UHC OF CALIFORNIA dba UNITEDHEALTHCARE OF CALIFORNIA
MEDICAL AND HOSPITAL GROUP SUBSCRIBER AGREEMENT
COVER SHEET
(This Cover Sheet is an integral part of this Agreement)

GROUP NAME: SANTA CLARA COUNTY SCHOOLS’ INSURANCE GROUP
GROUP CODE: Please see attached Reference Page

GROUP COVERAGE EFFECTIVE DATE: January 1, 2021 through December 31, 2021
PLAN CODE: WZG/WZQ/WZS, P2A, 1ZY, BDX, 397, R1A

PLAN DESCRIPTION: SignatureValueAdvantage (HMO) 30/750A Santa Clara County Schools
Insurance Group Plan with Custom Acupuncture/Chiropractic $15/40 Visits, Custom Infertility Basic
Diagnosis and Treatment, UnitedHealthcare of California Behavioral Health SV&SVA SMI + BH Buy-Up
Rider, Custom Managed Formulary $10 Generic / $25 Brand / $40 Non-Formulary Rx - $40S1/$1.5K
Outpatient Prescription Drugs and Real Appeal Rider

HEALTH PLAN PREMIUMS: Please see attached Reference Page

BILLING CODE: 02*

* New adds are charged only if enrolled on or before the 15" of the month. If enrolled after the 15% there is
no premium. New terminates will be billed for the entire month if they are eligible for at least one day of
that month.

PREMIUMS DUE ON OR BEFORE (refer to Section 3.06): The 1% of the month of coverage to be paid
within 45 days except AB1401 to be paid within 15 days.

ANNUAL OUT-OF-POCKET LIMIT PER INDIVIDUAL: § 1,500.00

ANNUAL OUT-OF-POCKET LIMIT PER FAMILY: § 3,000.00

CONTINUATION OF BENEFITS ELECTIONS: Yes

ELIGIBILITY:
Group Eligibility
Minimum hours required per week: 30 FT, 20 PT

Dependent Member Eligibility
Dependent children are Eligible through age: 25

Start and End date of coverage: New employee’s coverage starts on the first of the month following date of
hire. No waiting period for Rehires. Coverage ends last day of month following date of termination.

A new spouse, Domestic Partner or children are eligible as set forth in the UnitedHealthcare of California
Evidence of Coverage and Disclosure Form.

ATTACHMENTS: (The following Attachments are an integral part of this Agreement)
* Early Retiree Amendment
* Premium Delay Amendment
A - Schedule of Benefits, UnitedHealthcare of California Combined Evidence of Coverage and
Disclosure Form
D - Acupuncture/Chiropractic Services
I- Infertility Basic Diagnosis and Treatment
L- UnitedHealthcare of California Behavioral Health
R- Outpatient Prescription Drug Benefit
S - Real Appeal Rider
1
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Reference Page

Group Code Health Plan Premiums
Franklin—McKinley School District - ' Employee Only Employee + 1 Employee +
UHC High Plan - SVA Network Active | Cobra | AB1401 Dependent Family
Active Classified 252067 $ 99450 | $ 1,989.00 | $ 2,814.43
Active Certificated 252068 $ 99450 | $ 1,989.00 | $ 2,814.43
COBRA 252069 $ 99450 | $ 1,989.00 | $ 2,814.43
AB1401 252339 | $ 1,093.95 | $ 2,18790 | $ 3,095.87
Active Classified Mgmt 252070 $ 99450 | $ 1,989.00 | $ 2,814.43
Active Certificated Mgmt 252071 $ 994.50 | $ 1,989.00 | $ 2,814.43
Retirees w/out Medicare 252072 $ 99450 | $ 1,989.00 | $ 2,814.43
Self-Paid Ret w/out Medicare 252073 $ 994.50 | $ 1,989.00 | $ 2,814.43
Loma Prieta School District - . Employee Only Employee + 1 Employee +
UHC High Plan - SVA Network Active | Cobra | AB1401 Dependent Family
Active Classified 252105 $ 99450 | $ 1,989.00 | $ 2,814.43
Active Certificated 252106 $ 99450 | $ 1,989.00 | $ 2,814.43
COBRA 252107 $ 99450 | $ 1,989.00 | $ 2,814.43
AB1401 252345 | $ 1,09395 | $ 2,187.90 | $ 3,095.87
LGS Recreation - . Employee Only Employee + 1 Ernployee +
UHC High Plan - SVA Network Active | Cobra [ AB1401 Dependent Family
Active 252119 $ 99450 | $ 1,989.00 | $ 2,814.43
COBRA 252120 $ 99450 | $ 1,989.00 | $ 2,814.43
AB1401 252351 | $ 1,093.95 | $ 2,18790 | $ 3,095.87
Los Gatqs Union School District - . Employee Only Employee + 1 Employee +
UHC High Plan - SVA Network Active | Cobra | AB1401 Dependent Family
Active Classified 252131 $ 99450 | $ 1,989.00 | $ 2,814.43
Active Certificated 252132 $ 99450 | $ 1,989.00 | $ 2,814.43
Active Confidential 252133 $ 99450 | $ 1,989.00 | $ 2,814.43
COBRA 252134 $ 99450 | $ 1,989.00 | $ 2,814.43
AB1401 252356 | $ 1,093.95 | $ 2,187.90 | $ 3,095.87
Active Classified Mgmt 252135 $ 99450 | $ 1,989.00 | $ 2,814.43
Active Certificated Mgmt 252136 $ 99450 | $ 1,989.00 | $ 2,814.43
Retirees w/out Medicare 252137 $ 99450 | $ 1,989.00 | $ 2,814.43




Luther Burbank School District - . Emplovee Onl Employee + 1 Employee +
UHC High Plan - SVA Network Active | Cobra | AB1401 IOy Y Dependent Family
Active Classified 252161 $ 99450 [ $ 1,989.00 | $ 2,814.43
Active Certificated 252162 $ 99450 | $ 1,989.00 | $ 2,814.43
COBRA 252163 $ 99450 | $ 1,989.00 | $ 2,814.43
AB1401 252362 | $ 1,093.95 | $ 2,18790 | $ 3,095.87
Active Management 252164 $ 994.50 | $ 1,989.00 | $ 2,814.43
Retirees w/out Medicare 252165 $ 99450 | $ 1,989.00 | $ 2,814.43
Milpitas 'Uniﬁed School District - 4 Employee Only Employee + 1 Employee +
UHC High Plan - SVA Network Active | Cobra [ AB1401 Dependent Family
Active Classified 252191 $ 99450 | $ 1,989.00 | $ 2,814.43
Active Certificated 252192 $ 99450 | $ 1,989.00 | $ 2,814.43
Active Confidential 252193 $ 99450 | $ 1,989.00 | $ 2,814.43
COBRA 252194 $ 99450 | $ 1,989.00 | $ 2,814.43
AB1401 252368 | $ 1,093.95 | $ 2,187.90 | $ 3,095.87
Active Classified Management 252195 $ 99450 | $ 1,989.00 | $ 2,814.43
Active Certificated Management 252196 $ 99450 | $ 1,989.00 | $ 2,814.43
Retirees w/out Medicare 252197 $ 99450 | $ 1,989.00 | $ 2,814.43
Mountain Vi.ew Whisman School District ' Employee Only Employee + 1 Employee +
UHC High Plan - SVA Network Active | Cobra | AB1401 Dependent Family
Active 252225 $ 99450 | $ 1,989.00 | $ 2,814.43
COBRA 252226 $ 99450 | $ 1,989.00 | $ 2,814.43
AB1401 252374 | $ 1,093.95 | $ 2,18790 | $ 3,095.87
Retirees w/out Medicare - District Paid 252227 $ 994.50 | $ 1,989.00 | $ 2,814.43
Retirees w/out Medicare - Self Pay 252228 $ 99450 | $ 1,989.00 | $ 2,814.43
Mount Pleasant School District - 4 Employee Only Employee + 1 Employee +
UHC High Plan - SVA Network Active | Cobra | AB1401 Dependent Family
Active Classified/Confidentials 252245 $ 99450 | $ 1,989.00 | $ 2,814.43
Active Certificated 252246 $ 99450 | $ 1,989.00 | $ 2,814.43
Active Confidential 252247 $ 99450 | $ 1,989.00 | $ 2,814.43
COBRA 252248 $ 99450 | $ 1,989.00 | $ 2,814.43
AB1401 252380 | $ 1,093.95 | $ 2,187.90 | $ 3,095.87
Active Management 252249 $ 99450 | $ 1,989.00 | $ 2,814.43
Active Certificated Management 252250 $ 99450 | $ 1,989.00 | $ 2,814.43
Retirees w/out Medicare 252251 $ 99450 | $ 1,989.00 | $ 2,814.43
Self-paid Retirees w/out Medicare 252252 $ 99450 | $ 1,989.00 | $ 2,814.43
Orchard School District . Emplovee Onl Employee + 1 Employee +
UHC High Plan - SVA Network Active | Cobra | AB1401 IOy Y Dependent Family
Active Classified 252277 $ 99450 | $ 1,989.00 | $ 2,814.43
Active Certificated 252278 $ 99450 | $ 1,989.00 | $ 2,814.43
COBRA 252279 $ 99450 | $ 1,989.00 | $ 2,814.43
AB1401 252386 | $ 1,093.95 | $ 2,18790 | $ 3,095.87
Retirees w/out Medicare 252280 $ 994.50 | $ 1,989.00 | $ 2,814.43




Sunnyvale School District - . Emplovee Onl Employee + 1 Employee +
UHC High Plan - SVA Network Active | Cobra | AB1401 IOy Y Dependent Family
Active Classified 252295 $ 99450 | $ 1,989.00 | $ 2,814.43
Active Certificated 252296 $ 99450 | $ 1,989.00 | $ 2,814.43
Active Confidential 252297 $ 99450 | $ 1,989.00 | $ 2,814.43
COBRA 252298 $ 99450 | $ 1,989.00 | $ 2,814.43
AB1401 252392 | $ 1,093.95 | $ 2,187.90 | $ 3,095.87
Active Classified Mgmt 252299 $ 99450 | $ 1,989.00 | $ 2,814.43
Active Certificated Mgmt 252300 $ 99450 | $ 1,989.00 | $ 2,814.43
Retirees w/out Medicare 252301 $ 99450 | $ 1,989.00 | $ 2,814.43
.SIG Office Staff 4 Employee Only Employee + 1 Employee +
UHC High Plan - SVA Network Active | Cobra [ AB1401 Dependent Family
Active 252018 $ 99450 | $ 1,989.00 | $ 2,814.43
Cobra 252416 $ 99450 | $ 1,989.00 | $ 2,814.43
AB1401 252410 | $ 1,093.95 | $ 2,187.90 | $ 3,095.87




' UnitedHealthcare

UnitedHealthcare of California

Important Notices under the Patient Protection and Affordable Care
Act (PPACA)

Changes in Federal Law that Impact Covered Services

There are changes in Federal law which may impact Covered Services stated in the Combined Evidence
of Coverage and Disclosure Form and Schedule of Benefits. A summary of those changes and the dates
the changes are effective appear below.

Patient Protection and Affordable Care Act (PPACA)

Effective for Health Plans that are new or renewing on or after September 23, 2010, the requirements
listed below apply. (The Patient Protection and Affordable Care Act (PPACA) allows for exceptions to this
effective date for collectively bargained groups.)

e If your Health Plan includes lifetime limits, lifetime limits on the dollar amount of essential benefits
available to you under the terms of your Health Plan are no longer permitted. Essential benefits
include the following:

Ambulatory patient services; emergency services, hospitalization; maternity and newborn care,
mental health and substance use disorder services (including behavioral health treatment);
prescription drugs; rehabilitative and habilitative services and devices; laboratory services;
preventive and wellness services and chronic disease management; and pediatric services,
including oral and vision care.

. If your Health Plan includes lifetime limits: On or before the first day of the first plan year beginning
on or after September 23, 2010, the Employer Group will provide a 30 day enroliment period for
those individuals who are still eligible under the plan's eligibility terms but whose coverage ended by
reason of reaching a lifetime limit on the dollar value of all benefits.

o Essential benefits for plan years beginning prior to January 1, 2014 can only be subject to restricted
annual limits. If your Health Plan includes annual limits on essential benefits, restricted annual limits
for each person covered under the Health Plan may be no less than the following:

L] For plan or policy years beginning on or after September 23, 2010 but before September 23,
2011, $750,000.

L] For plan or policy years beginning on or after September 23, 2011 but before September 23,
2012, $1,250,000.

= For plan or policy years beginning on or after September 23, 2012 but before January 1,
2014, $2,000,000.

e Please note that for plan years beginning on or after January 1, 2014, essential health benefits
cannot be subject to annual or lifetime dollar limits.

e  Coverage for enrolled Dependent children is no longer dependent upon full-time student or
unmarried status or other dependency requirements and will remain in place until the child's 26th
birthday. If you have a grandfathered plan, the Employer Group is not required to extend coverage to
age 26 if the child is eligible to enroll in an eligible employer-sponsored health plan (as defined by
law). Under the PPACA a Health Plan generally is "grandfathered" if it was in effect on March 23,
2010 and there are no substantial changes in the benefit design as described in the Interim Final
Rule on Grandfathered Health Plans.
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e If you do not have a grandfathered plan, Covered Services for preventive care services described
below will be paid at 100%, and not subject to any deductible, coinsurance or Copayments. If you
have pharmacy benefit coverage, your Health Plan may also be required to cover preventive care
medications that are obtained at a participating pharmacy at 100%, and not subject to any
deductible, coinsurance or Copayments, as required by applicable law under any of the following:

. Evidence-based items or services that have in effect a rating of "A" or "B" in the current
recommendations of the United States Preventive Services Task Force.

. Immunizations that have in effect a recommendation from the Advisory Committee on
Immunization Practices of the Centers for Disease Control and Prevention.

L] With respect to infants, children and adolescents, evidence-informed preventive care and
screenings provided for in the comprehensive guidelines supported by the Health Resources
and Services Administration.

= With respect to women, such additional preventive care and screenings as provided for in
comprehensive guidelines supported by the Health Resources and Services Administration.

e Rescinding coverage under the Health Plan is permitted, with 30 days advance written notice, only in
the following circumstances:

. The individual performs an act, practice or omission that constitutes fraud.
. The individual makes an intentional misrepresentation of a material fact.

e  Other changes provided for under the PPACA do not impact your Health Plan because your Health
Plan already contains these benefits. These include:

" Direct access to OB/GYN care without a referral or preauthorization requirement.
] The ability to designate a pediatrician as a primary care physician.
" Preauthorization is not required before you receive Covered Services in the emergency

department of a hospital.

" If you seek Emergency Services from non-Participating Providers in the emergency
department of a hospital, your cost sharing obligations (Copayments/Coinsurance) will be
the same as would be applied to Covered Services received from Participating Providers.

Effective for plans that are new or renewing on or after January 1, 2014, the
requirements listed below apply:

If your plan includes coverage for Clinical Trials, the following applies:

The clinical trial benefit has been modified to distinguish between clinical trials for cancer and other life
threatening conditions and those for non-life threatening conditions. For trials for cancer/other life
threatening conditions, routine patient costs now include those for covered individuals participating in a
preventive clinical trial and Phase IV trials. This modification is optional for certain grandfathered health
plans. Refer to your plan documents to determine if this modification has been made to your plan.

If your plan includes coverage for Mental Health or Substance Use, the following
applies:

Mental Health/Substance Use Disorder Parity (For Non-Grandfathered Small Groups with
50 or less employees:)

Effective for Health Plans that are new or renewing on or after January 1, 2014, Benefits are subject to
final regulations supporting the Mental Health Parity and Addiction Equity Act of 2008 (MHPAEA).
Benefits for mental health conditions and substance use disorder conditions that are Covered Services
under the Health Plan must be treated in the same manner and provided at the same level as Covered
Services for the treatment of other Sickness or Injury. Benefits for Mental Health Services and Substance
-2
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Use Disorder Services are not subject to any annual maximum benefit limit (including any day, visit or
dollar limit).

MHPAEA requires that the financial requirements for coinsurance and copayments for mental health and
substance use disorder conditions must be no more restrictive than those coinsurance and copayment
requirements for substantially all medical/surgical benefits. MHPAEA requires specific testing to be
applied to classifications of benefits to determine the impact of these financial requirements on mental
health and substance use disorder benefits. Based upon the results of that testing, it is possible that
coinsurance or copayments that apply to mental health conditions and substance use disorder conditions
in your benefit plan may be reduced.

For Employer Groups with 51 or more employees:

Effective for Health Plans that are new or renewing on or afterduly 1, 2010, benefits are subject to final
regulations supporting the Mental Health Parity and Addition Equity Act of 2008 (MHPAEA). Benefits for
mental health conditions and/or substance use disorder conditions that are Covered Services under the
Health Plan must be treated in the same manner and provided at the same level as Covered Services for
the treatment of other Sickness or Injury. Benefits for Mental Health Services and Substance Use
Disorder Services are not subject to any annual maximum benefit limit (including any day, visit or dollar
limit).

MHPAEA requires that the financial requirements for Copayments and coinsurance for mental health
and/or substance use disorder conditions that are defined as Covered Services under the Health Plan
must be no more restrictive than those Copayments and coinsurance requirements for substantially all
medical/surgical benefits. MHPAEA requires specific testing to be applied to classifications of benefits to
determine the impact of these financial requirements on mental health and/or substance use disorder
benefits that are covered under the Health Plan. Based upon the results of that testing, it is possible that
Copayments that apply to mental health conditions or substance use disorder conditions covered under
your Health Plan may be reduced.

Some Important Information About Appeal and Independent Medical Review (IMR)
Rights Under PPACA

If you are enrolled in a non-grandfathered plan with an effective date or plan year anniversary on or after
September 23, 2010, the Patient Protection and Affordable Care Act of 2010 (PPACA), as amended, sets
forth new and additional internal appeal and Independent Medical Review (IMR) rights beyond those that
some plans may have previously offered. Also, certain grandfathered plans are complying with the
additional internal appeal and IMR provisions on a voluntary basis. Please refer to your benefit plan
documents, including amendments and notices, or speak with your plan sponsor, regarding the appeal
rights available to you under your plan. (Also, please refer to the Claims and Appeal Notice section of this
document).

e What if | don’t agree with the denial? You have a right to appeal any decision not to pay for an
item or service (in whole or in part).

e How do I file an appeal? Follow the instructions set forth in the initial denial notice that you receive
from us.

¢  What if my situation is urgent? If your situation meets the definition of urgent under the law, your
review will be conducted on an expedited basis. Generally, an urgent situation is one in which your
health may be in serious jeopardy or, in the opinion of your doctor, you may experience pain that
cannot be adequately controlled while you wait for a decision on your appeal. If you believe your
situation is urgent, you may request an expedited appeal, and, if applicable, a simultaneous IMR by
contacting us at the number listed on the back of your ID card.

e Who may file an appeal? You or someone you name to act for you (your authorized representative)
may file an appeal.

e Can | provide additional information about my claim? Yes, you may supply additional information
to us regarding your claim at the address supplied to you in the initial denial notice.
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e Can |l request copies of information relevant to my claim? Yes, you may request copies (free of
charge) by contacting us as set forth in the initial denial notice that you receive from us.

e  What happens if | don’t agree with the outcome of my appeal? If you appeal, we will review our
decision and provide you with a written determination in accordance with applicable timeframes. If
we continue to deny the payment, coverage, or service requested, or you do not receive a timely
decision, you may be able to request an IMR of your claim by an Independent Medical Review
Organization (IRO) who will review the denial and issue a final decision.

Other resources that may be available to help you: For questions about appeal rights, an adverse benefit
determination, or for assistance, you can contact the Employee Benefits Security Administration at 1-866-
444-EBSA (3272).

Review by the Department of Managed Health Care

The California Department of Managed Health Care is responsible for regulating
health care service plans. If you have a Grievance against your Health Plan, you should
first telephone your Health Plan at 1-800-624-8822 or 711 (TTY) and use your Health
Plan’s Grievance process before contacting the department. Utilizing this Grievance
procedure does not prohibit any potential legal rights or remedies that may be available
to you. If you need help with a Grievance involving an emergency, a Grievance that has
not been satisfactorily resolved by your Health Plan, or a Grievance that has remained
unresolved for more than 30 days, you may call the department for assistance. You may
also be eligible for an Independent Medical Review (IMR). If you are eligible for IMR, the
IMR process will provide an impartial review of medical decisions made by a Health
Plan related to the Medical Necessity of a proposed service or treatment, coverage
decisions for treatments that are Experimental or Investigational in nature and payment
disputes for emergency or urgent medical services. The department also has a toll-free
telephone number (1-888-HMO-2219) and a TTY line (1-888-877-5378) for the hearing-
and speech-impaired. The department’s Internet Web site http://www.hmohelp.ca.gov
has Complaint forms, IMR application forms and instructions online.

o Are verbal interpretations or written translation services available to me during an appeal?
Yes. To get an interpreter or to ask about written information in your language,
please call UnitedHealthcare at the number listed on the back of your health plan ID card.

Mental Health/Substance Use Disorder Parity
For Employer Groups with 51 or more employees:

Effective for Health Plans that are new or renewing on or after July 1, 2010, benefits are subject to final
regulations supporting the Mental Health Parity and Addition Equity Act of 2008 (MHPAEA). Benefits for
mental health conditions and/or substance use disorder conditions that are Covered Services under the
Health Plan must be treated in the same manner and provided at the same level as Covered Services for
the treatment of other Sickness or Injury. Benefits for Mental Health Services and Substance Use
Disorder Services are not subject to any annual maximum benefit limit (including any day, visit or dollar
limit).

