to a Covered Person who is not under the regular
care of a Physician and for services, supplies or treatment, including any periods of Hospital
confinement, that are not recommended, approved and certified as necessary and reasonable
by a Physician, except as may be specifically included in the list of Eligible Medical
Expenses.

Sex-Related Disorders — Non-organic sexual dysfunctions. Excluded services and supplies
include, but are not limited to: therapy or counseling, medications, implants, hormone therapy,
surgery, and other medical or psychiatric treatment unrelated to Gender Dysphoria.

Subrogation, Reimbursement, and/or Third-Party Responsibility — Any charge for care,
supplies, treatment, and/or services of an Injury or Illness not payable by virtue of the Plan’s
subrogation, reimbursement, and/or third-party responsibility provisions.

Therapy, Outpatient/Short-term Therapy — Spinal manipulation is not a covered benefit
when rendered by a licensed or certified Physical Therapist.

TM]J — Splint therapy or surgical treatment for, or in connection with, temporomandibular
joint disorders, myofacial pain dysfunction or orthognathic treatment.

Transplant Related Services — Transplant related expenses will not include any expenses
incurred for travel, lodging or meals for the patient or for any companion(s) traveling with the
patient. In addition, Eligible Expenses for a live donor who is covered by another plan or
program, will not be covered.

Travel Outside United States — Non-Emergency medical services outside the United States
are not covered.

Ultrasounds — The use of 3-D or 4-D fetal ultrasound is considered investigational and not
Medically Necessary in all cases.

Vaccinations — Immunizations or vaccinations other than: (1) those included within the
“Preventive Care” coverages (see the Medical Benefit Summary and Appendix A); (2)
Hepatitis B screening and vaccination for healthcare workers; and (3) tetanus or rabies
vaccinations administered in connection with an Injury.

Vision Care — Eye examinations for the purpose of prescribing corrective lenses.

Vision Supplies — (e.g., eyeglasses or contact lenses) or their fitting, replacement, repair or
adjustment.

Orthoptics, vision therapy, vision perception training, or other special vision procedures,
including procedures whose purpose is the correction of refractive error, such as radial
keratotomy or laser surgery.

NOTE: THIS EXCLUSION WILL NOT APPLY TO: (1) SERVICES NECESSITATED BY AN ILLNESS OR
INJURY, OR (2) THE INITIAL PURCHASE OF GLASSES OR CONTACT LENSES FOLLOWING CATARACT
SURGERY, OR (3) A