MHPAEA requires that the financial requirements for Copayments and coinsurance for mental health
and/or substance use disorder conditions that are defined as Covered Services under the Health Plan
must be no more restrictive than those Copayments and coinsurance requirements for substantially all
medical/surgical benefits. MHPAEA requires specific testing to be applied to classifications of benefits to
determine the impact of these financial requirements on mental health and/or substance use disorder
benefits that are covered under the Health Plan. Based upon the results of that testing, it is possible that
Copayments that apply to mental health conditions or substance use disorder conditions covered under
your Health Plan may be reduced.

Fed Notice
6/14



Women's Health and Cancer Rights Act of 1998

As required by the Women's Health and Cancer Rights Act of 1998, Covered Services are provided for
mastectomy, including reconstruction and surgery to achieve symmetry between the breasts, prostheses,
and complications resulting from a mastectomy (including lymphedema).

If you are receiving Covered Services in connection with a mastectomy, Covered Services are also
provided for the following Covered Services, as you determine appropriate with your attending Physician:

e  All stages of reconstruction of the breast on which the mastectomy was performed;
e  Surgery and reconstruction of the other breast to produce a symmetrical appearance; and
e Prostheses and treatment of physical complications of the mastectomy, including lymphedema.

The amount you must pay for such Covered Services (including Copayments and any annual deductible)
are the same as are required for any other Covered Service. Limitations on benefits are the same as for
any other Covered Service.

Statement of Rights under the Newborns’ and Mothers’ Health
Protection Act

Under Federal law, group health plans ("plans") and health insurance issuers ("issuers") offering group
health insurance coverage 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 delivery by cesarean section. However, the plan or issuer may pay for a shorter
stay if the attending provider, after consultation with the mother, discharges the mother or newborn
earlier. In any case, a plan or issuer may not, under Federal law, require that a Physician or other health
care provider obtain authorization for prescribing a length of stay of up to 48 hours (or 96 hours).

Claims and Appeal Notice

This Notice is provided to you in order to describe our responsibilities under Federal law for
making benefit determinations and your right to appeal adverse benefit determinations. To the
extent that state law provides you with more generous timelines or opportunities for appeal, those
rights also apply to you. Please refer to your Combined Evidence of Coverage and Disclosure
Form for information about your rights under state law.

Benefit Determinations
Post-service Claims

Post-service claims are those claims that are filed for payment of Covered Services after medical care
has been received. If your post-service claim is denied, you will receive a written notice from us within 30
days of receipt of the claim, as long as all needed information was provided with the claim. We will notify
you within this 30 day period if additional information is needed to process the claim, and may request a
one time extension not longer than 15 days and pend your claim until all information is received.

Once notified of the extension, you then have 45 days to provide this information. If all of the needed
information is received within the 45-day time frame, and the claim is denied, we will notify you of the
denial within 15 days after the information is received. If you don't provide the needed information within
the 45-day period, your claim will be denied.

A denial notice will explain the reason for denial, refer to the part of the plan on which the denial is based,
and provide the claim appeal procedures.

If you have Covered Services for prescription drug benefits under your Health Plan and are asked to pay
the full cost of a prescription when you fill it at a retail or mail-order pharmacy, and if you believe that it
should have been paid under the Health Plan, you may submit a claim for reimbursement in accordance
with the applicable claim filing procedures. If you pay a Copayment and believe that the amount of the
Copayment was incorrect, you also may submit a claim for reimbursement in accordance with the
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applicable claim filing procedures. When you have filed a claim, your claim will be treated under the same
procedures for post-service group health plan claims as described in this section.

Pre-service Requests for Covered Services

Pre-service requests for Covered Services are those requests that require notification or approval prior to
receiving medical care. If you have a pre-service request for Covered Services, and it was submitted
properly with all needed information, you will receive written notice of the decision from us within 15 days
of receipt of the request. If you filed a pre-service request for Covered Services improperly, we will notify
you of the improper filing and how to correct it within five days after the pre-service request for Covered
Services was received. If additional information is needed to process the pre-service request, we will
notify you of the information needed within 15 days after it was received, and may request a one time
extension not longer than 15 days and pend your request until all information is received. Once notified of
the extension you then have 45 days to provide this information. If all of the needed information is
received within the 45-day time frame, we will notify you of the determination within 15 days after the
information is received. If you don't provide the needed information within the 45-day period, your request
for Covered Services will be denied. A denial notice will explain the reason for denial, refer to the part of
the plan on which the denial is based, and provide the appeal procedures.

If you have Covered Services for prescription drug benefits under the Health Plan and a retail or mail
order pharmacy fails to fill a prescription that you have presented, you may file a pre-service health
request for Covered Services in accordance with the applicable claim filing procedure. When you have
filed a request for Covered Services, your request will be treated under the same procedures for pre-
service group health plan requests for Covered Services as described in this section.

Urgent Requests for Covered Services that Require Immediate Attention

Urgent requests for Covered Services are those that require notification or a benefit determination prior to
receiving medical care, where a delay in treatment could seriously jeopardize your life or health, or the
ability to regain maximum function or, in the opinion of a Physician with knowledge of your medical
condition, could cause severe pain. In these situations, you will receive notice of the benefit determination
in writing or electronically within 72 hours after we receive all necessary information, taking into account
the seriousness of your condition.

If you filed an urgent request for Covered Services improperly, we will notify you of the improper filing and
how to correct it within 24 hours after the urgent request was received. If additional information is needed
to process the request, we will notify you of the information needed within 24 hours after the request was
received. You then have 48 hours to provide the requested information.

You will be notified of a benefit determination no later than 48 hours after:
e  Our receipt of the requested information; or

e The end of the 48-hour period within which you were to provide the additional information, if the
information is not received within that time.

A denial notice will explain the reason for denial, refer to the Health Plan provision on which the denial is
based, and provide the claim appeal procedures.

Concurrent Care Claims

If an on-going course of treatment was previously approved for a specific period of time or number of
treatments, and your request to extend the treatment is an urgent request for Covered Services as
defined above, your request will be decided within 24 hours, provided your request is made at least 24
hours prior to the end of the approved treatment. We will make a determination on your request for the
extended treatment within 24 hours from receipt of your request.

If your request for extended treatment is not made at least 24 hours prior to the end of the approved
treatment, the request will be treated as an urgent request for Covered Services and decided according to
the timeframes described above. If an on-going course of treatment was previously approved for a
specific period of time or number of treatments, and you request to extend treatment in a non-urgent
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circumstance, your request will be considered a new request and decided according to post-service or
pre-service timeframes, whichever applies.

Questions or Concerns about Benefit Determinations

If you have a question or concern about a benefit determination, you may informally contact our Customer
Service department before requesting a formal appeal. If the Customer Service representative cannot
resolve the issue to your satisfaction over the phone, you may submit your question in writing. However, if
you are not satisfied with a benefit determination as described above, you may appeal it as described
below, without first informally contacting a Customer Service representative. If you first informally contact
our Customer Service department and later wish to request a formal appeal in writing, you should again
contact Customer Service and request an appeal. If you request a formal appeal, a Customer Service
representative will provide you with the appropriate address.

If you are appealing an urgent claim denial, please refer to Urgent Appeals that Require Immediate Action
below and contact our Customer Service department immediately.

How to Appeal a Claim Decision

If you disagree with a pre-service request for benefits determination or post-service claim determination or
a rescission of coverage determination after following the above steps, you can contact us in writing to
formally request an appeal.

Your request should include:

e  The patient's name and the identification number from the ID card.

e  The date(s) of medical service(s).

e  The provider's name.

e  The reason you believe the claim should be paid.

e  Any documentation or other written information to support your request for claim payment.

Your first appeal request must be submitted to us within 180 days after you receive the claim denial.

Appeal Process

A qualified individual who was not involved in the decision being appealed will be appointed to decide the
appeal. If your appeal is related to clinical matters, the review will be done in consultation with a health
care professional with appropriate expertise in the field, who was not involved in the prior determination.
We may consult with, or seek the participation of, medical experts as part of the appeal resolution
process. You consent to this referral and the sharing of pertinent medical claim information. Upon request
and free of charge, you have the right to reasonable access to and copies of all documents, records, and
other information relevant to your claim for Covered Services. In addition, if any new or additional
evidence is relied upon or generated by us during the determination of the appeal, we will provide it to
you free of charge and sufficiently in advance of the due date of the response to the adverse benefit
determination.

Appeals Determinations
Pre-service Requests for Covered Services and Post-service Claim Appeals

You will be provided written or electronic notification of the decision on your appeal as follows:

e For appeals of pre-service requests for Covered Services as identified above, the first level appeal
will be conducted and you will be notified of the decision within 15 days from receipt of a request for
appeal of a denied request for Covered Services. The second level appeal will be conducted and you
will be notified of the decision within 15 days from receipt of a request for review of the first level
appeal decision.
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e For appeals of post-service claims as identified above, the first level appeal will be conducted and
you will be notified of the decision within 30 days from receipt of a request for appeal of a denied
claim. The second level appeal will be conducted and you will be notified of the decision within 30
days from receipt of a request for review of the first level appeal decision.

For procedures associated with urgent requests for Covered Services, see Urgent Appeals that Require
Immediate Action below.

If you are not satisfied with the first level appeal decision, you have the right to request a second level
appeal. Your second level appeal request must be submitted to us within 60 days from receipt of the first
level appeal decision.

Please note that our decision is based only on whether or not Covered Services are available under the
Health Plan for the proposed treatment or procedure. We don't determine whether the pending health
service is necessary or appropriate. That decision is between you and your Physician.

Urgent Appeals that Require Immediate Action

Your appeal may require immediate action if a delay in treatment could significantly increase the risk to
your health, or the ability to regain maximum function, or cause severe pain. In these urgent situations:

e The appeal does not need to be submitted in writing. You or your Physician should call us as soon
as possible.

e  We will provide you with a written or electronic determination within 72 hours following receipt of your
request for review of the determination, taking into account the seriousness of your condition.

The following is a general description of certain rights and protections applicable to Employer
Groups subject to the Employment Retirement Income Security Act of 1974 (ERISA). Members
should contact their Employer Group's benefit administrator to determine whether the Employer
Group is subject to ERISA.

Statement of Employee Retirement Income Security Act of 1974
(ERISA) Rights

As a participant in the plan, you are entitled to certain rights and protections under the Employee
Retirement Income Security Act of 1974 (ERISA).

Receive Information about Your Plan and Benefits

You are entitled to examine, without charge, at the plan administrator's office and at other specified
locations, such as worksites and union halls, all documents governing the plan, including insurance
contracts and collective bargaining agreements, and a copy of the latest annual report (Form 5500
Series) filed by the plan with the U.S. Department of Labor and available at the Public Disclosure Room
of the Employee Benefits Security Administration.

You are entitled to obtain, upon written request to the plan administrator, copies of documents governing
the operation of the plan, including insurance contracts and collective bargaining agreements, and copies
of the latest annual report (Form 5500 Series) and updated Summary Plan Description. The plan
administrator may make a reasonable charge for the copies.

Continue Group Health Plan Coverage

You are entitled to continue health care coverage for yourself, spouse or Dependents if there is a loss of
coverage under the plan as a result of a qualifying event. You or your Dependents may have to pay for
such coverage. The plan sponsor is responsible for providing you notice of your COBRA continuation
rights. Review the Summary Plan Description and the documents governing the plan on the rules
governing your COBRA continuation coverage rights.

You are entitled to a reduction or elimination of exclusionary periods of coverage for preexisting
conditions under your group health plan, if you have creditable coverage from another group health plan.
You should be provided a certificate of creditable coverage, in writing, free of charge, from your group
-8-
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health plan or health insurance issuer when you lose coverage under the plan, when you become entitled
to elect COBRA continuation coverage, when your COBRA continuation coverage ceases, if you request
it before losing coverage, or if you request it up to 24 months after losing coverage. You may request a
certificate of creditable coverage by calling the number on the back of your ID card. Without evidence of
creditable coverage, you may be subject to a preexisting condition exclusion for 12 months (18 months
for late enrollees) after your enroliment date in your coverage.

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 a duty to do so prudently and in the interest of you and 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 welfare benefit or
exercising your rights under ERISA.

Enforce Your Rights

If your claim for a welfare benefit is denied or ignored, in whole or in part, you have a right to know why
this was done, to obtain copies of documents relating to the decision without charge, and to appeal any
denial, all within certain time schedules. 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 and
do not receive them within 30 days, you may file suit in 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 plan
administrator. If you have a claim for benefits which is denied or ignored, in whole or in part, you may file
suit in a state or Federal court. In addition, if you disagree with the plan's decision or lack thereof
concerning the qualified status of a domestic relations order or a medical child support order, you may file
suit in 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, for example, if it finds your claim is
frivolous.

Assistance with Your Questions

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 Employee Benefits
Security Administration, U. S. Department of Labor listed in your telephone directory or the Division of
Technical Assistance and Inquiries, Employee Benefits Security 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 publication hotline of the Employee
Benefits Security Administration.

ERISA Plan Year

If the Employer Group is subject to the Employee Retirement Income Security Act of 1974 (ERISA), we
will assume that the Employer Group's ERISA plan year is the same as the Employer Group's Health Plan
renewal date, and update benefits to comply with Federal law upon renewal.
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HEALTH PLAN NOTICES OF PRIVACY PRACTICES

Effective January 1, 2016

NOTICE FOR MEDICAL INFORMATION: Pages 1 - 4.
NOTICE FOR FINANCIAL INFORMATION: Page 5.

MEDICAL INFORMATION PRIVACY NOTICE

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED
AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY.

We' are required by law to protect the privacy of your health
information. We are also required to send you this notice, which
explains how we may use information about you and when we
can give out or "disclose" that information to others. You also have
rights regarding your health information that are described in this

notice. We are required by law to abide by the terms of this notice.

The terms “information” or “health information” in this notice
include any information we maintain that reasonably can be used
to identify you and that relates to your physical or mental health
condition, the provision of health care to you, or the payment for
such health care. We will comply with the requirements of
applicable privacy laws related to notifying you in the event of a
breach of your health information.

We have the right to change our privacy practices and the terms
of this notice. If we make a material change to our privacy
practices, we will provide to you, in our next annual distribution,
either a revised notice or information about the material change
and how to obtain a revised notice. We will provide you with this
information either by direct mail or electronically, in accordance
with applicable law. In all cases, if we maintain a website for your
particular health plan, we will post the revised notice on your
health plan website, such as www.myuhc.com or
www.oxfordhealth.com. We reserve the right to make any
revised or changed notice effective for information we already
have and for information that we receive

in the future.

UnitedHealth Group collects and maintains oral, written and
electronic information to administer our business and to provide
products, services and information of importance to our enrollees.
We maintain physical, electronic and procedural security
safeguards in the handling and maintenance of our enrollees’
information, in accordance with applicable state and federal
standards, to protect against risks such as loss, destruction

or misuse.

How We Use or Disclose Information

We must use and disclose your health information to provide
that information:

¢ To you or someone who has the legal right to act for you (your
personal representative) in order to administer your rights as
described in this notice; and

¢ To the Secretary of the Department of Health and Human
Services, if necessary, to make sure your privacy is protected.

We have the right to use and disclose health information for your
treatment, to pay for your health care and to operate our business.
For example, we may use or disclose your health information:

* For Payment of premiums due us, to determine your
coverage, and to process claims for health care services you
receive, including for subrogation or coordination of other
benefits you may have. For example, we may tell a doctor
whether you are eligible for coverage and what percentage of
the bill may be covered.

¢ For Treatment. \We may use or disclose health information to
aid in your treatment or the coordination of your care. For
example, we may disclose information to your physicians or
hospitals to help them provide medical care to you.

* For Health Care Operations. \We may use or disclose health
information as necessary to operate and manage our business
activities related to providing and managing your health care
coverage. For example, we might talk to your physician to
suggest a disease management or wellness program that
could help improve your health or we may analyze data to
determine how we can improve our services.

* To Provide You Information on Health Related Programs
or Products such as alternative medical treatments and
programs or about health-related products and services,
subject to limits imposed by law.



For Plan Sponsors. If your coverage is through an employer
sponsored group health plan, we may share summary health
information and enroliment and disenroliment information with
the plan sponsor. In addition, we may share other health
information with the plan sponsor for plan administration
purposes if the plan sponsor agrees to special restrictions on
its use and disclosure of the information in accordance with
federal law.

For Underwriting Purposes. \We may use or disclose your
health information for underwriting purposes; however, we will
not use or disclose your genetic information for such
purposes.

For Reminders. \We may use or disclose health information to
send you reminders about your benefits or care, such as
appointment reminders with providers who provide medical
care to you.

We may use or disclose your health information for the following
purposes under limited circumstances:

As Required by Law. We may disclose information when
required to do so by law.

To Persons Involved With Your Care. \We may use or
disclose your health information to a person involved in your
care or who helps pay for your care, such as a family member,
when you are incapacitated or in an emergency, or when you
agree or fail to object when given the opportunity. If you are
unavailable or unable to object, we will use our best judgment
to decide if the disclosure is in your best interests. Special
rules apply regarding when we may disclose health
information to family members and others involved in a
deceased individual’s care. We may disclose health
information to any persons involved, prior to the death, in the
care or payment for care of a deceased individual, unless we
are aware that doing so would be inconsistent with a
preference previously expressed by the deceased.

For Public Health Activities such as reporting or preventing
disease outbreaks to a public health authority.

For Reporting Victims of Abuse, Neglect or Domestic
Violence to government authorities that are authorized by law
to receive such information, including a social service or
protective service agency.

For Health Oversight Activities to a health oversight agency
for activities authorized by law, such as licensure,
governmental audits and fraud and abuse investigations.

For Judicial or Administrative Proceedings such as in
response to a court order, search warrant or subpoena.

For Law Enforcement Purposes. \We may disclose your
health information to a law enforcement official for purposes
such as providing limited information to locate a missing
person or report a crime.

To Avoid a Serious Threat to Health or Safety to you,
another person, or the public, by, for example, disclosing
information to public health agencies or law enforcement
authorities, or in the event of an emergency or natural disaster.

For Specialized Government Functions such as military and
veteran activities, national security and intelligence activities,
and the protective services for the President and others.

For Workers’ Compensation as authorized by, or to the
extent necessary to comply with, state workers compensation
laws that govern job-related injuries or iliness.

For Research Purposes such as research related to the
evaluation of certain treatments or the prevention of disease or
disability, if the research study meets federal privacy law
requirements.

To Provide Information Regarding Decedents. \WWe may
disclose information to a coroner or medical examiner to
identify a deceased person, determine a cause of death, or as
authorized by law. We may also disclose information to funeral
directors as necessary to carry out their duties.

For Organ Procurement Purposes. \We may use or disclose
information to entities that handle procurement, banking or
transplantation of organs, eyes or tissue to facilitate donation
and transplantation.

To Correctional Institutions or Law Enforcement Officials
if you are an inmate of a correctional institution or under the
custody of a law enforcement official, but only if necessary (1)
for the institution to provide you with health care; (2) to protect
your health and safety or the health and safety of others; or (3)
for the safety and security of the correctional institution.

To Business Associates that perform functions on our behalf
or provide us with services if the information is necessary for
such functions or services. Our business associates are
required, under contract with us and pursuant to federal law, to
protect the privacy of your information and are not allowed to
use or disclose any information other than as specified in our
contract and as permitted by federal law.

Additional Restrictions on Use and Disclosure. Certain
federal and state laws may require special privacy protections
that restrict the use and disclosure of certain health
information, including highly confidential information about
you. “Highly confidential information” may include confidential
information under Federal laws governing alcohol and drug
abuse information and genetic information as well as state
laws that often protect the following types of information:

. HIV/AIDS;

. Mental health;

. Genetic tests;

. Alcohol and drug abuse;
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. Sexually transmitted diseases and reproductive health
information; and

6. Child or adult abuse or neglect, including sexual assault.



If a use or disclosure of health information described above in
this notice is prohibited or materially limited by other laws that
apply to us, it is our intent to meet the requirements of the more
stringent law. Attached to this notice is a “Federal and State
Amendments” document.

Except for uses and disclosures described and limited as set forth
in this notice, we will use and disclose your health information only
with a written authorization from you. This includes, except for
limited circumstances allowed by federal privacy law, not using or
disclosing psychotherapy notes about you, selling your health
information to others, or using or disclosing your health
information for certain promotional communications that are
prohibited marketing communications under federal law, without
your written authorization. Once you give us authorization to
release your health information, we cannot guarantee that the
recipient to whom the information is provided will not disclose the
information. You may take back or "revoke" your written
authorization at any time in writing, except if we have already acted
based on your authorization. To find out where to mail your written
authorization and how to revoke an authorization, call the phone
number listed on your health plan ID card.

What Are Your Rights

The following are your rights with respect to your health
information:

¢ You have the right to ask to restrict uses or disclosures of
your information for treatment, payment, or health care
operations. You also have the right to ask to restrict disclosures
to family members or to others who are involved in your health
care or payment for your health care. We may also have
policies on dependent access that authorize your dependents
to request certain restrictions. Please note that while we will
try to honor your request and will permit requests
consistent with our policies, we are not required to agree
to any restriction.

¢ You have the right to ask to receive confidential
communications of information in a different manner or at a
different place (for example, by sending information to a P.O.
Box instead of your home address). We will accommodate
reasonable requests where a disclosure of all or part of your
health information otherwise could endanger you. In certain
circumstances, we will accept your verbal request to receive
confidential communications; however, we may also require
you confirm your request in writing. In addition, any requests to
modify or cancel a previous confidential communication
request must be made in writing. Mail your request to the
address listed below.

You have the right to see and obtain a copy of certain
health information we maintain about you such as claims and
case or medical management records. If we maintain your
health information electronically, you will have the right to
request that we send a copy of your health information in an
electronic format to you. You can also request that we provide
a copy of your information to a third party that you identify. In
some cases, you may receive a summary of this health
information. You must make a written request to inspect and
copy your health information or have your information sent to a
third party. Mail your request to the address listed below. In
certain limited circumstances, we may deny your request to
inspect and copy your health information. If we deny your
request, you may have the right to have the denial reviewed.
We may charge a reasonable fee for any copies.

You have the right to ask to amend certain health
information we maintain about you such as claims and case or
medical management records, if you believe the health
information about you is wrong or incomplete. Your request
must be in writing and provide the reasons for the requested
amendment. Mail your request to the address listed below. If
we deny your request, you may have a statement of your
disagreement added to your health information.

You have the right to receive an accounting of certain
disclosures of your information made by us during the six
years prior to your request. This accounting will not include
disclosures of information made: (i) for treatment, payment,
and health care operations purposes; (ii) to you or pursuant to
your authorization; and (iii) to correctional institutions or law
enforcement officials; and (iv) other disclosures for which
federal law does not require us to provide an accounting.

You have the right to a paper copy of this notice. You

may ask for a copy of this notice at any time. Even if you have
agreed to receive this notice electronically, you are still entitled
1o a paper copy of this notice. If we maintain a website for your
particular health plan, you may also obtain a copy of this
notice on your plan website, such as www.myuhc.com or
www.oxfordhealth.com.



Exercising Your Rights

* Contacting your Health Plan. If you have any questions
about this notice or want information about exercising your
rights, please call the toll-free member phone number on
your health plan ID card or you may contact a UnitedHealth
Group Customer Call Center Representative at 1-866-633-
2446 (TTY 711).

* Submitting a Written Request. You can mail your written
requests to exercise any of your rights, including modifying or
cancelling a confidential communication, requesting copies of
your records, or requesting amendments to your record, to us
at the following address:

UnitedHealthcare Customer Service - Privacy Unit
PO Box 740815
Atlanta, GA 30374-0815

¢ Filing a Complaint. If you believe your privacy rights have
been violated, you may file a complaint with us at the address
listed above.

You may also notify the Secretary of the U.S. Department of
Health and Human Services of your complaint. We will not
take any action against you for filing a complaint.

"This Medical Information Notice of Privacy Practices applies to the following health plans that are affiliated with UnitedHealth Group: ACN Group of California, Inc.; All Savers
Insurance Company; All Savers Life Insurance Company of California; AmeriChoice of Connecticut, Inc.; Inc.; AmeriChoice of New Jersey, Inc.; Arizona Physicians IPA, Inc.; Care
Improvement Plus of Maryland, Inc.; Care Improvement Plus of Texas Insurance Company; Care Improvement Plus South Central Insurance Company; Care Improvement Plus
Wisconsin Insurance Company; Dental Benefit Providers of California, Inc.; Dental Benefit Providers of lllinois, Inc.; Golden Rule Insurance Company; Health Plan of Nevada, Inc.;
MAMSI Life and Health Insurance Company; MD - Individual Practice Association, Inc.; Medica Health Plans of Florida, Inc.; Medica Healthcare Plans, Inc.; National Pacific
Dental, Inc.; Neighborhood Health Partnership, Inc.; Nevada Pacific Dental; Optimum Choice, Inc.; Oxford Health Insurance, Inc.; Oxford Health Plans (CT), Inc.; Oxford Health
Plans (NJ), Inc.; Oxford Health Plans (NY), Inc.; PacifiCare Life and Health Insurance Company; PacifiCare Life Assurance Company; PacifiCare of Arizona, Inc.; PacifiCare of
Colorado, Inc.; PacifiCare of Nevada, Inc.; Physicians Health Choice of Texas, LLC; Preferred Care Partners, Inc.; Sierra Health and Life Insurance Company, Inc.; UHC of
California; U.S. Behavioral Health Plan, California; Unimerica Insurance Company; Unimerica Life Insurance Company of New York; Unison Health Plan of Delaware, Inc.; Unison
Health Plan of the Capital Area, Inc.; UnitedHealthcare Benefits of Texas, Inc.; UnitedHealthcare Community Plan of Georgia, Inc.; UnitedHealthcare Community Plan of Ohio, Inc.;
UnitedHealthcare Community Plan, Inc.; UnitedHealthcare Community Plan of Texas, L.L.C.; UnitedHealthcare Insurance Company; UnitedHealthcare Insurance Company of
lllinois; UnitedHealthcare Insurance Company of New York; UnitedHealthcare Insurance Company of the River Valley; UnitedHealthcare Life Insurance Company;
UnitedHealthcare of Alabama, Inc.; UnitedHealthcare of Arizona, Inc.; UnitedHealthcare of Arkansas, Inc.; UnitedHealthcare of Colorado, Inc.; UnitedHealthcare of Florida, Inc.;
UnitedHealthcare of Georgia, Inc.; UnitedHealthcare of lllinois, Inc.; UnitedHealthcare of Kentucky, Ltd.; UnitedHealthcare of Louisiana, Inc.; UnitedHealthcare of the Mid-Atlantic,
Inc.; UnitedHealthcare of the Midlands, Inc.; UnitedHealthcare of the Midwest, Inc.; United Healthcare of Mississippi, Inc.; UnitedHealthcare of New England, Inc.;
UnitedHealthcare of New Mexico, Inc.; UnitedHealthcare of New York, Inc.; UnitedHealthcare of North Carolina, Inc.; UnitedHealthcare of Ohio, Inc.; UnitedHealthcare of
Oklahoma, Inc.; UnitedHealthcare of Oregon, Inc.; UnitedHealthcare of Pennsylvania, Inc.; UnitedHealthcare of Texas, Inc.; UnitedHealthcare of Utah, Inc.; UnitedHealthcare of
Washington, Inc.; UnitedHealthcare of Wisconsin, Inc.; UnitedHealthcare Plan of the River Valley, Inc.



FINANCIAL INFORMATION PRIVACY NOTICE

THIS NOTICE DESCRIBES HOW FINANCIAL INFORMATION ABOUT YOU MAY BE USED

AND DISCLOSED. PLEASE REVIEW IT CAREFULLY.

Effective January 1, 2016

We? are committed to maintaining the confidentiality of your
personal financial information. For the purposes of this notice,
“personal financial information” means information about an
enrollee or an applicant for health care coverage that identifies the
individual, is not generally publicly available, and is collected from
the individual or is obtained in connection with providing health
care coverage to the individual.

Information We Collect

Depending upon the product or service you have with us, we may
collect personal financial information about you from the following
sources:

¢ Information we receive from you on applications or other
forms, such as name, address, age, medical information and
Social Security number;

¢ Information about your transactions with us, our affiliates or
others, such as premium payment and claims history; and

¢ Information from a consumer reporting agency.

Disclosure of Information

We do not disclose personal financial information about our
enrollees or former enrollees to any third party, except as required
or permitted by law. For example, in the course of our general
business practices, we may, as permitted by law, disclose any of
the personal financial information that we collect about you,
without your authorization, to the following types of institutions:

¢ To our corporate affiliates, which include financial service
providers, such as other insurers, and non-financial
companies, such as data processors;

* To nonaffiliated companies for our everyday business
purposes, such as to process your transactions, maintain your
account(s), or respond to court orders and legal investigations;
and

¢ To nonaffiliated companies that perform services for us,
including sending promotional communications on our behalf.

Confidentiality and Security

We maintain physical, electronic and procedural safeguards, in
accordance with applicable state and federal standards, to protect
your personal financial information against risks such as loss,
destruction or misuse. These measures include computer
safeguards, secured files and buildings, and restrictions on who
may access your personal financial information.

Questions About this Notice

If you have any questions about this notice, please call the
toll-free member phone number on your health plan ID
card or contact the UnitedHealth Group Customer Call Center at
1-866-633-2446 (TTY 711).

2For purposes of this Financial Information Privacy Notice, “we” or “us” refers to the entities listed in footnote 1, beginning on page four of the Health Plan Notices of Privacy
Practices, plus the following UnitedHealthcare affiliates: Alere Women’s and Children’s Health, LLC; AmeriChoice Health Services, Inc.; Connextions HCI, LLC; Dental Benefit
Providers, Inc.; HealthAllies, Inc.; LifePrint East, Inc.; Life Print Health, Inc.; MAMSI Insurance Resources, LLC; Managed Physical Network, Inc.; OneNet PPO, LLC; OptumHealth
Care Solutions, Inc.; OrthoNet, LLC; OrthoNet of the Mid-Atlantic, Inc.; OrthoNet West, LLC,; OrthoNet of the South, Inc.; Oxford Benefit Management, Inc.; Oxford Health Plans
LLC; Spectera, Inc.; UMR, Inc.; Unison Administrative Services, LLC; United Behavioral Health; United Behavioral Health of New York .P.A., Inc.; United HealthCare Services, Inc.;
UnitedHealth Advisors, LLC; UnitedHealthcare Service LLC; UnitedHealthcare Services Company of the River Valley, Inc.; UnitedHealthOne Agency, Inc. This Financial
Information Privacy Notice only applies where required by law. Specifically, it does not apply to (1) health care insurance products offered in Nevada by Health Plan of Nevada,
Inc. and Sierra Health and Life Insurance Company, Inc.; or (2) other UnitedHealth Group health plans in states that provide exceptions for HIPAA covered entities or health

insurance products.



UNITEDHEALTH GROUP HEALTH PLAN NOTICES OF PRIVACY PRACTICES:
FEDERAL AND STATE AMENDMENTS

Revised: January 1, 2016

The first part of this Notice, which provides our privacy practices for Medical Information (pages 1-4), describes how we may use and
disclose your health information under federal privacy rules. There are other laws that may limit our rights to use and disclose your health
information beyond what we are allowed to do under the federal privacy rules. The purpose of the charts below is to:

1. show the categories of health information that are subject to these more restrictive laws; and

2. give you a general summary of when we can use and disclose your health information without your consent.

If your written consent is required under the more restrictive laws, the consent must meet the particular rules of the applicable federal or
state law.

Summary of Federal Laws

Alcohol & Drug Abuse Information

We are allowed to use and disclose alcohol and drug abuse information that is protected by federal law only (1) in certain limited circumstances, and/or disclose
only (2) to specific recipients.

Genetic Information

We are not allowed to use genetic information for underwriting purposes.

Summary of State Laws

General Health Information

We are allowed to disclose general health information only (1) under certain limited circumstances, and/or (2) to CA, NE, PR, RI, VT, WA, WI
specific recipients.

HMOs must give enrollees an opportunity to approve or refuse disclosures, subject to certain exceptions. KY

You may be able to restrict certain electronic disclosures of health information. NC, NV

We are not allowed to use health information for certain purposes. CA, IA

We will not use and/or disclose information regarding certain public assistance programs except for certain purposes. KY, MO, NJ, SD

We must comply with additional restrictions prior to using or disclosing your health information for certain purposes. KS

Prescriptions

We are allowed to disclose prescription-related information only (1) under certain limited circumstances, and/or (2) to ID, NH, NV
specific recipients.

Communicable Diseases

We are allowed to disclose communicable disease information only (1) under certain limited circumstances, and/or (2) to |AZ, IN, KS, MI, NV, OK
specific recipients.

Sexually Transmitted Diseases and Reproductive Health

We are allowed to disclose sexually transmitted disease and/or reproductive health information only (1) under certain CA, FL, IN, KS, MI, MT, NJ, NV, PR,
limited circumstances and/or (2) to specific recipients. WA, WY

Alcohol and Drug Abuse

We are allowed to use and disclose alcohol and drug abuse information (1) under certain limited circumstances, and/or |AR, CT, GA, KY, IL, IN, IA, LA, MN,
disclose only (2) to specific recipients. NC, NH, OH, WA, WI

Disclosures of alcohol and drug abuse information may be restricted by the individual who is the subject of the information. | WA

Genetic Information

We are not allowed to disclose genetic information without your written consent. CA, CO, KS, KY, LA, NY, RI, TN, WY

We are allowed to disclose genetic information only (1) under certain limited circumstances and/or (2) to specific AK, AZ, FL, GA, IL, IA, MD, ME, MA, MO,

recipients. NJ, NV, NH, NM, OR, RI, TX, UT, VT

Restrictions apply to (1) the use, and/or (2) the retention of genetic information. FL, GA, IA, LA, MD, NM, OH, UT, VA, VT

HIV / AIDS

We are allowed to disclose HIV/AIDS-related information only (1) under certain limited circumstances and/or (2) to AZ, AR, CA, CT, DE, FL, GA, IA, IL, IN,

specific recipients. KS, KY, ME, MI, MO, MT, NY, NC, NH,
NM, NV, OR, PA, PR, RI, TX, VT, WV,
WA, WI, WY

Certain restrictions apply to oral disclosures of HIV/AIDS-related information. CT, FL

We will collect certain HIV/AIDS-related information only with your written consent. OR

Mental Health

We are allowed to disclose mental health information only (1) under certain limited circumstances and/or (2) to CA, CT, DG, IA, IL, IN, KY, MA, MI, NC,

specific recipients. NM, PR, TN, WA, WI

Disclosures may be restricted by the individual who is the subject of the information. WA

Certain restrictions apply to oral disclosures of mental health information. CT

Certain restrictions apply to the use of mental health information. ME

Child or Adult Abuse

We are allowed to use and disclose child and/or adult abuse information only (1) under certain limited circumstances, AL, CO, IL, LA, MD, NE, NJ, NM, NY,

and/or disclose only (2) to specific recipients. RI, TN, TX, UT, WI
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UnitedHealthcare

Medical Proposed Rates for SANTA CLARA COUNTY SCHOOLS INSURANCE GROUP
Effective Date: 1/1/2021

Underwriting and Proposal Qualifications

This offer of renewal and the premium rates quoted are based on the information below. If there is any change to the information
below, UnitedHealthcare reserves the right to rescind this offer of renewal and/or recalculate the premium rates quoted. Final rates are
subject to the execution of the Group Subscriber Agreement/Group Policy.

1. This quote assumes the employer will contribute @ minimum of 50% of the employee only premium.
2. UnitedHealthcare reserves the right to modify benefits or premium in connection with changes in federal or state premium tax, assessment, or benefit mandates that
may be enacted during the course of the employer contract period. We will notify the group of the effective date and amount of any required benefit or premium changes.
3.  This proposal assumes that UnitedHealthcare is offered with Kaiser of California. It is required that at least 75% of all eligible employees enroll for coverage,
if the plan is written on a contributory basis. Those employees who are waiving due to other group coverage being in-force will not be counted toward this requirement.
UnitedHealthcare requires that no less than 50% of the total eligible employees (including those who are waiving) participate in the plan. No additional carriers or products
will be added.
4. The employer must meet the standards of a large group under State and Federal law.

o

Coverage for retirees of the employer is not included unless otherwise noted.

6. Premium rates assume a premium payment delay of 30 days. Premium rates have been loaded 0.50% to reflect this premium payment delay. This premium delay
has been approved pursuant to your request, is valid for the current rating period, and is subject to the terms of the Subscriber Agreement between you and
UnitedHealthcare. Please notify your UnitedHealthcare Sales Representative if you would prefer UnitedHealthcare's standard payment provision whereby premium is
due no later than the first day of the month for which coverage is to be provided. If you select this option, the premium load will be removed from the premium rates.

7. Commissions are based on a flat 1.00%.

i

If another carrier offers an off-cycle open enroliment not agreed to by UnitedHealthcare, we reserve the right to re-rate or terminate coverage.

9. In order for a broker to be paid commissions, the broker must be both licensed and appointed in the required State by UnitedHealthcare in advance of the effective
date. Commissions may not be paid for months for which the broker is not appointed.

10. The Maximum Non-Network Reimbursement Program (MNRP) protocol will apply for eligible claim categories. MNRP equates to 110% of regional Medicare rates,
or 50% of billed charges if Medicare is not available.

11. Rates are based on your current system census.

12. This premium may include state and federal taxes and fees.

13. The Federal Patient Protection and Affordable Care Act, as amended by the Health Care and Education Reconciliation Act, became law on March 23, 2010.
Some provisions of the new reform law started taking effect in 2014 while other provisions will become effective each year over the balance of this decade.
Certain provisions are unclear and require additional guidance from the federal regulators. Without this additional guidance, there is little clarity on exactly how the
many requirements of the new law will impact certain plan provisions or plan changes. We are providing this response based on our current understanding of the new
law, and cannot represent that your plan will comply with future regulatory guidance. Please consult with your legal counsel regarding compliance with the new law.

14. Quotation of current plans assumes that the employer will maintain the same percentage contribution to the employee premium that was in effect on March 23, 2010.
Changes to the contribution level may cause a plan to lose grandfathered status under the Affordable Care Act. The employer should consult with its own legal
counsel concerning compliance with the requirements of that Act.

15. Premium rates and/or product forms included herein are subject to approval by regulators. If the rates or product forms offered herein are subsequently modified by
regulators, we will immediately advise you of the change in plan design and retroactively adjust premium in subsequent billings.

16. This proposed quote applies only to fully insured customers that are not eligible for community rated rates under PPACA.

17. This quote may include the managed care organization provider tax (“MCO tax”). UnitedHealthcare is subject to and fully compliant with the tax requirements.

18. The benefits quoted in this proposal assume they are not coupled with an HRA. If an HRA is added, revised rates will be produced based on the HRA level of benefits.
HSA SelectPlus plans are not eligilble to have an HRA benefit.

19. Employee contributions for UnitedHealthcare’s SignatureValue Alliance product must be the same or lower across all enrollment rating tiers, by dollar amount, as

any other carrier’s offering, regardless of benefit design differential. Whenever SignatureValue Alliance is the only product and network offered by UnitedHealthcare

next to any staff model HMO or next to any other carrier(s), so long as payroll contribution parity is met, a minimum enrollment of 15 subscribers is required.

The benefits described in this proposal are subject to change and are not guaranteed to match benefits that may actually be approved.
It has been our privilege to serve you and your employees during the past year. We hope to remain your preferred provider of health
benefits.

Strategic Account Executive / Account Executive Signature Date



UnitedHealthcare
Medical Proposed Rates for SANTA CLARA COUNTY SCHOOLS INSURANCE GROUP
Effective Date: 1/1/2021

Underwriting and Proposal Qualifications

This offer of renewal and the premium rates quoted are based on the information below. If there is any change to the information
below, UnitedHealthcare reserves the right to rescind this offer of renewal and/or recalculate the premium rates quoted. Final rates are
subject to the execution of the Group Subscriber Agreement/Group Policy.

20.

21.

22,

23.

24,

25.
26.

27.

28.

Premium rates assume a retro eligibility period of 60 days. Premium rates have been loaded 0% to reflect this retro eligibility period. This retro eligibility period

has been approved pursuant to your request, is valid for the current rating period, and is subject to the terms of the Subscriber Agreement between you

and UnitedHealthcare. UnitedHealthcare will retain the premium if any claims have been paid during the retroactive time period.

This offer of renewal assumes that premiums will be paid to date on the renewal date of the plan. Delinquency processing or termination as a result of non-payment
of premium will supercede this offer of renewal and coverage will be terminated effective the last day for which premiums were received.

These premium rates are based on the current enroliment census and carrier participation. If there is a change in carrier offerings (including changes in benefits, products
and contributions) or if the enroliment should fluctuate because of changes made by a competitor (or the employer group), UnitedHealthcare reserves the right to
re-rate the premium.

If the demographics used in the preparation of this proposal vary by more than 10% of those actually enrolling, UnitedHealthcare reserves the right to re-rate

the premium.

Plan design and corresponding premium rates offered herein represent a coverage option that is consistent with your current group size (based on most recent census
or survey information) and closely matches your current coverage. Additional coverage options may be available to you.

If your plan is grandfathered, medical or pharmacy plan changes may result in a loss to your grandfathered status.

The premium rates reflected in this proposal assume that the copays and any other out-of-pocket costs are fully funded by the employee. If the employer chooses
to fund a portion of the out-of-pocket costs, then the total rates will be adjusted.

UnitedHealthcare's renewal is contingent upon receipt of certification from the consultant, broker or group of benefit parity among the health plans offered,
including both fully insured and self-funded plans. In instances where benefit parity does not exist, the responsible party will provide a summary of the key
differences in the benefits offered and UnitedHealthcare reserves the right to appropriately modify its benefits and rates to achieve benefit parity. Parity in

this context means the same or equivalent actuarial value.

Premium rates assume an allowance of up to $150,000 to be used by the client for costs incurred by them for weliness associated purposes. These funds must be
used by 12/31/2021, and any unused funds are not refundable by UnitedHealthcare.

The benefits described in this proposal are subject to change and are not guaranteed to match benefits that may actually be approved.
It has been our privilege to serve you and your employees during the past year. We hope to remain your preferred provider of health
benefits.

Strategic Account Executive / Account Executive Signature Date



EARLY RETIREE AMENDMENT TO THE MEDICAL AND HOSPITAL
GROUP SUBSCRIBER AGREEMENT BETWEEN UHC OF CALIFORNIA
DOING BUSINESS AS UNITEDHEALTHCARE OF CALIFORNIA
(“UNITEDHEALTHCARE”)

AND SANTA CLARA COUNTY SCHOOLS’ INSURANCE GROUP (“GROUP”)

This EARLY RETIREE AMENDMENT TO THE UNITEDHEALTHCARE OF
CALIFORNIA, MEDICAL AND HOSPITAL GROUP SUBSCRIBER
AGREEMENT (this “Amendment”), dated as of January 1, 2021 is made and entered
into by and between UnitedHealthcare of California, a California corporation
(“UnitedHealthcare™) and Santa Clara County Schools’ Insurance Group (“Group™).

NOW THEREFORE, in consideration of the application of Group for the benefits
provided under this Agreement, and in consideration of the periodic payment of Health
Plan Premiums on behalf of Members in advance as they become due, UnitedHealthcare
agrees to arrange for or provide medical, surgical, hospital, and related health care
benefits subject to all terms and conditions of this Medical and Hospital Group
Subscriber Agreement, including the Cover Sheet and Attachments.

The Group Agreement shall be amended to read as follows:
[1]. SECTION [1.] DEFINITIONS
[1.] DEFINITIONS

1.06 Eligible Employee is deleted in its entirety and replaced with the following:

1.06 Early Retiree is a former Group employee who has met the minimum
required Retiree participation conditions as determined by Group, who is not entitled to
Medicare Parts A and B, who meets the Subscriber eligibility requirements of the
UnitedHealthcare Combined Evidence of Coverage and Disclosure Form, who is enrolled
in the UnitedHealthcare Early Retiree Health Plan, and for whom all applicable Health
Plan Premiums are received by UnitedHealthcare.

1.16  Subscriber shall be amended to read as follows:

1.16  Subscriber/Eligible Retiree is the individual enrolled in the Health Plan for
whom the appropriate Health Plan Premium has been received by UnitedHealthcare, and
whose retirement or other status, except for family dependency, is the basis for
enrollment eligibility.

2. Effect of this Amendment. The Amendment shall not be further amended,
modified or revised and the Agreement shall continue in full force and effect and shall be

enforced in accordance with its terms and conditions. This amendment shall expire on
December 31, 2021.

CA ERT HMO Template 1-8-2016 1



AMENDMENT TO THE MEDICAL AND HOSPITAL GROUP SUBSCRIBER
AGREEMENT BETWEEN UHC OF CALIFORNIA DOING BUSINESS AS
UNITEDHEALTHCARE OF CALIFORNIA (“UNITEDHEALTHCARE”)
AND SANTA CLARA COUNTY SCHOOLS’ INSURANCE GROUP (“GROUP”)

This AMENDMENT TO THE UNITEDHEALTHCARE OF CALIFORNIA,
MEDICAL AND HOSPITAL GROUP SUBSCRIBER AGREEMENT (this
“Amendment”), dated as of January 1, 2021, is made and entered into by and between
UnitedHealthcare of California, a California corporation (“UnitedHealthcare) and Santa
Clara County Schools’ Insurance Group (“Group”).

Amendment. Pursuant to Section 3.07 of the Agreement, the benefits set forth in the
Agreement are hereby amended as follows:

SECTION 3. GROUP OBLIGATIONS, HEALTH PLAN PREMIUMS AND
COPAYMENTS

3.06 Due Date shall be amended to read as follows:

3.06 Due Date. Health Plan Premiums are due in full on a monthly basis by check
or electronic transfer and must be paid directly by Group to UnitedHealthcare on or
before the 1% day of the month, within 45 days from date for which premium applies.
Failure to provide payment on or before the due date may result in termination of Group
as set forth in Section 7.02.01 below. UnitedHealthcare reserves the right to assess an
administrative fee of five (5) percent of the monthly premium prorated on a 30-day
month for each day it is delinquent thereafter. This fee will be assessed solely at
UnitedHealthcare's discretion. In the event that deposit of payment not made in a timely
manner are received by UnitedHealthcare after termination of Group, the depositing or
applying of such funds does not constitute acceptance, and such funds shall be refunded
by UnitedHealthcare within twenty (20) business days of receipt if UnitedHealthcare, in
its sole discretion, does not reinstate Group.

Effect of this Amendment. The Amendment shall not be further amended, modified or
revised and the Agreement shall continue in full force and effect and shall be enforced in
accordance with its terms and conditions. This Amendment shall expire on December 31,
2021.

CA Template Premium Delay 1-8-2016 1



Amendment to UnitedHealthcare of California
Medical and Hospital Group Subscriber Agreement

This AMENDMENT TO THE UNITEDHEALTHCARE OF CALIFORNIA MEDICAL AND HOSPITAL
GROUP SUBSCRIBERAGREEMENT (this “Amendment”), dated as of February1 , 2011, is made pursuant to
Section 3.07.02 of the Medical and Hospital Group Subscriber Agreement (the “Agreement”), dated January 1, 202,
between UnitedHealthcare of California, a California corporation (“UnitedHealthcare”), and you (“Group”).

Green Initiative. UnitedHealthcare has launched a green initiative which includes efforts to conserve and minimize
the use of paper whenever possible. As part of UnitedHealthcare’s green initiative, it will provide the United Healthcare
Enrollment Packet to Group in electronic form.

Amendment. Pursuant to Section 3.07.02 of the Agreement, Section 2.01.03 of the Agreement is hereby amended
by inserting the following sentence as the first sentence of such section:

“UnitedHealthcare shall provide the UnitedHealthcare Enrollment Packet to Group in electronic form and the Plan shall
ensure receipt of the packet along with a notification of the right to receive a hard copy of the packet as set forth in SECTION
10 below. If Group does not wish to receive the UnitedHealthcare Enrollment Packet in electronic form, Group may so

notify UnitedHealthcare in accordance with Section 8.11 of the Agreement, and thereafter United Healthcare will deliver

the UnitedHealthcare Enrollment Packet to Group in paper format. The terms and conditions for Groups who transmit

the UnitedHealthcare Enrollment Packet to its employees electronically are in SECTION 3. GROUP OBLIGATIONS,
HEALTH PLAN PREMIUMS AND COPAYMENT?”

All other provisions of Section 2.01.03 remain unchanged.

The following item is added to SECTION 3. GROUP OBLIGATIONS, HEALTH PLAN PREMIUMS AND
COPAYMENT.

3.10 ENROLLMENT PACKETS

1. 'The following provisions apply to Groups agreeing to receive the Enrollment Packets electronically for
distribution to their employees.

1.1 Group agrees to distribute an unmodified, electronic copy of the Enrollment Packet. Group agrees to
send the Enrollment Packets to all employees and to use appropriate and necessary means to ensure
receipt of the Enrollment Packets;

1.2 Group agrees to protect the confidentiality of the employees’ personal information relating to the
individual’s account or benefits (e.g., incorporating measures designed to preclude unauthorized receipt
of, or access to, such information other than the intended individual);

1.3 Group agrees to provide access to computer programs and/or software required to read the Enrollment
Packet and access to a printer.

2. Group agrees that it will provide Enrollment Packets in accordance with all applicable state or federal laws.
In providing Enrollment Packets in electronic form, Group shall ensure that no modifications to Enrollment
Packets will be made which affect the style, format or content of the Enrollment Packets in any manner.

3.  Employees receiving the Enrollment Packet electronically will also receive an electronic notification that
they may request a hard copy of the packet from the Plan. Group agrees that it will continue to provide
Enrollment Packets in paper form to those employees who request a hard copy or do not have access to
the electronic Enrollment Packet. Group is responsible to make sure that each employee receives the
electronic Enrollment Packet, including providing a hard copy if an undeliverable message is received.
UnitedHealthcare shall provide Enrollment Packets in paper form to the Group for distribution to
UnitedHealthcare enrollees as they may request.

4. Group agrees that it will make the Enrollment Packet available to employees prior to the Group’s
renewal or during the entire open enrollment period. UnitedHealthcare agrees to make the Enrollment
Packets available to Group as reasonably required by Group. Upon request, Group agrees to provide
UnitedHealthcare with confirmation that employees received electronic and/or hard copy of the
Enrollment Packet.

' UnitedHealthcare




The following section is added to the Medical and Hospital Group Subscriber Agreement:
10. UNITEDHEALTHCARE’S OBLIGATIONS

UnitedHealthcare will provide the Agreement to the Group in electronic form through electronic
media which may be furnished through the Internet or other electronic communication network.
UnitedHealthcare will provide, along with the Agreement, electronic notification of the right

to request hard copy. UnitedHealthcare will ensure receipt of the electronic documents through
reasonable and necessary measures such as return-receipt or notice of undeliverable electronic mail
features, and, in the event the electronic transmission fails, a hard copy of the Agreement will be

furnished to the Group.

Effect of this Amendment. Pursuant to Section 3.07.02 of the Agreement, this Amendment shall take
effect commencing the first full month following a thirty (30) day period after delivery of this Amendment
to Group. The Agreement, as modified by this Amendment, shall continue in full force and effect and
shall be enforced in accordance with its terms and conditions.

' UnitedHealthcare

©2011 United HealthCare Services, Inc.
400-4092 5/11 UHCCAS508339-002
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MEDICAL AND HOSPITAL GROUP SUBSCRIBER AGREEMENT

ThisMedical and Hospital Group Subscriber Agreement (the “Agreement”) is
entered into between UHC of California dba United Healthcare of California, a California
corporation, hereinafter called "UnitedHealthcare,” and the employer, association or
other entity specified as"GROUP" on the Cover Sheet, hereinafter called "Group."

RECITAL OF FACTS

UnitedHealthcare is a health care service plan which arranges for the provision of
medical, hospital and preventive medical services to persons enrolled as Members
through contracts with associations of licensed physicians, hospitals and other health care
providers. Group is an employer, union, trust, organization, or association which desires
to provide such health care for its eligible Subscribers and family Dependents.
UnitedHealthcare desires to contract with Group to arrange for the provision of such
health care services to Subscribers and family Dependents of Group, and Group desires
to contract with UnitedHealthcare to arrange for the provision of such servicesto its
Subscribers and family Dependents.

AGREEMENT

NOW THEREFORE, in consideration of the application of Group for the benefits
provided under this Agreement, and in consideration of the periodic payment of Health
Plan Premiums on behalf of Members in advance as they become due, UnitedHealthcare
agrees to arrange for or provide medical, surgical, hospital, and related health care
benefits subject to all terms and conditions of this Medical and Hospital Group
Subscriber Agreement, including the Cover Sheet and Attachments.

1. DEFINITIONS

1.01 Agreement isthis Medical and Hospital Group Subscriber Agreement,
including, but not limited to, the Cover Sheet, Attachments and any amendments thereto.

1.02 Combined Evidence of Coverage and Disclosure Form is the document
issued to prospective and enrolled Subscribers disclosing and setting forth the benefits
and terms and conditions of coverage to which Members of the Health Plan are entitled.

1.03 Copayments are fees payable to a health care provider by the Member at
the time of provision of services which are in addition to the Health Plan Premiums paid
by the Group. Such fees may be a specific dollar amount or a percentage of total fees as
specified herein, depending on the type of services provided.

1.04 Cover Sheet isthe Medical and Hospital Group Subscriber Agreement
Cover Sheet which is attached to and an integral part of this Agreement.



1.05 Dependent isany spouse, Domestic Partner or child (including a step-
child, adopted child, child(ren) for whom the Subscriber, the Subscriber’ s spouse or
Domestic Partner has assumed permanent guardianship or a child of a Domestic Partner)
of a Subscriber who is enrolled hereunder, who meets all the eligibility requirements set
forth in the UnitedHealthcare Combined Evidence of Coverage and Disclosure Form
attached to this Agreement and for whom applicable Health Plan Premiums are received
by UnitedHealthcare.

1.05(a) Domestic Partner is a person who meets the eligibility requirements, as

defined by the Group, and the following:

(1) Is eighteen (18) years of age or older. An exception is provided to
Subscribers and/or Dependents less than 18 years of age who have, in
accordance with Californialaw, obtained:

a. Written consent from the underage person’s parents or legal guardian
and a court order granting permission to the underage person to
establish a domestic partnership.

b. A court order establishing a domestic partnership if the underage
person does not have a parent or legal guardian or a parent or legal
guardian capable of consenting to the domestic partnership.

(i) Is mentally competent to consent to contract;

(iii)  Isunmarried or not a member of another domestic partnership

(iv)  Isnot related by blood to the Subscriber to a degree of closeness that
would prohibit marriage in the state of residence.

1.06 Eligible Employeeisa Group employee who works a fixed number of
hours per week as established by the Group, meets any applicable waiting period required
by the Group, and meets the following additional criteria:

() Isdefined as an employee under state and federal law;

(b) Is actively working or is able to return to active work and has certain
rights pertaining to leaves of absence if hisor her condition improves.
Consultants, temporary labor, suppliers or contractors are not Eligible
Employees.

1.07 Enrollment is the execution of a UnitedHealthcare Enrollment form, or a
non-standard Enrollment form approved by UnitedHealthcare, by the Subscriber on
behalf of the Subscriber and his or her Dependents, and acceptance thereof by
UnitedHealthcare, conditioned upon the execution of this Agreement by
UnitedHealthcare, and either the execution of this Agreement by Group or the timely
payment of applicable Health Plan Premiums by Group. In its discretion and subject to
specific protocols, UnitedHealthcare may accept Enrollment through an electronic
submission from Group.



1.08  Group isthe single employer, labor union, trust, organization, or
association identified on the Cover Sheet.

1.09 Group Contribution is the amount of the Health Plan Premium applicable
to each Subscriber which is paid solely by the Group or employer and which is not paid
by the Subscriber either through payroll deduction or otherwise.

1.10  Group Participation isthe number of individualsin the Group who are
enrolled as Subscribers expressed as a percentage of the number of individualsin the
Group who are eligible to enroll as Subscribers.

1.11 Health Planisthe health plan described in this UnitedHealthcare Medical
and Hospital Group Subscriber Agreement, Cover Sheet and Attachments, subject to
modification pursuant to the terms of this Agreement.

1.12 Health Plan Premiums are amounts established by UnitedHealthcare to be
paid to UnitedHealthcare by Group on behalf of Membersin consideration of the benefits
provided under this Health Plan; such amounts are set forth in the Cover Sheet of this
Aqgreement.

1.13 Member isthe Subscriber or any Dependent who is eligible, enrolled and
covered by the UnitedHealthcare.

1.14 Open Enrollment Period is the annual period of not less than thirty (30)
days agreed upon by UnitedHealthcare and Group, during which all eligible and
prospective Group Subscribers and their eligible Dependents may enroll in this Health
Plan.

1.15 UnitedHealthcare Enrollment Packet is the packet of information supplied
by UnitedHealthcare to prospective Members which discloses plan policy and procedure
and provides information about Plan benefits and exclusions. The UnitedHealthcare
Enrollment Packet contains the UnitedHealthcare Enrollment form or a non-standard
Enrollment form approved by UnitedHealthcare, and the UnitedHealthcare Combined
Evidence of Coverage and Disclosure Form.

1.16 Subscriber istheindividual enrolled in the Health Plan for whom the
appropriate Health Plan Premium has been received by UnitedHealthcare, and whose
employment or other status, except for family dependency, is the basis for enrollment
eligibility.

2. ELIGIBILITY AND ENROLLMENT

2.01 Enrollment Procedure




2.01.01 Application Form. A properly completed, signed application for
Enrollment on aform provided by UnitedHealthcare, or on a non-standard form approved
by UnitedHealthcare, must be submitted to UnitedHealthcare by Group for each eligible
and/or prospective Subscriber, on behalf of the eligible and/or prospective Subscriber and
any eligible Dependents. UnitedHealthcare may, in its discretion and subject to specific
protocols, accept Enrollment through an electronic submission from Group.

2.01.02 Time of Enrollment. All applications for Enrollment shall be submitted
by prospective Subscribers to the Group during Open Enrollment Periods, except that
prospective Subscribers and their eligible Dependents who were not eligible during the
previous Open Enrollment Period may apply for Enrollment within thirty-one (31) days
after becoming eligible. All applications for Enrollment which are not received by
UnitedHealthcare within the thirty-one (31) days from the first day the prospective
Subscriber or Dependent becomes eligible shall be subject to rejection by
UnitedHealthcare. Prospective Subscribers and their eligible Dependents may reapply at
the next Open Enrollment Period in the event an application was not received by
UnitedHealthcare within such thirty-one (31) day period. Group shall provide notice to
Members of the applicable Open Enrollment Periods.

2.01.03 Notice and Certification. Group shall provide awritten notice and
certification, prepared by UnitedHealthcare, as part of the UnitedHealthcare Enrollment
Packet to Eligible Employees at the commencement of the initial Open Enrollment
Period. The written notice and certification section of the UnitedHealthcare application
for Enrollment shall provide notice of the availability of coverage under the Health Plan
and indicate that an Eligible Employe€’ sfailure to elect coverage, on hisor her behalf or
on behalf of hisor her eligible Dependents during the initial Open Enrollment Period,
permits UnitedHealthcare to exclude coverage for a period of up to twelve (12) months
until the Employer’s next open enrollment period. Group shall require any Eligible
Employee declining coverage under the Health Plan on behalf of himself or herself or
any eligible Dependent, to certify on the written notice and certification prepared by
UnitedHealthcare, the reason for declining Enrollment in the Health Plan and that he or
she has reviewed the notice and certification and understands the consequences of
declining coverage under the Health Plan. Group agrees to submit all completed notices
and certifications to UnitedHealthcare for:

a. Each Eligible Employee and/or his or her eligible Dependents who
declined coverage at renewal of this Agreement; and

b. Each Eligible Employee and/or his or her eligible Dependents who
became eligible during the term of this Agreement specified on the
Cover Sheet of this Agreement and who have declined coverage.

2.01.04 Late Enrollment. Please refer to the section of this Agreement entitled
Combined Evidence of Coverage and Disclosure Form for a complete description of Late
Enrollment procedures.




2.02 Commencement of Coverage. The commencement date of coverage under
this Health Plan shall be effective in accordance with the terms of the Cover Sheet and
this Agreement. UnitedHealthcare's acceptance of each Member's Enrollment is
contingent upon receipt of the applicable Health Plan Premium payment.

2.03 UnitedHealthcare's Liability in the Event of Conversion from a Prior
Carrier. In the event UnitedHeal thcare replaces a prior carrier responsible for the
payment of benefits or provision of services under a group contract within a period of
sixty (60) days from the date of discontinuation of the prior contract or policy,
UnitedHealthcare will immediately cover all employees and dependents who were
validly covered under the previous contract or policy at the date of discontinuation, and
who are eligible for enrollment under this Agreement, without regard to health status or
hospital confinement. Notwithstanding the foregoing, with respect to employees or
dependents who were totally disabled on the date of discontinuation of the prior contract
or policy, and entitled to an extension of benefits pursuant to Section 1399.62 of the
CaliforniaHealth & Safety Code or Section 10128.2 of the California Insurance Code
under the prior contract or policy, UnitedHealthcare shall not be financially responsible
for any payment of benefits or provision of services directly related to any condition
which caused the total disability. In such asituation, the prior carrier shall continue to be
financially responsible for al benefits or services directly related to any condition which
caused the total disability until such extension of benefitsis no longer required under
Californiaor federal law.

3. GROUP OBLIGATIONS, HEALTH PLAN PREMIUMS AND COPAYMENTS

3.01 Non-Discrimination. Group shall offer UnitedHealthcare an opportunity
to market this Health Plan to its employees and shall offer its employees an opportunity
to enroll in this Health Plan under no less favorable terms or conditions than Group offers
enrollment in other health care service plans or employee health benefit plans.

3.02 Noticesto UnitedHealthcare. Group shall forward al completed or
amended Enrollment forms for each Member for receipt by UnitedHealthcare within
thirty-one (31) days of the Member’sinitial eigibility. Group acknowledges that any
Enrollment applications not received by UnitedHealthcare within such thirty-one (31)
day period may be rejected by UnitedHealthcare. Group further agrees to transmit to
UnitedHealthcare any Enrollment application amendments.

Group shall forward all notices of termination to UnitedHealthcare within
thirty-one (31) days after Member loses eligibility or elects to terminate membership
under this Agreement. Group agreesto pay any applicable Member Health Plan
Premiums through the last day of the month in which notice of termination is received by
UnitedHealthcare.

3.03 Noticesto Member. If Group or UnitedHealthcare terminates this
Agreement pursuant to Section 7 below, Group shall promptly notify all Members




enrolled through Group of the termination of their coverage in this Health Plan. Group
shall provide such notice by delivering to each Subscriber atrue, legible copy of the
notice of termination sent from UnitedHealthcare to Group at the Subscriber's then
current address. Group shall promptly provide UnitedHealthcare with a copy of the
notice of termination delivered to each Subscriber, along with evidence of the date the
notice was provided. In the event that UnitedHeal thcare terminates this Agreement for
non-payment of Health Plan Premiums or rescinds this Agreement for fraud or an
intentional misrepresentation of a material fact, Members will receive notice of
termination from UnitedHealthcare. Group shall notify all Members of coverage options
through the Exchange and Medi-Cal in compliance with Section 1366.50 and provide the
Plan with a written acknowledgement or other acceptabl e el ectronic acknowledgement.

If, pursuant to Sections 3.07.01 and 3.07.02 below, UnitedHealthcare
increases Health Plan Premiums payable by the Subscriber, or if UnitedHealthcare
increases Copayments or reduces covered services provided under this Agreement, Group
shall promptly notify all Members enrolled through Group of the increase or reduction.

In addition, Group shall promptly notify Members enrolled through Group of any other
changes in the terms or conditions of this Agreement affecting the Members' benefits or
obligations under the Health Plan. Group shall provide such notice by delivering to each
Subscriber atrue, legible copy of the notice of the Health Plan Premium or Copayment
increase or reduction in covered services sent from UnitedHealthcare to Group at the
Subscriber's then current address. Group shall promptly provide UnitedHealthcare with a
copy of the notice of Health Plan Premium or Copayment increase or reduction in
covered services delivered to each Subscriber, along with evidence of the date the notice
was provided. UnitedHealthcare shall have no responsibility to Membersin the event
Group fails to provide the notices required by this Section 3.03.

3.03.01 Summary of Benefits and Coverage. The Plan will provide a
Summary of Benefits and Coverage ("SBC"), as required by the Affordable Care Act and
associated regulations (“ACA”), to the Group for each benefit plan purchased by the
Group. The Group shall be responsible for delivering the SBC to all Members and to
other persons eligible for coverage in the manner and at the times required by the ACA,
unless we notify the Enrolling Group that we will deliver the SBC to Members and other
persons eligible for coverage.

3.04 Indemnification. Group agreesto indemnify, defend and hold
UnitedHealthcare harmless and accept all legal and financial responsibility for any
liability arising out of Group's failure to perform its obligations as set forth in this Section
3.

3.05 Rates (Prepayment Fees). The Health Plan Premium rates are set forth in
the Health Plan Premiums section of the Cover Sheet and supplemental Health Plan
Premium notices.

3.06 DueDate. Health Plan Premiums are duein full on amonthly basis by
check or electronic transfer and must be paid directly by Group to UnitedHealthcare on



or before the last business day of the month prior to the month for which the premium
applies. Failureto provide payment on or before the due date may result in termination
of Group, as set forth in Section 7.02.01 below. UnitedHealthcare reserves the right to
assess an administrative fee of five percent (5%) of the monthly premium prorated on a
thirty (30)-day month for each day it is delinquent thereafter. Thisfee will be assessed
solely at UnitedHealthcare's discretion. In the event that deposit of payments not made in
atimely manner are received by UnitedHealthcare after termination of Group, the
depositing or applying of such funds does not constitute acceptance, and such funds shall
be refunded by UnitedHealthcare within twenty (20) business days of receipt if
UnitedHealthcare, in its sole discretion, does not reinstate Group.

3.07 Maodification of Rates and Benefits.

3.07.01 Modification of Health Plan Premium Rates. The Health Plan Premium
rates set forth on the Cover Sheet and the UnitedHealthcare Enrollment Packet may be
modified by UnitedHealthcare in its sole discretion upon sixty (60) days prior written
notice mailed postage prepaid to Group. Any such modification shall take effect
commencing the first full month following the expiration of the sixty (60)-day notice
period.

Notwithstanding the above, if the State of California or any other taxing authority
imposes upon UnitedHealthcare atax or license fee which islevied upon or measured by
the monthly amount of Health Plan Premiums or by UnitedHealthcare's gross receipts or
any portions of either, then upon sixty (60) days written notice to Group, Group shall
remit to UnitedHealthcare, with the appropriate payment, a pro rata amount sufficient to
cover all such taxes and license fees, rounded to the nearest cent.

3.07.02 Modification of Benefits or Terms. UnitedHealthcare shall provide the
UnitedHealthcare Enrollment Packet to Group in electronic form and the Plan shall
ensure receipt of the packet along with a notification of the right to receive a hard copy of
the packet as set forth in SECTION 10 below. If Group does not wish to receive the
UnitedHealthcare Enrollment Packet in electronic form, Group may so notify
UnitedHealthcare in accordance with Section 8.11 of the Agreement, and thereafter
UnitedHealthcare will deliver the UnitedHealthcare Enrollment Packet to Group in paper
format. The terms and conditions for Groups who transmit the UnitedHealthcare
Enrollment Packet to its employees electronically arein SECTION 3. GROUP
OBLIGATIONS, HEALTH PLAN PREMIUMS AND COPAYMENT.

The covered services set forth in the Combined Evidence of Coverage and
Disclosure Form, the Schedule of Benefits, and the Schedule of Supplemental Benefitsin
the UnitedHealthcare Enrollment Packet, as well as other terms of this Agreement, may
be modified by UnitedHealthcare in its sole discretion upon sixty (60) days written notice
mailed postage prepaid to Group. Any such modification shall take effect commencing
the first full month following the expiration of the sixty (60)-day notice period.
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3.08 Effect of Payment. Except as otherwise provided in this Agreement, only
Members for whom Health Plan Premiums are received by UnitedHealthcare are entitled
to health care benefits as described in this Agreement, and then only for the period for
which such payment isreceived. Group agrees to pay premium to UnitedHealthcare for
the first month of coverage for newborn or adopted children who become eligible as
provided in the Combined Evidence of Coverage and Disclosure Form section of this
Aqgreement.

3.09 Continuation of Benefits

3.09.01 Notice Regarding Continuation Coverage. With the exception of
Domestic Partners and their Dependents, upon the occurrence of a qualifying event, as
defined by the Consolidated Omnibus Budget Reconciliation Act of 1985 (P.L. 99-272),
as amended by the 1986 Tax Reform Act (P.L. 99-514) and the 1986 Omnibus Budget
Reconciliation Act (P.L. 99-509) (“COBRA”), Group shall provide affected Members
with written notice of available continuation coverage as required by and in accordance
with COBRA and amendments thereto. Group shall be solely responsible for collecting
Health Plan Premiums from Members who elect to continue benefits under COBRA and
shall transmit such Health Plan Premiums to UnitedHealthcare along with the Group’s
Health Plan Premiums otherwise due under this Agreement. Group shall maintain
accurate records regarding Health Plan Premiums for Members who elect to continue
benefits, including qualifying events, terminating events, and other information necessary
to administer this continuation of benefits. The obligations to be performed by Group
under this Subsection may be performed directly by Group, or wholly or in part through a
subsidiary or affiliate of Group, or on behalf of Group by athird party, including but not
limited to a COBRA coverage administrator; provided that Group will remain liable to
UnitedHealthcare for satisfaction of the obligations to be performed by Group under this
Subsection. UnitedHealthcare is not responsible for the acts or omissions of Group or
designee and shall be held harmless for any failure by Group to fulfill its obligations,
including but not limited to failure to provide proper notice or failure to forward premium
payments to UnitedHealthcare within applicable statutory time frames.

3.10 Enrollment Packets

1. Thefollowing provisions apply to Groups agreeing to receive the EnrolIment
Packets electronically for distribution to their employees.

1.1 Group agrees to distribute an unmodified, electronic copy of the
Enrollment Packet. Group agrees to send the Enrollment Packetsto all
employees and to use appropriate and necessary means to ensure receipt of
the Enrollment Packets;

1.2 Group agrees to protect the confidentiality of the employees personal
information relating to the individual's account or benefits (e.g.,
incorporating measures designed to preclude unauthorized receipt of or
access to such information other than the intended individual);
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1.3 Group agrees to provide access to computer programs and/or software
required to read the Enrollment Packet and access to a printer.

2. Group agreesthat it will provide Enrollment Packets in accordance with all
applicable State or federa laws. In providing Enroliment Packetsin
electronic form, Group shall ensure that no modifications to Enrollment
Packets will be made which affect the style, format or content of the
Enrollment Packets in any manner.

3. Employees receiving the Enrollment Packet electronically will also receive an
electronic notification along with the electronic Enrollment Packet that they
may request a hard copy of the packet from the Plan. Group agrees that it will
continue to provide Enrollment Packets in paper form to those employees who
request a hard copy or do not have access to the electronic Enrollment Packet.
Group is responsible each employee receives the electronic Enrollment
Packet, including providing a hard copy if an undeliverable messageis
received. UnitedHealthcare shall provide Enrollment Packets in paper form to
the Group for distribution to UnitedHealthcare enrollees as they may request.

4. Group agreesthat it will make the Enrollment Packet available to employees
prior to the Group’ s renewal or during the entire open enrollment period.
UnitedHealthcare agrees to make the Enrollment Packets available to Group
as reasonably required by Group. Upon request, Group agrees to provide
UnitedHealthcare with confirmation that employees received el ectronic and/or
hard copy of the Enrollment Packet.

4. BENEFITSAND CONDITIONS FOR COVERAGE

The attached UnitedHealthcare Combined Evidence of Coverage and Disclosure Form,
Schedule of Benefits, and additional related attachments included at the end of this
Agreement, are an integral part of this Agreement, and include a complete description of
the Benefits and Conditions of Coverage of this Health Plan.

5. PARTIESAFFECTED BY THISAGREEMENT; RELATIONSHIPS
BETWEEN PARTIES

5,01 Reationship of Parties. Group is not the agent or representative of
UnitedHealthcare and shall not be liable for any acts or omissions of UnitedHealthcare,
its agents, employees or providers, or any other person or organization with which
UnitedHealthcare has made, or hereafter shall make, arrangements for the performance of
services under this Health Plan. Member is not the agent or representative of
UnitedHealthcare and shall not be liable for any acts or omissions of UnitedHealthcare,
its agents or employees.
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5.02 Compliance with the Health Insurance Portability and Accountability Act
of 1996. UnitedHealthcare agrees to furnish written certification of prior creditable
coverage (“ Certificates’) to al eligible Members, as required by the Health Insurance
Portability and Accountability Act of 1996 (HIPAA). UnitedHealthcare and Group
acknowledge that UnitedHealthcare’ s agreement to issue Certificates to all eligible
Members relieves Group of its obligation under HIPAA to furnish Certificates. Group
acknowledges that UnitedHealthcare must rely completely on eligibility information and
data (including, but not limited to, Member’s name and current address) furnished by
Group inissuing Certificates to Members. Group agrees to notify UnitedHealthcare of
all terminations within thirty (30) days of the termination, and to provide
UnitedHealthcare with eligibility information and data within thirty (30) days of its
receipt or change. Group agrees to indemnify, defend and hold UnitedHealthcare
harmless and accept all legal, financial and regulatory responsibility for any liability
arising out of UnitedHealthcare' s furnishing Certificates to eligible members under
HIPAA.

6. TERM OF AGREEMENT; RENEWAL PROVISIONS, GRACE PERIOD

6.01 Term; Automatic Renewal. Theterm of this Agreement shall be one (1)
year, commencing on the Group Coverage Effective Date set out in the Cover Shest,
unless otherwise indicated on the Cover Sheet or unless this Agreement is terminated as
provided herein. This Agreement shall automatically renew for aone (1) year term on
each anniversary of the date of commencement of this Agreement or as indicated on the
Cover Sheet, unless terminated as provided herein. Renewal of this Agreement shall be
subject to modification of rates and benefits pursuant to Section 3.07.

6.02 Grace Period. A grace period of [30] days shall be granted for the
payment of any Health Plan Premium, during which time this Agreement shall continue
in force. For premiums still unpaid at the end of the [30] day grace period,
UnitedHealthcare will send a notice of termination with appeal rights to the Group and
directly to the Members.

7. TERMINATION AND RESCISSION OF COVERAGE

7.01 Termination by Group. Group may terminate this Agreement by giving a
minimum of thirty (30) days written notice of termination to UnitedHealthcare. Group
termination must always be effective on the first day of the month. Group shall continue
to be liable for Health Plan Premiums for all Members enrolled in this Health Plan
through Group until the date of termination.

7.02 Termination by UnitedHealthcare.

7.02.01 For Nonpayment of Heath Plan Premiums. UnitedHealthcare may
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terminate this Agreement in the event Group or its designee fails to remit Health Plan
Premiums in full by the end of the grace period as set forth in Section 6.02 by giving
written notice of termination of this Agreement via first class mail to Group.
Nonpayment of Health Plan Premiums includes but is not limited to, payments returned
due to non-sufficient funds (NSF) and post-dated checks. Such notice shall specify that
payment of al unpaid Health Plan Premiums must be received by UnitedHealthcare
within thirty (30) days of the date of issuance of the notice, and that if payment is not
received within the thirty (30) day period, no further notice shall be given, and coverage
for al Members enrolled in this Health Plan shall automatically be terminated effective at
the end of the month for which Heath Plan Premiums have been actually received by
UnitedHealthcare, subject to compliance with notice requirements. After the initia
issuance of the notice to Group, UnitedHeathcare will send a HIPAA Certificate of
Creditable Coverage to the Subscribers, notifying the Subscriber’s that their health care
coverage and their Dependent’s health care coverage under this Plan has terminated
effective the first of the month for which Health Plan Premiums were not received.

7.02.01.01 Reinstatement Following Non-Payment of Premium.
Notwithstanding Section 7.02.01, receipt by UnitedHealthcare of all Health Plan
Premium payments then due and owing on or before the succeeding Health Plan
Premium payment due date will reinstate this Agreement as though it had never been
terminated. However, UnitedHealthcare may, in its discretion, elect not to reinstate this
Agreement in any of the following circumstances: (1) the notice of termination states
that, if Health Plan Premium payment is not received within thirty (30) days of issuance
of the notice of termination, a new application is required and identifies conditions under
which a new agreement will be issued or this Agreement reinstated; (2) if payment of
Health Plan Premiums is received by UnitedHealthcare more than thirty (30) days after
the issuance of notice of termination, and the Plan refunds such payment within twenty
(20) business days of receipt; or, (3) if payment of Health Plan Premiumsiis received
more than thirty (30) days after issuance of the notice of termination, and
UnitedHealthcare issues to Group, within twenty (20) business days of receipt of such
Health Plan Premiums, a new Agreement accompanied by written notice stating clearly
those respects in which the new Agreement differs from this Agreement in benefits,
coverage or otherwise. In the event UnitedHealthcare receives untimely payments after
Group has been terminated, the deposit or application of such funds by UnitedHealthcare
does not constitute acceptance of such funds or reinstate group, and such funds may be
refunded by UnitedHealthcare at its sole discretion.

7.02.03 For Fraud or an Intentional Misrepresentation of a Material Fact.
UnitedHealthcare may terminate this Agreement thirty (30) days after UnitedHealthcare
sends written notice to Group if Group performed an act, practice or omission that
constituted fraud or made an intentional misrepresentation of afact that was material to
the execution of this Agreement (including any omissions, misrepresentations, or
inaccuracies in the application form) or to the provision of coverage under this
Agreement. In this case, UnitedHealthcare has the right to rescind this Agreement back
to either:
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() the date of this Agreement; or
(b) the date of the act, practice or omission, if later.

UnitedHealthcare will send a notice to the Group and Subscriber via certified mail at
least 30 days prior to the effective date of the rescission explaining the reason for the
rescission and notifying them of their right to appeal pursuant to Section 7.04.

UnitedHealthcare shall not rescind this Agreement due to fraud or an intentional
misrepresentation of a material fact after twenty-four (24) months from the date of
issuance of this Agreement pursuant to Section 8.17.

In the event that UnitedHealthcare does not terminate coverage or rescind this Agreement
due to fraud or an intentional misrepresentation of a material fact, UnitedHealthcare
reserves the right to increase Health Plan Premiums retroactive to the original effective
date of this Agreement as described in the Group Enrollment form.

7.02.04 For Ceasing to Meet Group Eligibility Criteria. UnitedHealthcare may
terminate Group upon sixty (60) days written notice to Group if Group fails to meet any
of the following Group €eligibility requirements:

(a) Group failsto maintain active Group Participation percentage of
seventy-five percent (75%);

(b) For Subscribers without Dependents, Group fails to maintain a Group
Contribution equal to fifty percent (50%) of the Health Plan Premium;

(c) For Subscribers with Dependents, Group fails to maintain a Group
Contribution equal to the dollar amount of the Group Contribution for Subscribers
without Dependents,

(d) Group fails to abide by and enforce the conditions of Subscriber
Enrollment set forth in this Agreement.

(e) Group failsto meet the eligibility requirements established by the
Group and UnitedHealthcare, including:
(i) All Subscribers must have a Primary Residence within California; or
(i) All Subscribers must have a Primary Residence or Primary Workplace
within the Health Plan's Service Area.

7.02.05 For Discontinuance of Health Plan. If UnitedHealthcare determines that
it shall cease offering the Health Plan described in this Agreement, UnitedHealthcare
may terminate this Agreement upon ninety (90) days written notice to the Director of
Managed Health Care, the Group and all Members covered under this Health Plan.
UnitedHealthcare shall make available to the Group al other health plans offered to new
group business. In offering the option of other health plans, UnitedHealthcare shall act
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uniformly without regard to the claims experience of the Group or any health-status
related factor relating to Members, Eligible Employees or their eligible Dependents.

7.02.06 For Discontinuance of All New or Existing Health Plans. If
UnitedHealthcare determines that it shall cease offering existing or new health plansin
the group market in the State of California, UnitedHealthcare may terminate this
Agreement upon one hundred eighty (180) days written notice to the Director of the
Department of Managed Health Care and to the Group and all Members covered under
this Health Plan.

7.03  Return of Prepayment Premium Fees Following Termination. In the event
of termination by either UnitedHealthcare (except in the case of fraud or deception in the
use of UnitedHealthcare services or facilities, or knowingly permitting such fraud or
deception by another) or Group, UnitedHealthcare will, within thirty (30) days, return to
Group the pro-rata portion of money paid to UnitedHealthcare which corresponds to any
unexpired period for which payment has been received, together with amounts due on
claims, if any, less any amounts due to UnitedHealthcare.

7.04 Reguest for Review of Improper Cancellation, Rescission or Non-Renewal
of Coverage.

7.04.01 Review by the California Department of Managed Health Care. The
Group or Member may request areview by the California Department of Managed
Health Care in the event of an alleged improper cancellation, rescission or non-renewal
of this Agreement by UnitedHealthcare. The California Department of Managed Health
Care shall notify UnitedHealthcare or Member if a proper complaint exists.
UnitedHealthcare will reinstate coverage if the California Department of Managed Health
Care determines the cancellation, rescission or non-renewal was contrary to existing law
unless UnitedHealthcare requests a hearing within 15 days of receipt of the order. If the
Group or Member requests areview of UnitedHealthcare's determination to cancel,
rescind or non-renew this Agreement, UnitedHealthcare will continue to provide
coverage to the Member under the terms of this Agreement until afinal determination is
made by the California Department of Managed Health Care. This provision does not
apply to termination due to non-payment of Health Plan Premiums pursuant to section
7.02.01.

7.04.02 Reinstatement Following Determination of Improper Cancellation,
Rescission or Non-Renewal of Coverage. In the event the California Department of
Managed Health Care determines UnitedHealthcare improperly canceled, rescinded or
non-renewed this Agreement or a Member's coverage under the Health Plan,
UnitedHealthcare will reinstate this Agreement or the Member's coverage under the
Health Plan as though it had never been terminated. UnitedHealthcare will reimburse the
Member within 30 days of receipt of a completed claim for any expenses incurred for
covered services, as set forth in the Combined Evidence of Coverage and Disclosure
Form, the Schedule of Benefits, and the Schedule of Supplemental Benefits. This
provision does not apply to termination due to non-payment of Health Plan Premiums
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pursuant to section 7.02.01.

8. MISCELLANEOUS PROVISIONS

8.01 Governing Law. This Agreement is subject to the laws of the State of
California and the United States of America, including the Knox-K eene Health Care
Service Plan Act of 1974, as amended, (codified at Chapter 2.2 of Division 2 of the
California Health and Safety Code), and the regul ations promulgated thereunder by the
California Department of Managed Health Care (codified at Chapter 1 of Division 1 of
Title 28 of the California Code of Regulations); the Health Maintenance Organization
Act of 1973, as amended, (codified at Subchapter X1 of Chapter 6A of Title 42 of the
United States Code), and the regul ations promul gated thereunder by the Center for
Medicare and Medicaid Services (codified at Part 417 of Chapter IV of Title42 of the
Code of Federal Regulations); and, the Employee Retirement Income Security Act of
1974, as amended, (codified at Chapter 18 of Title 29 of the United States Code, and the
regulations promulgated thereunder by the United States Department of Labor (codified
at Chapter XXV of Title 29 of the Code of Federal Regulations), and the Health
Insurance Portability and Accountability Act of 1996, Public law 104-1910 (codified at
Section 8.1, title I subtitle F section 261-264) and the federal Patient Protection and
Affordable Care Act (Public Law 111-148), as amended by the federal Health Care and
Education Reconciliation Act of 2010 (Public Law 111-152), and any rules, regulations,
or guidance issued thereunder. Any provisions required to be in this Agreement by any
of the above laws and regulations shall bind UnitedHealthcare, Group and Member
whether or not expressly provided in this Agreement.

8.02 UnitedHealthcare Names, L ogos and Service Marks. UnitedHealthcare
reserves the right to control al use of its name, product names, symbols, logos,
trademarks, and service marks currently existing or later established. Group shall not use
UnitedHealthcare' s name, product names, symbols, logos, trademarks, or service marks
without obtaining the prior written approval of UnitedHealthcare.

8.03 Assignment. This Agreement and the rights, interests and benefits
hereunder shall not be assigned, transferred, pledged, or hypothecated in any way by
either party and shall not be subject to execution, attachment or similar process, nor shall
the duties imposed herein be subcontracted or delegated without the approval of the other
party. Notwithstanding the above, if UnitedHealthcare assigns, sells or otherwise
transfers substantially al of its assets and business to another corporation, firm or person,
with or without recourse, this Agreement will continue in full force and effect asif such
corporation, firm or person were a party to this Agreement, provided such corporation,
firm or person continues to provide prepaid health services.

8.04 Vadlidity. The unenforceability or invalidity of any part of this Agreement
shall not affect the enforceability and validity of the balance of this Agreement.

8.05 Confidentiality. UnitedHeathcare agreesto maintain and preserve the
confidentiality of any and all medical records of Member in accordance with all
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applicable state and federal laws. However, Member authorizes the release of
information and access to any and all of Member's medical records for purposes of
utilization review, quality review, processing of any claim, financial audit, coordination
of benefits, or for any other purpose reasonably related to the provision of benefits under
this Agreement to UnitedHealthcare, its agents and employees, Member's participating
medical group, and appropriate governmental agencies. UnitedHealthcare shall not
release any information to Group which would directly or indirectly indicate to the Group
that a Member isreceiving or has received covered services, unless authorized to do so
by the Member.

8.06 Amendments. This Agreement may be modified by UnitedHealthcare as
set forth in Section 3.07, above, or it may be amended upon the mutual written consent of
the parties.

8.07 Attachments. The Cover Sheet and Attachments to this Agreement, and
all terms and conditions set forth therein, as they are from time-to-time amended by
parties, are incorporated by reference herein and made an integral part of this Agreement.

8.08 Useof Gender. The use of masculine gender in this Agreement includes
the feminine gender and the singular includes the plural.

8.9  Waiver of Default. The waiver by UnitedHea thcare of any one or more
defaults by Group or Member shall not be construed as a waiver of any other or future
defaults under the same or different terms, conditions or covenants contained in this
Aqgreement.

8.10 Notices. Any notice required or permitted under this Agreement shall be
in writing and either delivered personally or by regular, registered, or certified mail, U.S.
Postal Service Express Mail, or overnight courier, postage prepaid, or by facsimile
transmission at the addresses set forth below:

If to UnitedHed thcare: UnitedHealthcare of California
Attention: President
P.O. Box 6006
Cypress, California 90630-0006

If to Group or Member, at Group's or Member's last address known to
UnitedHealthcare.

Any notice sent by registered or certified mail, return receipt requested, shall be
deemed given on the date of delivery shown on the receipt card, or if no delivery dateis
shown, the postmark date. If sent by regular mail, the notice shall be deemed given forty-
eight (48) hours after the notice is addressed and mailed with postage prepaid. Notices
delivered by U.S. Postal Service Express mail or overnight courier that guarantees next
day delivery shall be deemed given twenty-four (24) hours after delivery of the notice to
the United State Postal Service or courier. If any notice istransmitted by facsimile
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transmission or similar means, the notice shall be deemed served or delivered upon
telephone confirmation of receipt of the transmission, provided a copy is also delivered
viadelivery or mail.

8.11 Acceptance of Agreement. Group may accept this Agreement either by
execution of the Agreement or by making its initial payment to UnitedHealthcare of
Health Plan Premiums on or before the due date specified on the Cover Sheet. Member
accepts the terms, conditions and provisions of this Agreement upon completion and
execution of the Enrollment form. Acceptance by any of these methods shall render all
terms and provisions of this Agreement binding on UnitedHealthcare, Group and
Members.

8.12 Entire Agreement. This Agreement, including all exhibits, attachments
and amendments, contains the entire understanding of Group and UnitedHealthcare with
respect to the subject matter hereof and it incorporates all of the covenants, conditions,
promises, and agreements exchanged by the parties hereto with respect to such matter.
This Agreement supersedes any and all prior or contemporaneous negotiations,
agreements, representations, or communications, whether written or oral, between Group
and UnitedHealthcare with respect to the subject matter of this Agreement.

8.13 Contracting Provider Termination. UnitedHealthcare will provide written
notice to Group within areasonable time if it receives notice that any contracting
provider terminates or breaches its contract with UnitedHealthcare, or is unable to
perform such contract, if the termination, breach, or inability to perform may materially
and adversely affect Group.

8.14 Headings. The headings of the various sections of this Agreement are
inserted merely for the purpose of convenience and do not expressly, or by implication,
limit or define or extend the specific terms of the section so designated.

8.15 No Third Party Beneficiaries. Except as otherwise expressly indicated in
this Agreement, this Agreement shall not create any rightsin any third parties who have
not entered into this Agreement, nor shall this Agreement entitle any such third party to
enforce any rights or obligations that may be possessed by such third party.

8.16 TimeLimit on Certain Defenses. Pursuant to Section 7.02.03 above,
UnitedHealthcare shall not rescind this Agreement, terminate coverage, or increase
Health Plan Premiums due to fraud or an intentional misrepresentation of a material fact
after twenty-four (24) months from the date of issuance of this Agreement. In the event
that UnitedHealthcare does not terminate coverage or rescind this Agreement due to
fraud or an intentional misrepresentation of a material fact, UnitedHealthcare may
increase Health Plan Premiums retroactive to the original effective date of this
Agreement as described in the Group Enrollment form.

0. ARBITRATION
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9.01 Disputes Between Group and UnitedHealthcare. All disputes between
Group and UnitedHealthcare shall be resolved by binding arbitration before JAMS, a
non-judicial arbitration and mediation service. If the amount at issueisless than
$200,000, then the arbitrator will have no jurisdiction to award more than $200,000. The
JAMS Comprehensive Arbitration Rules and Procedures (“Rules’) in effect at thetime a
demand for arbitration is made will be applied to the arbitration. The parties will seek to
mutually agree on the appointment of an arbitrator; however, if an agreement cannot be
reached within thirty (30) days following the date demanding arbitration, the parties will
use the arbitrator appointment procedures in the Rules. Arbitration hearings will be held
at the neutral administrator’s offices in Orange County, California or at another location
agreed upon in writing by the parties. Civil discovery may be taken in such arbitration as
provided by Californialaw and civil procedure. The arbitrator(s) selected will have the
power to control the timing, scope and manner of the taking of discovery and will have
the same powers to enforce the parties’ respective duties concerning discovery as would
a Superior Court of California. Thisincludes, but is not limited to, the imposition of
sanctions. The arbitrator(s) will have the power to grant all remedies provided by
Californialaw. The arbitrator(s) will prepare in writing an award that includes the legal
and factual reasons for the decision. The parties will divide equally the fees and
expenses of the arbitrator(s) and the neutral administrator. The arbitrator(s) will not have
the power to commit errors of law or legal reasoning, and the award may be vacated or
corrected pursuant to Californialaw. The Federal Arbitration Act, 9 U.S.C. 88 1-16, will
also apply to the arbitration.

9.02 Disputes Between Member and UnitedHea thcare.

9.02.01 Member Appeals and Grievances. The attached
UnitedHealthcare Combined Evidence of Coverage and Disclosure Form includes a
complete description of the UnitedHealthcare appeals and grievance procedures and
dispute resolution processes for Members.

9.02.02 Binding Arbitration. Any and all disputes of any kind
whatsoever, including, but not limited to, claims for medical malpractice (that isasto
whether any medical services rendered under the health plan were unnecessary or
unauthorized or were improperly, negligently, or incompetently rendered) between
Member (including any heirs, successors, or assigns of Member) and UnitedHealthcare
except for claims subject to ERISA shall be submitted to binding arbitration. Any such
dispute will not be resolved by alawsuit or resort to court process, except as California
law providesfor judicial review of arbitration proceedings. Member and
UnitedHealthcare are giving up their constitutional rights to have any such dispute
decided in a court of law before ajury, and are instead accepting the use of binding
arbitration by a single arbitrator in accordance with the Comprehensive Rules of JAMS,
and administration of the arbitration shall be performed by JAMS or such other
arbitration service as the parties may agree in writing. The parties will endeavor to
mutually agree to the appointment of the arbitrator, but if such agreement cannot be
reached within thirty (30) days following the date demand for arbitration is made, the
arbitrator appointment procedures in the Comprehensive Rules will be utilized.
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Arbitration hearings shall be held in Orange County, California or at such other location
as the parties may agree in writing. Civil discovery may be taken in such arbitration as
provided by Californialaw and the Code of Civil Procedure. The arbitrator selected shall
have the power to control the timing, scope and manner of the taking of discovery and
shall further have the same powers to enforce the parties’ respective duties concerning
discovery as would a Superior Court of Californiaincluding, but not limited to, the
imposition of sanctions. The arbitrator shall have the power to grant all remedies
provided by Californialaw. The parties shall divide equally the expenses of JAMS and
the arbitrator. In cases of extreme hardship, UnitedHealthcare may assume all or part of
the Member’ s share of the fees and expenses of JAMS and the arbitrator, provided the
Member submits a hardship application to JAMS. The approval or denial of the hardship
application will be determined solely by JAMS.

The arbitrator shall prepare in writing an award that includes the legal and factual reasons
for the decision. The Federal Arbitration Act, 9 U.S.C. 88 1-16, shall also apply to the
arbitration.

9.03 Mandatory Arbitration. Group, Member and UnitedHealthcare agree and
understand that any and all disputes, including claims of medical malpractice (that is as
to whether any medical services rendered under the health plan were unnecessary or
unauthorized or were improperly, negligently, or incompetently rendered), except for
claims subject to ERISA, shall be determined by submission to binding arbitration in
accordance with the terms of this Agreement. Any such dispute will not be resolved by a
lawsuit or resort to court process, except as Californialaw provides for judicial review of
arbitration proceedings. Group, Member, and UnitedHealthcare are giving up the
constitutional right to have any such dispute decided in a court of law before ajury, and
instead is accepting the use of binding arbitration.
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Welcome to UnitedHealthcare of California

UnitedHealthcare of California (“UnitedHealthcare” or “the Plan”) provides health care coverage to Members
who have properly enrolled in our plan and meet our eligibility requirements. To learn more about these
requirements, see Section 7. Member Eligibility.

What is This Document?

This document is called a Combined Evidence of Coverage and Disclosure Form. It is a legal document that
explains your Health Plan and should answer many important questions about your benefits. Many of the words
and terms are capitalized because they have special meanings. To better understand these terms, please see
Section 10. Definitions.

Whether you are the Subscriber of this coverage or enrolled as a Family Member, your Combined Evidence of
Coverage and Disclosure Form is a key to making the most of your membership. You will learn about important
topics like how to choose a Primary Care Physician (PCP) and what to do if you need hospitalization.

This Combined Evidence of Coverage and Disclosure Form includes:

e The Schedule of Benefits, including the HMO Schedule of Benefits and Acupuncture Schedule of
Benefits, if purchased,

o The supplements to the Combined Evidence of Coverage and Disclosure Form including the Outpatient
Prescription Drug Benefit, Mental and Substance-Related and Addictive Disorder Services,

e Language Assistance Disclosure Notice.
What Else Should | Read to Understand My Benefits?

UnitedHealthcare HMO products may have a specifically defined Provider Network. You must receive all routine
non-emergent/urgent services through your Network Medical Group shown on your identification (ID) card. In
addition to reading this document, be sure to review your Schedule of Benefits, Provider Directory, ID card, and
any benefit materials. Your Schedule of Benefits provides the details of your particular Health Plan, including any
Co-payments and Deductibles that you may have to pay when you receive Covered Health Care Services. The
Provider Directory has detailed information about your specific Network’s Network Medical Groups and other
Providers, as well as the Service Area for this Network. Every Subscriber should receive a Provider Directory. If
you need a copy or would like help picking your PCP, please call our Customer Service department. You can
also find an online version of the Directory at www.myuhc.com. These documents explain your coverage.

Not all UnitedHealthcare Network Providers may be part of the defined Network selected by your Employer
Group and shown on your ID card. You must choose a PCP from the assigned Network to obtain the group
benefits purchased by your employer. If you need a copy or would like help picking your PCP from the defined
Network, please call our Customer Service department.

For certain Covered Health Care Services, a limit is placed on the total amount you pay for Co-payments and
Deductibles, if applicable, during a calendar or plan year. If you reach your Out-of-Pocket Limit, you may not be
required to pay additional Co-payments or Deductibles for certain Covered Health Care Services.

You can find your Out-of-Pocket Limit in your Schedule of Benefits. If you believe you have met your Deductible
or Out-of-Pocket Limit, submit all your health care receipts and a letter of explanation to UnitedHealthcare of
California, to the address shown below. It is important to send us all health care receipts along with your letter
since they confirm that you have reached your annual out-of-pocket limit.

What if I need information about the Plan in my language?

You may be entitled to the rights and services below. You can get an interpreter or translation services
at no charge. Written information may be available in some languages at no charge. To get help in
your language, please call your health plan UnitedHealthcare of California 1-800-624-8822 / TTY:
711. If you need more help, call the Department of Managed Health Care (DMHC) consumer toll-
free telephone number at 1-888-466-2219.
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What if | Still Need Help?

After you become familiar with your benefits, you may still need help. Please do not hesitate to call our Customer
Service department at 1-800-624-8822 or 711 (TTY).

Note: Your Combined Evidence of Coverage and Disclosure Form and Schedule of Benefits provide the terms
and conditions of your coverage with UnitedHealthcare and all applicants have a right to view these documents
prior to enrollment. The Combined Evidence of Coverage and Disclosure Form should be read completely and
carefully. Individuals with special health needs should pay special attention to those sections that apply to them.

You may correspond with UnitedHealthcare at the following address:

UnitedHealthcare of California
P.O. Box 30968
Salt Lake City, UT 84130-0968

1-800-624-8822
UnitedHealthcare’s website is:

www.myuhc.com
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SECTION 1. GETTING STARTED: YOUR PRIMARY CARE PHYSICIAN

« What is a PCP? = Your Provider Directory
« What is a Subscriber? « Choosing Your PCP
» What is a Network Medical Group? » Continuity of Care

One of the first things you do when joining UnitedHealthcare is to choose a PCP. This is the doctor in charge of
overseeing your care through UnitedHealthcare. This section explains the role of the PCP, as well as how to
make your choice. You will also learn about your Network Medical Group and how to use your Provider Directory.

PLEASE READ THE FOLLOWING INFORMATION SO YOU WILL KNOW FROM WHOM OR WHAT GROUP
OF PROVIDERS HEALTH CARE MAY BE OBTAINED.

Introduction

Now that you are a UnitedHealthcare Member, it is important to become familiar with the details of your
coverage. Reading this document will help you understand your coverage and health care benefits. It is written
for all our Members receiving this plan, whether you are the Subscriber or an enrolled Family Member.

Please read this Combined Evidence of Coverage and Disclosure Form along with any supplements you may
have with this coverage. You should also read and become familiar with your Schedule of Benefits, which lists
the benefits and costs specific to your plan.

What is a PCP?

When you become a Member of UnitedHealthcare, one of the first things you do is choose a doctor to be your
PCP. This is a doctor who is contracted with UnitedHealthcare and who is mainly responsible for the coordination
of your health care services. A PCP is trained in internal medicine, general practice, family practice, pediatrics or
obstetrics/gynecology. Others may take part in the coordination of your health care services, such as a
Hospitalist (Please refer to Section 2. Seeing Your Doctor or Other Providers and Timely Access To Care
for information on Hospitalist programs).

Unless you need Emergency Health Care Services or Urgently Needed care, your PCP is your first stop for using
these medical benefits. Your PCP will also seek authorization for any referrals, as well as begin any necessary
Hospital Services. Either your PCP or a Hospitalist may provide the coordination of any needed Hospital
Services.

All Members of UnitedHealthcare are required to have a PCP. If you do not choose one when you enroll,
UnitedHealthcare will choose one for you. Except in an urgent or emergency situation, if you see another health
care Provider without the approval of either your PCP, Network Medical Group or UnitedHealthcare, the costs for
these services will not be covered.

What is the Difference Between a Subscriber and an Enrolled Family Member?

While both are Members of UnitedHealthcare, there is a difference between a Subscriber and an enrolled Family
Member. A Subscriber is the Member who enrolls through his or her employment after meeting the eligibility
requirements of the Employer Group and UnitedHealthcare. A Subscriber may also contribute toward a portion of
the premiums paid to UnitedHealthcare for his or her health care coverage for him or herself and any enrolled
Family Members. An enrolled Family Member is someone such as legal spouse, Domestic Partner, or child
whose Dependent status with the Subscriber allows him or her to be a Member of UnitedHealthcare. Why point
out the difference? Because Subscribers often have special responsibilities, including sharing benefit updates
with any enrolled Family Members. Subscribers also have special responsibilities that are noted throughout this
document. If you are a Subscriber, please pay attention to any instructions given specifically for you. For a more
detailed explanation of any terms, see the Definitions section of this document.

Questions about your benefits? Call our Customer Service Department at
1-800-624-8822 or 711 (TTY)
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A STATEMENT DESCRIBING UNITEDHEALTHCARE'S POLICIES AND PROCEDURES FOR MAINTAINING
THE CONFIDENTIALITY OF MEDICAL RECORDS IS AVAILABLE AND WILL BE PROVIDED TO YOU
UPON REQUEST.

Choosing a PCP

When choosing a PCP, you should always make certain your doctor meets the following criteria:
Your doctor is chosen from the list of PCPs in UnitedHealthcare’s Provider Directory.
Your doctor is located within 30 miles of either your Primary Residence or Primary Workplace.

You'll find a list of our Network PCPs in the Provider Directory. It is also a source for other valuable information.
(Note: If you are pregnant, please read the section below, “What to do If You Are Pregnant,” to learn how to
choose a PCP for your newborn.)

What is a Network Medical Group?

When you choose a PCP, you are also choosing a Network Medical Group. This is the group that is affiliated with
both your doctor and UnitedHealthcare. If you need a referral to a Specialist or Non-Physician Health Care
Practitioner, you will generally be referred to a doctor, Non-Physician Health Care Practitioner or service within
this Network Medical Group. Since Network Medical Groups are independent contractors not employed by
UnitedHealthcare, each has its own specific Network of affiliated Specialists and Providers. Only if a Specialist,
Non-Physician Health Care Practitioner or service is unavailable will you be referred to a health care Provider
outside your Network Medical Group.

To learn more about a particular Network Medical Group, look in your Provider Directory where you will find
addresses and phone numbers, and other important information about hospital affiliations or any restrictions on
the availability of certain Providers.

Your Provider Directory — Choice of Physicians and Hospitals (Facilities)

Along with listing our Network Physicians, your Provider Directory has detailed information about our Network
Medical Groups and other Providers. Every Subscriber should receive a Provider Directory. If you need a copy or
would like help choosing your PCP, please call our Customer Service department. You can also find an online
version of the Directory at www.myuhc.com.

Note: If you are seeing a Network Provider who is not a part of a Network Medical Group, your doctor will
coordinate services directly with UnitedHealthcare.

Choosing a PCP for Each Enrolled Family Member

Every UnitedHealthcare Member must have a PCP; however, the Subscriber and any enrolled Family Members
do not need to choose the same doctor. Each UnitedHealthcare Member can choose his or her own PCP, so
long as the doctor is chosen from UnitedHealthcare’s list of PCPs and the doctor is located within 30 miles of
either the Member’s Primary Residence or Primary Workplace.

If a Family Member does not make a selection during enrollment, UnitedHealthcare will choose the Member’s
PCP. (Note: If an enrolled Family Member is pregnant, please read below to learn how to choose a PCP for the
newborn.)

Continuity of Care for New Members at the Time of Enroliment

Under certain circumstances, as a new Member of UnitedHealthcare, you may be able to continue receiving
services from an Out-of-Network Provider to allow for the completion of Covered Health Care Services provided
by an Out-of-Network Provider, if you were receiving services from that Provider at the time your coverage
became effective, for one of the Continuity of Care Conditions as limited and described in Section 10.
Definitions.

Questions about your benefits? Call our Customer Service Department at
1-800-624-8822 or 711 (TTY)
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This Continuity of Care help is intended to facilitate the smooth transition in medical care across health care
delivery systems for new Members who are undergoing a course of treatment when the Member or the Member’s
employer changes Health Plans during the Open Enrollment Period.

For a newly enrolled Member to continue receiving care from an Out-of-Network Provider, the following
conditions must be met:

1. Your Employer Group did not offer you a PPO plan or other plan that would provide you with an out-of-
Network benefit or would allow you to continue to obtain services from your Out-of-Network Provider;

2. A request for Continuity of Care services from an Out-of-Network Provider must be submitted to
UnitedHealthcare within 30 calendar days from your effective date on the Health Plan for review and
approval.

The requested treatment must be a Covered Health Care Service under this Health Plan;

4. The Out-of-Network Provider must agree in writing to meet the same contractual terms and conditions
that are imposed upon UnitedHealthcare’s Network Providers, including location within
UnitedHealthcare’s Service Area, payment methodologies and rates of payment.

Covered Health Care Services for the Continuity of Care Condition under treatment by the Out-of-Network
Provider will be considered complete when:

1. The Member’s Continuity of Care Condition under treatment is medically stable; and

2. There are no clinical contraindications that would prevent a medically safe transfer to a Network Provider
as determined by a UnitedHealthcare Medical Director in consultation with the Member, the Out-of-
Network Provider and, as applicable, the newly enrolled Member’s assigned Network Provider.

Continuity of Care also applies to those new UnitedHealthcare Members who are receiving Mental Health Care
Services from an Out-of-Network Mental Health Provider at the time their coverage becomes effective. Members
eligible for continuity of Mental Health Care Services may continue to receive Mental Health Care services from
an Out-of-Network Provider for a reasonable period of time to safely transition care to a Mental Health Network
Provider. Please refer to Medical Benefits and Exclusions and Limitations in Section 5. Your Medical Benefits
of the UnitedHealthcare Combined Evidence of Coverage and Disclosure Form, and additional mental health
care services coverage information. For a description of coverage of mental health care services and Substance-
Related and Addictive Disorder Services, please refer to Section 5. Your Medical Benefits and to the
behavioral health supplement to this Combined Evidence of Coverage and Disclosure Form for U.S. Behavioral
Health Plan, California (USBHPC). An Out-of-Network Mental Health Provider means a psychiatrist, licensed
psychologist, licensed marriage and family therapist or licensed clinical social worker who has not entered into a
written agreement with the Network of Providers from whom the Member is entitled to receive Covered Health
Care Services.

Complete and return the form to UnitedHealthcare as soon as possible, but no later than 30 calendar days of the
Member’s effective date of enroliment. Exceptions to the 30-calendar-day time frame will be considered for good
cause. The address is:

UnitedHealthcare

Attention: Continuity of Care Department
Mail Stop: CA124-0181

P.O. Box 30968

Salt Lake City, UT 84130-0968

Fax: 1-888-361-0514

All Continuity of Care requests will be reviewed on a case-by-case basis. We will consider the severity of the
newly enrolled Member’s condition and the potential clinical effect of a change in Provider regarding the
Member’s treatment and outcome of the condition under treatment.

Questions about your benefits? Call our Customer Service Department at
1-800-624-8822 or 711 (TTY)
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UnitedHealthcare’s Health Care Services department will complete a clinical review of your Continuity of Care
request for the completion of Covered Health Care Services with an Out-of-Network Provider and the decision
will be made and communicated in a timely manner appropriate to the nature of your medical condition. In most
instances, decisions for non-urgent requests will be made within five business days of UnitedHealthcare’s receipt
of the completed form. You will be notified of the decision by telephone and provided with a plan for your
continued care. Written notification of the decision and plan of care will be sent to you, by United States’ mail,
within two business days of making the decision. If your request for continued care with an Out-of-Network
Provider is denied, you may appeal the decision. (To learn more about appealing a denial, please refer to
Section 8. Overseeing Your Health Care.)

If you have any questions, would like a description of UnitedHealthcare’s Continuity of Care process, or want to
appeal a denial, please call our Customer Service department.

Please Note: It is not enough to simply prefer receiving treatment from a former Physician or other Out-of-
Network Provider. You should not continue care with an Out-of-Network Provider without our formal approval. If
you do not receive prior authorization from UnitedHealthcare or your Network Medical Group, payment for routine
services performed by an Out-of-Network Provider will be your responsibility.

What to do If you are Pregnant?

Every Member of UnitedHealthcare needs a PCP, including your newborn. Newborns are assigned to the
mother’'s Network Medical Group from birth until discharge from the Hospital. You may request to reassign your
newborn to a different PCP or Network Medical Group following the newborn’s discharge by calling
UnitedHealthcare’s Customer Service department. If a PCP is not chosen for your child, the newborn will remain
with the mother’'s PCP or Network Medical Group. If you call the Customer Service department by the 15th of the
current month, your newborn’s transfer will be effective on the first day of the following month. If the request for
transfer is received after the 15th of the current month, your newborn’s transfer will be effective the first day of the
second succeeding month. For example, if you call UnitedHealthcare on June 12th to request a new doctor for
your newborn, the transfer will be effective on July 1st. If you call UnitedHealthcare on June 16th, the transfer will
be effective August 1st. In order for coverage to continue beyond the first 60 days of life, the Subscriber must
submit a request to add the baby to his or her Employer Group prior to the expiration of the 60-day period to
continue coverage beyond the first 60 days of life. If you do not enroll the newborn child within 60 days, the
newborn is covered for only 31 days (including the date of birth).

If your newborn has not been discharged from the hospital, is being followed by the Case Management or is
receiving acute institutional or non-institutional care at the time of your request, a change in your newborn’s PCP
or Network Medical Group will not be effective until the first day of the second month following the newborn’s
discharge from the institution or termination of treatment. When UnitedHealthcare’s Case Management is
involved, the Case Manager is also consulted about the effective date of your requested Physician change for
your newborn.

You can learn more about changing PCPs in Section 4. Changing Your Doctor or Medical Group. For more
information on how we may coordinate your newborn’s benefits, please see Section 6. Coordination of Benefits
and for more information about adding a newborn to your coverage, see Section 7. Member Eligibility.

Does your Group or Hospital Restrict any Reproductive Services?

Some hospitals and other Providers do not provide one or more of the following services that may be covered
under your Health Plan contract and that you or your Family Member might need: family planning; contraceptive
services, including emergency contraception; sterilization, including tubal ligation at the time of labor and delivery;
infertility treatments; or abortion. You should obtain more information before you enroll. Call your prospective
doctor, medical group, independent practice association, or clinic, or call Customer Service department at 1-800-
624-8822 or 711 (TTY) to ensure that you can get the health care services that you need.

If you have chosen a Network Medical Group that does not provide the family planning benefits you need, and
these benefits have been purchased by your Employer Group, please call our Customer Service department.

Questions about your benefits? Call our Customer Service Department at
1-800-624-8822 or 711 (TTY)
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SECTION 2. SEEING THE DOCTOR OR OTHER PROVIDERS AND TIMELY
ACCESS TO CARE

» Scheduling Appointments » Second Medical Opinions

» Referrals to Specialists Prearranging Hospital Stays

» OB/GYN and Other Services/ Getting Care » 24-Hour Support and Information

Without a Referral Timely Access To Care

Now that you have chosen a PCP, you have a doctor for your routine health care.

This section will help you begin taking advantage of your health care coverage. It will also answer common
guestions about seeing a Specialist and receiving medical services that are not Emergency Health Care Services
or Urgently Needed Services. (For information on Emergency Health Care Services or Urgently Needed
Services, please turn to Section 3.)

Seeing the Doctor: Scheduling Appointments
To visit your PCP, simply make an appointment by calling your doctor’s office.

Your PCP is your first stop for accessing routine, non-emergent care. No Physician or other health care services
will be covered without an authorized referral from your PCP or UnitedHealthcare except for Emergency Health
Care Services, Urgently Needed Services and exceptions found below under “OB/GYN and Other Services/
Getting Care Without a Referral”.

When you see your PCP or use one of your health care benefits, you may be required to pay a charge for the
visit. This charge is called a Co-payment and Deductible, if applicable. The amount of a Co-payment depends
upon the health care service. Your Co-payments and Deductibles are outlined in your Schedule of Benefits. More
detailed information can also be found in Section 6. Payment Responsibility.

Referrals to Specialists and Non-Physician Health Care Practitioners

The PCP you have chosen will coordinate your health care needs. If your PCP determines you need to see a
Specialist or Non-Physician Health Care Practitioner, he or she will make an appropriate referral. (There is an
exception for visits to obstetrical and gynecological (OB/GYN) Physicians. This is explained below in “Direct
Access to OB/GYN Services.”)

Your plan may not cover services provided by all Non-Physician Health Care Practitioners. Please refer to the
Medical Benefits and Exclusions and Limitations section in this Agreement and Evidence of Coverage and
Disclosure Form for further information regarding Non-Physician Health Care Practitioner services excluded from
coverage or limited under this Health Plan.

Your PCP will determine the number of Specialist or Non-Physician Health Care Practitioner visits that you
require and will provide you with any other special instructions. This referral may also be reviewed by, and may
be subject to the approval of, the PCP’s Utilization Review Committee. For more information regarding the role of
the Utilization Review Committee, please refer to the definition of “Utilization Review Committee.” A Utilization
Review Committee meets on a regular basis as determined by membership needs, special requests or issues
and the number of authorization or referral requests to be addressed. Decisions may be made outside of a formal
committee meeting to assure a timely response to emergency or urgent requests.

Standing Referrals to Specialists

A standing referral is a referral by your PCP that authorizes more than one visit to a Network Specialist. A
standing referral may be provided if your PCP, in consultation with you, the Specialist and your Network Medical
Group’s Medical Director (or a UnitedHealthcare Medical Director), determines that as part of a treatment plan

Questions about your benefits? Call our Customer Service Department at
1-800-624-8822 or 711 (TTY)
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you need continuing care from a Specialist. You may request a standing referral from your PCP or
UnitedHealthcare. Please Note: A standing referral and treatment plan is only allowed if approved by your
Network Medical Group or UnitedHealthcare.

Your PCP will specify how many Specialist visits are authorized. The treatment plan may limit your number of
visits to the Specialist and the period for which visits are authorized. It may also require the Specialist to provide
your PCP with regular reports on your treatment and condition.

Extended Referral for Care by a Specialist

If you have a life-threatening, degenerative or disabling condition or disease that requires specialized medical
care over a prolonged period, you may receive an extended specialty referral. This is a referral to a Specialist or
specialty care center so the Specialist can oversee your health care. The Physician or center will have the
needed experience and skills for treating the condition or disease.

You may request an extended specialty referral by asking your PCP or UnitedHealthcare. Your PCP must then
determine if it is Medically Necessary. Your PCP will consult with the Specialist or specialty care center, as well
as your Network Medical Group’s Medical Director or a UnitedHealthcare Medical Director.

If you require an extended specialty referral, the referral will be made according to a treatment plan approved by
your Network Medical Group’s Medical Director or a UnitedHealthcare Medical Director. This is done by
consulting with your PCP, the Specialist and you.

Once the extended specialty referral begins, the Specialist begins serving as the main coordinator of your care.
The Specialist does this in agreement with your treatment plan.

OB/GYN and Other Services/ Getting Care Without a Referral

Women may receive obstetrical and gynecological (OB/GYN) Physician services directly from a Network
OBJ/GYN, family practice Physician, or surgeon shown by your Network Medical Group as providing OB/GYN
Physician services. This means you may receive these services without prior authorization or a referral from your
PCP. In all cases, however, the doctor must be affiliated with your Network Medical Group.

Please Remember: if you visit an OB/GYN or family practice Physician not affiliated with your Network Medical
Group without prior authorization or a referral, you will be financially responsible for these services. All OB/GYN
inpatient or Hospital Services, except Emergency Health Care Services or Urgently Needed Services, need to be
authorized in advance by your Network Medical Group or UnitedHealthcare.

If you would like to receive OB/GYN Physician services, simply do the following:

Call the telephone number on the front of your Health Plan ID card and request the names and telephone
numbers of the OB/GYNs affiliated with your Network Medical Group;

Contact your Network OB/GYN to schedule an appointment.

After your appointment, your OB/GYN will contact your PCP about your condition, treatment and any needed
follow-up care.

UnitedHealthcare also covers important wellness services for our Members. For more information, see Health
Education Services in Section 5. Your Medical Benefits.

Additionally, for reproductive and sexual health Care Services, prior approval from your PCP or Network
Medical Group or the Health Plan is not necessary. Such services include:

Prevention or treatment of pregnancy.

Screening, prevention, diagnosis and treatment of an infectious, communicable or sexually transmitted
disease, including HIV and HIV testing.

Abortion

Questions about your benefits? Call our Customer Service Department at
1-800-624-8822 or 711 (TTY)
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Rape including the medical care related to the diagnosis or treatment of the condition and the collection of
medical evidence and may be provided under Section 3. Emergency Health Care Services.

Sexual assault including the medical care related to the diagnosis or treatment of the condition and the
collection of medical evidence.

UnitedHealthcare may establish reasonable provisions governing utilization procedures for obtaining services.
Although prior authorization is not needed, you may be able to receive these services from your Network Medical
Group.

Second Medical Opinions

A second medical opinion is a reevaluation of your condition or health care treatment by an appropriately
qualified Provider. This Provider must be either a PCP or a Specialist acting within his or her scope of practice
and must possess the clinical background needed for examining the illness or condition related to the request for
a second medical opinion. Upon completing the examination, the Provider’s opinion is included in a consultation
report.

Either you or your treating Network Provider may submit a request for a second medical opinion. Requests
should be submitted to your Network Medical Group; however, in some cases, the request is submitted to
UnitedHealthcare. To find out how you should submit your request, talk to your PCP.

Second medical opinions will be provided or authorized in the following circumstances:
When you question the reasonableness or necessity of recommended surgical procedures;

When you question a diagnosis or treatment plan for a condition that threatens loss of life, loss of limb, loss of
bodily functions, or substantial impairment (including, but not limited to, a serious chronic condition);

When the clinical indications are not clear, or are complex and confusing;
When a diagnosis is in doubt due to conflicting test results;
When the treating Provider is unable to diagnose the condition;

When the treatment plan in progress is not improving your medical condition within an appropriate period of
time given the diagnosis, and you request a second opinion regarding the diagnosis or continuance of the
treatment;

When you have attempted to follow the treatment plan or consulted with the first Provider and still have
serious concerns about the diagnosis or treatment.

Either the Network Medical Group or, if applicable, a UnitedHealthcare Medical Director will approve or deny a
request for a second medical opinion. The request will be approved or denied in a timely fashion appropriate to
the nature of your condition. For circumstances other than an imminent or serious threat to your health, a second
medical opinion request will be approved or denied within five business days after the request is received by the
Network Medical Group or UnitedHealthcare.

When there is an imminent and serious threat to your health, a decision about your second opinion will be made
within 72 hours after receipt of the request by your Network Medical Group or UnitedHealthcare. An imminent
and serious threat includes the potential loss of life, limb or other major bodily function, or where a lack of
timeliness would be harmful to your ability to regain maximum function.

If you are requesting a second medical opinion about care given by your PCP, the second medical opinion will be
provided by an appropriately qualified health care professional of your choice within the same Network Medical
Group. (If your PCP is independently contracted with UnitedHealthcare and not affiliated with any Network
Medical Group, you may request a second opinion from a PCP listed in our Provider Directory.) If you request a
second medical opinion about care received from a Specialist, the second medical opinion will be provided by
any Specialist within of your choice from within your Network Medical Group or any medical group within the
UnitedHealthcare Provider Network of the same or equivalent specialty.

Questions about your benefits? Call our Customer Service Department at
1-800-624-8822 or 711 (TTY)
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The second medical opinion will be documented in a consultation report, which will be made available to you and
your treating Network Provider. It will include any recommended procedures or tests that the Provider giving the
second opinion believes are appropriate. If this second medical opinion includes a recommendation for a
particular treatment, diagnostic test or service covered by UnitedHealthcare — and the recommendation is
determined to be Medically Necessary by your Network Medical Group or UnitedHealthcare — the treatment,
diagnostic test or service will be provided or arranged by your Network Medical Group or UnitedHealthcare.

For second opinions on Mental Health and Substance-Related and Addictive Disorder issues, please
refer to the behavioral health supplement to the Combined Evidence of Coverage and Disclosure Form
for USBHPC.

Please Note: The fact that an appropriately qualified Provider gives a second medical opinion and recommends
a particular treatment, diagnostic test or service does not necessarily mean that the recommended action is
Medically Necessary or a Covered Health Care Service. You will also remain responsible for paying any
outpatient office Co-payments or Deductibles to the Provider who gives your second medical opinion.

If your request for a second medical opinion is denied, UnitedHealthcare will notify you in writing and provide the
reasons for the denial. You may appeal the denial by following the procedures outlined in Section 8. Overseeing
Your Health Care. If you get a second medical opinion without prior authorization from your Network Medical
Group or UnitedHealthcare, you will be financially responsible for the cost of the opinion.

To receive a copy of the Second Medical Opinion timeline, you may call or write the Customer Service
department at:

UnitedHealthcare Customer Service Department
P.O. Box 30968
Salt Lake City, UT 84130-0968

1-800-624-8822
What is UnitedHealthcare’s Case Management Program?

UnitedHealthcare has licensed registered nurses who, in collaboration with the Member, Member’s designated
family and the Member’'s Network Medical Group, may help arrange care for UnitedHealthcare Members
experiencing a major iliness or recurring hospitalizations. Case Management is a collaborative process that
assesses, plans, implements, coordinates, monitors and evaluates options to meet an individual's health care
needs based on the health care benefits and available resources. Not every Member will be assigned a case
manager.

Prearranging Hospital Stays

Your PCP or Hospitalist will prearrange any Medically Necessary hospital or Facility care, inpatient care provided
in a Subacute/Skilled Nursing Facility. If you have been referred to a Specialist and the Specialist determines you
need hospitalization, your PCP or Hospitalist will work with the Specialist to prearrange your hospital stay.

Your hospital costs, including semi-private room, tests and office visits, will be covered, minus any required Co-
payments, as well as any Deductibles. Under normal circumstances, your PCP or Hospitalist will coordinate your
admission to a local UnitedHealthcare Network Hospital or Facility; however, if your situation requires it, you
could be transported to a regional medical center.

If Medically Necessary, your PCP or Hospitalist may discharge you from the hospital to a Subacute/Skilled
Nursing Facility. He or she can also arrange for Home Health Care Visits.

Please Note: If a Hospitalist program applies, a Hospitalist may direct your inpatient hospital or facility care in
consultation with of your PCP.

Hospitalist Program

If you are admitted to a Network Hospital for a Medically Necessary procedure or treatment, a Hospitalist may
coordinate your Health Care Services in consultation with your PCP. A Hospitalist is a dedicated hospital-based

Questions about your benefits? Call our Customer Service Department at
1-800-624-8822 or 711 (TTY)
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Physician who assumes the primary responsibility for managing the process of inpatient care for Members who
are admitted to a hospital. The Hospitalist will manage your hospital stay, monitor your progress, coordinate and
consult with Specialists, and communicate with you, your family and your PCP. Hospitalists will work together

with your PCP during the course of your hospital stay to ensure coordination and Continuity of Care and to
transition your care upon discharge. Upon discharge from the hospital, your PCP will again take over the primary
coordination of your health care services.

24-Hour Support and Information

Call the number on the back of your card or log into myuhc.com to get connected with a health professional at
any time. Here are some of the ways they can help you:

. Choose appropriate medical care.

. Provide guidance for current symptoms 24/7 (via a clinician).

. Find doctors or hospitals that meet your needs and preferences.

. Locate an urgent care center and other health resources in your area.

To use this convenient service, simply call the toll-free number on the back of your ID card or log into
myuhc.com.

Note: If you have a medical emergency, call 911 or go to the nearest emergency room.
Timely Access To Care

The purpose of the timely access law is to make sure you get the care you need. Sometimes you need
appointments even sooner than the law requires. In this case, your doctor can request that the appointment be
sooner.

Sometimes waiting longer for care is not a problem. Your Provider may give you a longer wait time if it
would not be harmful to your health. It must be noted in your record that a longer wait time will not be
harmful to your health.

If Medically Necessary care from a provider within the Medical Group cannot be arranged timely, your Medical
Group will make alternate arrangements for the required care with an available and accessible out-of-Network
provider. You will only be responsible for paying the cost sharing in an amount equal to the cost sharing you
would have otherwise paid for that service or a similar service if you had received the Covered Health Care
Service from a Network provider.

In-person appointment wait times:

Urgent Appointments Wait time
For services that do not need prior authorization 48 hours
For services that do need prior authorization 96 hours
Non-Urgent Appointments Wait time
Primary care appointment 10 business days
Specialist appointment 15 business days
Appointment with a mental health care Provider (who is not a Physician) 10 business days
Qt[;][;cr)iﬂtergﬁrr:tcfgrr] ((j)i';ihoenr services to diagnose or treat an injury, illness or 15 business days

Questions about your benefits? Call our Customer Service Department at
1-800-624-8822 or 711 (TTY)
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Telephone wait times:

You can call 24-hours-a-day, 7 days a week to talk to a qualified health professional to decide if your health
problem is urgent. If someone needs to call you back, they must call you within 30 minutes. Look for the phone
number on your Health Plan membership card.

If you call your Health Plan’s customer service phone number, someone should answer the phone within 10
minutes during normal business hours.

Important Language Information:

You may be entitled to the right and services below. These rights apply only under California law. These rights
shall be available in the top 15 languages spoken by limited English-proficient individuals in California as
determined by the State Department of Health Care Services.

You can get an interpreter in any of the top 15 languages spoken by limited-English-proficient individuals at no
cost to help you talk with your doctor or health plan. To get help in your language, please call your health plan at:

UnitedHealthcare of California 1-800-624-8822 / TTY: 711

Language services and the availability of appropriate auxiliary aids and services, including qualified
interpreters for individuals with disabilities and information in alternate formats, will be at no charge and
provided in a timely manner, when those aids and services are necessary to ensure an equal opportunity to
participate for individuals with disabilities. For further assistance, please contact your health plan at 1-800-624-
8822 /TTY: 711.

If you need more help, call the DMHC toll-free telephone number at 1-888-466-2219.

Questions about your benefits? Call our Customer Service Department at
1-800-624-8822 or 711 (TTY)
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SECTION 3. EMERGENCY HEALTH CARE SERVICES AND URGENTLY NEEDED
SERVICES

« What are Emergency Health Care » What to Do When You Require Urgently
Services? Needed Services
« What to Do When You Require Emergency » Post-stabilization and Follow-up Care

Health Care Services =« Out-of-Area Services

UnitedHealthcare provides coverage for Emergency Health Care Services and Urgently Needed Services
wherever you are. This section will explain how to get Emergency Health Care Services and Urgently Needed
Services. It will also explain what you should do following receipt of these services.

IMPORTANT!
IF YOU BELIEVE YOU ARE EXPERIENCING AN EMERGENCY MEDICAL CONDITION, CALL 911 OR
GO DIRECTLY TO THE NEAREST HOSPITAL EMERGENCY ROOM FOR TREATMENT.

What are Emergency Health Care Services?

Emergency Health Care Services are Medically Necessary ambulance or ambulance transport services provided
through the 911 emergency response system. It is also the medical screening, exam and evaluation by a
Physician, or other personnel — to the extent provided by law — to determine if an Emergency Medical Condition
or Psychiatric Emergency Medical Condition exists. If this condition exists, Emergency Health Care Services
include the care, treatment and/or surgery by a Physician needed to stabilize or eliminate the Emergency Medical
Condition or Psychiatric Emergency Medical Condition within the capabilities of the Facility which includes
admission or transfer to a psychiatric unit within a general acute care hospital or an acute psychiatric hospital for
the purpose of providing care and treatment needed to relieve or eliminate a Psychiatric Emergency Medical
Condition, if in the opinion of the treating Provider, it would not result in material deterioration of the Member’s
condition.

What is an Emergency Medical Condition or a Psychiatric Emergency Medical Condition?

The State of California defines an Emergency Medical Condition as a medical condition manifesting itself by
acute symptoms of sufficient severity (including severe pain) such that the absence of immediate medical
attention could reasonably be expected by the Member to result in any of the following:

Placing the Member's health in serious jeopardy;

Serious impairment to his or her bodily functions;

A serious dysfunction of any bodily organ or part; or

Active labor, meaning labor at a time that either of the following would happen:

— There is not enough time to effect a safe transfer to another hospital prior to delivery; or
— Atransfer poses a threat to the health and safety of the Member or unborn child.

An Emergency Medical Condition also includes a Psychiatric Emergency Medical Condition which is a mental
disorder that manifests itself by acute symptoms of sufficient severity that it renders the patient as being either of
the following:

An immediate danger to himself or herself or others; or

Unable to provide for, or utilize, food, shelter or clothing, due to the mental disorder.

Questions about your benefits? Call our Customer Service Department at
1-800-624-8822 or 711 (TTY)
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What to Do When You Require Emergency Health Care Services

If you believe you are experiencing an Emergency Medical Condition, call 911 or go directly to the nearest
hospital emergency room for treatment. You do not need to get prior authorization if you reasonably believe
Emergency Health Care Services are needed to seek treatment for an Emergency Medical Condition that could
cause you harm. Ambulance transport services provided through the 911 emergency response system are
covered if you reasonably believe that your medical condition requires emergency ambulance transport services.
UnitedHealthcare covers all Medically Necessary Emergency Health Care Services provided to Members in
order to stabilize an Emergency Medical Condition.

You, or someone else on your behalf, must notify UnitedHealthcare or your PCP within 24 hours, or as
soon as reasonably possible, following your receipt of Emergency Health Care Services so that your
PCP can coordinate your care and schedule any necessary follow-up treatment. When you call, please
be prepared to give the name and location of the Facility and a description of the Emergency Health Care
Services that you received.

Post-stabilization and Follow-up Care

Following the stabilization of an Emergency Medical Condition, the treating health care Provider may believe that
you require additional Medically Necessary Hospital (health care) Services prior to your being safely discharged.
If the hospital is not part of the contracted Network, the Hospital will contact your Network Medical Group, or
UnitedHealthcare, in order to get the timely authorization for these post-stabilization services. If UnitedHealthcare
determines that you may be safely transferred, and you refuse to consent to the transfer, the Hospital must
provide you written notice that you will be financially responsible for 100 percent of the cost of services provided
to you once your emergency condition is stable. Also, if the Hospital is unable to determine your name and
contact information at UnitedHealthcare in order to request prior authorization for services once you are stable, it
may bill you for such services.

IF YOU FEEL THAT YOU WERE IMPROPERLY BILLED FOR SERVICES THAT YOU RECEIVED FROM AN
OUT-OF-NETWORK PROVIDER, PLEASE CALL UNITEDHEALTHCARE AT 1-800-624-8822.

Following the stabilization of your Emergency Medical Condition, any Medically Necessary follow-up
medical or Hospital Services must be provided or authorized by your PCP in order to be covered by
UnitedHealthcare. Regardless of where you are in the world, if you require additional follow-up medical
or Hospital Services, please call your PCP or UnitedHealthcare’s Out-of-Area unit to request
authorization. UnitedHealthcare’s Out-of-Area unit can be reached during regular business hours

(8 a.m. -5 p.m., Pacific Time) at 1-800-542-8789.

Out-of-Area Services

UnitedHealthcare arranges for the provision of Covered Health Care Services through its Network Medical
Groups and other Network Providers. With the exception of Emergency Health Care Services, Urgently Needed
Services, authorized post-stabilization care or other specific services authorized by your Network Medical Group
or UnitedHealthcare, when you are away from the geographic area served by your Network Medical Group, you
are not covered for any other medical or Hospital Services. If you do not know the area served by your Network
Medical Group, please call your PCP or the Network Medical Group’s administrative office to inquire.

The out-of-area services that are not covered include, but are not limited to:

Routine follow-up care to Emergency Health Care Services or Urgently Needed Services, such as
treatments, procedures, X-rays, lab work and doctor visits, Rehabilitation Services, Skilled Nursing Care or
home health care.

Maintenance therapy and DME, including, but not limited to, routine dialysis, routine oxygen, routine
laboratory testing or a wheelchair to help you while traveling outside the geographic area served by your
Network Medical Group.

Medical care for a known or Long-Term Condition without acute symptoms as defined under “Emergency
Health Care Services” or “Urgently Needed Services.”

Questions about your benefits? Call our Customer Service Department at
1-800-624-8822 or 711 (TTY)
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Ambulance services are limited to transportation to the nearest Facility with the expertise for treating your
condition in or out of the area.

Your Network Medical Group provides 24-hour access to request authorization for out-of-area care. You can also
request authorization by calling the UnitedHealthcare Out-of-Area unit during regular business hours
(8 a.m. — 5 p.m., Pacific Time) at 1-800-542-8789.

What to Do When You Require Urgently Needed Services

When you are in the geographic area served by your Network Medical Group, you should call your PCP or
Network Medical Group. The telephone numbers for your PCP and/or Network Medical Group are on the front of
your UnitedHealthcare Health Plan ID card. Help is available 24 hours a day, seven days a week. Identify
yourself as a UnitedHealthcare Member and ask to speak to a Physician. If you are calling during non-business
hours, and a Physician is not available, ask to have the Physician-on-call paged. A Physician should call you
back shortly. Explain your situation and follow any provided instructions. If your PCP or Network Medical Group is
temporarily unavailable, you should seek Urgently Needed Services from a licensed medical professional
wherever you are located.

You, or someone else on your behalf, must notify UnitedHealthcare or your Network Medical Group
within 24 hours, or as soon as reasonably possible, after the initial receipt of Urgently Needed Services.
When you call, please be prepared to give a description of the Urgently Needed Services that you
received.

Out-of-Area Urgently Needed Services

Urgently Needed Services are Medically Necessary health care services required to prevent the serious
deterioration of a Member’s health, resulting from an unforeseen iliness or injury for which treatment cannot be
delayed until the Member returns to the geographic area served by the Member’s Network Medical Group.

Urgently Needed Services are required in situations where a Member is temporarily outside the geographic area
served by the Member's Network Medical Group and the Member experiences a medical condition that, while
less serious than an Emergency Medical Condition, could result in the serious deterioration of the Member's
health if not treated before the Member returns to the geographic area served by his or her Network Medical
Group or contacts his or her Network Medical Group.

When you are temporarily outside the geographic area served by your Network Medical Group and you believe
that you require Urgently Needed Services, you should, if possible, call (or have someone else call on your
behalf) your PCP or Network Medical Group as described above in “What to Do When You Require Urgently
Needed Services.” The telephone numbers for your PCP and/or Network Medical Group are on the front of your
UnitedHealthcare Health Plan ID card. Help is available 24 hours a day, seven days a week. Identify yourself as
a UnitedHealthcare Member and ask to speak to a Physician. If you are calling during non-business hours, and a
Physician is not immediately available, ask to have the Physician-on-call paged. A Physician should call you back
shortly. Explain your situation and follow any provided instructions.

If you are unable to contact your PCP or Network Medical Group, you should seek Urgently Needed Services
from a licensed medical professional wherever you are located.

You, or someone else on your behalf, must notify UnitedHealthcare or your Network Medical Group
within 24 hours, or as soon as reasonably possible, after the initial receipt of Urgently Needed Services.
When you call, please be prepared to give a description of the Urgently Needed Services that you
received.

International Emergency Health Care Services and Urgently Needed Services

If you are out of the country and require Urgently Needed Services, you should still, if possible, call your PCP or
Network Medical Group. Follow the same instructions outlined above. If you are out of the country and
experience an Emergency Medical Condition, either use the available emergency response system or go directly
to the nearest hospital emergency room. Following receipt of Emergency Health Care Services, please notify

Questions about your benefits? Call our Customer Service Department at
1-800-624-8822 or 711 (TTY)
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your PCP or Network Medical Group within 24 hours, or as soon as reasonably possible, after initially receiving
these services.

Note: Under certain circumstances, you may need to initially pay for your Emergency Health Care Services or
Urgently Needed Services. Please pay for such services and then contact UnitedHealthcare at the earliest
opportunity. Be sure to keep all credit card statements, bank statements with copies of checks and receipts from
Providers and copies of relevant medical documentation. You will need these to be properly reimbursed. For
more information on submitting claims to UnitedHealthcare, please refer to Section 6 in this Combined Evidence
of Coverage and Disclosure Form.

ALWAYS REMEMBER

Emergency Health Care Services: Following receipt of Emergency Health Care Services, you, or someone else
on your behalf, must notify UnitedHealthcare or your PCP within 24 hours, or as soon as reasonably possible,
after initially receiving these services.

Urgently Needed Services: When you require Urgently Needed Services inside of the geographic area
served by your medical group, you should, if possible, call (or have someone else call on your behalf) your
PCP or Network Medical Group. If you are outside of the geographic area served by your medical group you
should call or have someone on your behalf call your PCP or Network Medical Group, and if you receive
medical or Hospital Services, you must notify UnitedHealthcare or your PCP within 24 hours, or as soon as
reasonably possible of initially receiving these services.

MEMBERS ARE NOT FINANCIALLY RESPONSIBLE FOR PAYMENT OF EMERGENCY HEALTH CARE
SERVICES BEYOND THE CO-PAYMENTS AND DEDUCTIBLES.

Questions about your benefits? Call our Customer Service Department at
1-800-624-8822 or 711 (TTY)
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SECTION 4. CHANGING YOUR DOCTOR OR MEDICAL GROUP

« How to Change Your Primary Care » Continuing Care With a Terminated
Physician or Network Medical Group Provider for Members

« When We Change Your Network Medical
Group

This section explains how to change your PCP or Network Medical Group, as well as how we continue your care.
How to Change Your Primary Care Physician or Network Medical Group

Whether you want to change doctors within your Network Medical Group or transfer out of your Network Medical
Group entirely, you should call our Customer Service department.

UnitedHealthcare will approve your request to change doctors within your Network Medical Group if the PCP you
have chosen is accepting new patients and meets the other criteria in Section 1. Getting Started.

If you call us by the 15th of the current month, your transfer will be effective on the first day of the following
month. If you meet the criteria but your request is received after the 15th of the current month, your transfer will
be effective the first day of the following month. For example, if you meet the above requirements and you call
UnitedHealthcare on June 12th to request a new doctor, the transfer will be effective on July 1st. If you meet the
above requirements and you call UnitedHealthcare on June 16th, the transfer will be effective August 1st.

If you wish to transfer out of your Network Medical Group entirely, and you are not an inpatient in a hospital, a
Skilled Nursing Facility or other medical institution, receiving radiation or chemotherapy or in the third trimester of
pregnancy UnitedHealthcare will approve your request if the PCP within the new Network Medical Group you
have chosen is accepting new patients and meets the other criteria in Section 1. Getting Started. This includes
being located within 30 miles of your Primary Residence or Primary Workplace. The effective date of transfer will
be the same as referred to above when requesting a transfer within your Network Medical Group. Some Network
Medical Groups only allow new enrollments during the employer’s open-enroliment period.

Please Note: UnitedHealthcare does not advise that you change your PCP if you are an inpatient in a hospital, a
Skilled Nursing Facility or other medical institution or are undergoing radiation or chemotherapy, as a change
may negatively impact your coordination of care. UnitedHealthcare may make exceptions subject to review.

If you wish to transfer out of your Network Medical Group and you are an inpatient in a hospital, a Skilled Nursing
Facility or other medical institution, the change will not be effective until the first day of the second month
following your discharge from the institution.

If you are pregnhant and wish to transfer out of your Network Medical Group and your pregnancy has reached the
third trimester, to protect your health and the health of your unborn child, UnitedHealthcare does not permit such
change until after delivery of your newborn.

If you change your Network Medical Group, authorizations issued by your previous Network Medical Group will
not be accepted by your new group. You should request a new referral from your new PCP within your new
Network Medical Group, which may require further review by your new Network Medical Group or
UnitedHealthcare.

Please note that your new Network Medical Group or UnitedHealthcare may refer you to a different Provider
than the Provider shown on your original authorization from your previous group.

If you are changing Network Medical Groups, our Customer Service department may be able to help smooth the
transition. When UnitedHealthcare’s Case Management is involved, the Case Manager is also consulted about
the effective date of your Physician change request. At the time of your request, please let us know if you are
currently under the care of a Specialist, receiving home health care services or using DME such as a wheelchair,
walker, hospital bed or an oxygen-delivery system.

Questions about your benefits? Call our Customer Service Department at
1-800-624-8822 or 711 (TTY)
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When We Change Your Network Medical Group

Under special circumstances, UnitedHealthcare may require that a Member change his or her Network Medical
Group. This happens at the request of the Network Medical Group after a material detrimental change in its
relationship with a Member. If this happens, we will notify the Member of the effective date of the change, and we
will transfer the Member to another Network Medical Group, provided he or she is medically able and there is an
alternative Network Medical Group within 30 miles of the Member’s Primary Residence or Primary Workplace.

UnitedHealthcare will also notify the Member in the event that the agreement ends between UnitedHealthcare
and the Member’s Network Medical Group. If this happens, UnitedHealthcare will mail a notice at least 60 days
prior to the date of termination. UnitedHealthcare will also assign the Member a new PCP. If the Member would
like to choose a different PCP, he or she may do so by calling Customer Service. Upon the effective date of
transfer, the Member can begin receiving services from his or her new PCP.

Please Note: Except for Emergency Health Care Services and Urgently Needed Services, once an effective
date with your new Network Medical Group has been established, a Member must use his or her new PCP or
Network Medical Group to authorize all services and treatments. Receiving services elsewhere will result in
UnitedHealthcare’s denial of benefit coverage.

Continuing Care With a Terminated Provider for Members

Under certain circumstances, you may be eligible to continue receiving care from a terminated Provider to ensure
a smooth transition to a new Network Provider and to complete a course of treatment with the same terminated
Provider or to maintain the same terminating Provider.

The care must be Medically Necessary, and the cause of Termination by UnitedHealthcare or your Network
Medical Group also has to be for a reason other than a medical disciplinary cause, fraud or any criminal activity.

For a Member to continue receiving care from a terminated Provider, the following conditions must be met:

1. Arequest for Continuity of Care services from a terminated Provider must be submitted to
UnitedHealthcare within 30 calendar days from the date your Provider is terminated for review and
approval;

2. The requested treatment must be a Covered Health Care Service under this Health Plan;

3. The terminated Provider must agree in writing to be subject to the same contractual terms and conditions
that were imposed upon the Provider prior to termination, including, but not limited to, credentialing,
hospital privileging, utilization review, peer review and quality assurance requirements, notwithstanding
the provisions outlined in the Provider contract related to Continuity of Care;

4. The terminated Provider must agree in writing to be compensated at rates and methods of payment
similar to those used by UnitedHealthcare or Network Medical Groups/Independent Practice Associations
(NMG/IPA) for current Network Providers providing similar services who are not capitated and who are
practicing in the same or a similar geographic area as the terminated Provider.

Covered Health Care Services provided by a terminated Provider to a Member who at the time of the Network
Provider’s contract Termination was receiving services from that Network Provider for one of the Continuity of
Care Conditions will be considered complete when:

1. The Member’s Continuity of Care Condition under treatment is medically stable, and

2. There are no clinical contraindications that would prevent a medically safe transfer to a Network Provider
as determined by a UnitedHealthcare Medical Director in consultation with the Member, the terminated
Network Provider and, as applicable, the Member’s receiving Network Provider.

Continuity of Care also applies to Members who are receiving mental health care services from a terminated

Mental Health Provider, on the effective termination date. Members eligible for continuity of mental health care
services may continue to receive mental health care services from the terminated Mental Health Provider for a
reasonable period of time to safely transition care to a Network Mental Health Provider. Please refer to Medical

Questions about your benefits? Call our Customer Service Department at
1-800-624-8822 or 711 (TTY)
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Benefits and Exclusions and Limitations in Section 5. Your Medical Benefits of the UnitedHealthcare Combined
Evidence of Coverage and Disclosure Form, and the Schedule of Benefits for information. For a description of
coverage of mental health care services, please refer to the behavioral health supplement to this Combined
Evidence of Coverage and Disclosure Form for USBHPC.

All Continuity of Care requests will be reviewed on a case-by-case basis. Reasonable consideration will be given
to the severity of the Member’s condition and the potential clinical effect of a change in Provider regarding the
Member’s treatment and outcome of the condition under treatment.

If you are receiving treatment for any of the specified Continuity of Care Conditions as limited and described in
Section 10. Definitions and believe you qualify for continued care with the terminating Provider, please call the
Customer Service department and request the form Request for Continuity of Care Benefits.

Complete and return the form to UnitedHealthcare as soon as possible, but no later than 30 calendar days of the
Provider’s effective date of termination. Exceptions to the 30-calendar-day time frame will be considered for good
cause. The address is:

UnitedHealthcare

Attention: Continuity of Care Department
Mail Stop: CA124-0181

P.O. Box 30968

Salt Lake City, UT 84130-0968

Fax: 1-888-361-0514

UnitedHealthcare’s Health Care Services department will complete a clinical review of your Continuity of Care
request for Completion of Covered Health Care Services with the terminated Provider and the decision will be
made and communicated in a timely manner appropriate for the nature of your medical condition. Decisions for
non-urgent requests will be made within five 5 business days of UnitedHealthcare’s receipt of the completed
form. You will be notified of the decision by telephone and provided with a plan for your continued care. Written
notification of the decision and plan of care will be sent to you, by United States mail, within two business days of
making the decision. If your request for continued care with a terminated Provider is denied, you may appeal the
decision. (To learn more about appealing a denial, please refer to Section 8. Overseeing Your Health Care.)

If you have any questions, would like a description of UnitedHealthcare’s continuity of care process, or want to
appeal a denial, please contact our Customer Service department.

Please Note: It is not enough to simply prefer receiving treatment from a terminated Physician or other
terminated Provider. You should not continue care with a terminated Provider without our formal approval. If you
do not receive prior authorization by UnitedHealthcare or your Network Medical Group, payment for routine
services performed from a terminated Provider will be your responsibility.

In the above section Continuity of Care with a terminating Provider, termination, terminated or terminating
references any circumstance which terminates, non-renews or otherwise ends the arrangement by which the
Network Provider routinely provides Covered Health Care Services to UnitedHealthcare Members.

Questions about your benefits? Call our Customer Service Department at
1-800-624-8822 or 711 (TTY)
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SECTION 5. YOUR MEDICAL BENEFITS

» Inpatient Benefits » Other Behavioral Health Care Services

» Outpatient Benefits » Exclusions and Limitations of Benefits

This section explains your medical benefits, including what is and is not covered by UnitedHealthcare. You can
find some helpful definitions in the back of this document. For any Co-payments or Deductibles that may be
related to a benefit, you should refer to your Schedule of Benefits, a copy of which is included with this document.
UnitedHealthcare’s Commercial HMO Benefit Interpretation Policy Manual and Medical Management Guidelines
Manual are available at www.myuhc.com.

Inpatient Benefits

THESE BENEFITS ARE PROVIDED WHEN ADMITTED OR AUTHORIZED BY EITHER THE MEMBER’S
NETWORK MEDICAL GROUP OR UNITEDHEALTHCARE. Covered services include those which are
Medically Necessary or otherwise required to be covered under the law or otherwise as described
below including those for coverage of Serious Emotional Disturbances of a Child or Severe Mental
lliness. THE FACT THAT A PHYSICIAN HAS ORDERED A PARTICULAR SERVICE, SUPPLY OR
TREATMENT WILL NOT MAKE IT COVERED UNDER THE HEALTH PLAN. A SERVICE, SUPPLY OR
TREATMENT MUST BE MEDICALLY NECESSARY, OR OTHERWISE REQUIRED TO BE COVERED
UNDER THE LAW, OR AS OTHERWISE DESCRIBED BELOW AND NOT EXCLUDED FROM
COVERAGE IN ORDER TO BE A COVERED HEALTH CARE SERVICE.

With the exception of Emergency Health Care Services or Urgently Needed Services, a Member will
only be admitted to acute care and Skilled Nursing Care Facilities that are authorized by the
Member’s Network Medical Group under contract with UnitedHealthcare.

1. Blood and Blood Products — Blood and blood products are covered. Autologous (self-donated), donor-
directed, and donor-designated blood processing costs are limited to blood collected for a scheduled
procedure.

2. Bone Marrow and Stem Cell Transplants — Non-Experimental/Non-Investigational autologous and
allogeneic bone marrow and stem cell transplants and transplant services are covered when the recipient
is a Member and the bone marrow or stem cell services are performed at a Designated Facility. The
testing of relatives to determine the compatibility of bone marrow and stem cells is limited to immediate
blood relatives who are sisters, brothers, parents and natural children. The testing for compatible
unrelated donors and costs for computerized national and international searches for unrelated allogeneic
bone marrow or stem cell donors take place through a registry are covered when the Member is the
intended recipient. A Designated Facility center approved by UnitedHealthcare must conduct the
computerized searches. There is no dollar limitation for Medically Necessary donor-related clinical
transplant services once a donor is identified.

3. Clinical Trials — All routine patient care costs incurred during participation in an approved clinical trial for
the treatment of:

Cancer or other life-threatening disease or condition. For purpose of this benefit, a life-threatening
disease or condition is one from which the likelihood of death is probable unless the course of the
disease or condition is interrupted.

Cardiovascular disease (cardiac/stroke) which is not life threatening, for which, a clinical trial meets
the approved clinical trial criteria stated below.

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

Questions about your benefits? Call our Customer Service Department at
1-800-624-8822 or 711 (TTY)
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= A Member is considered a Qualified Individual if the Member is eligible to take part in the approved
clinical trial according to the trial's protocol and either a Network treating Physician has concluded that the
Member’s participation in the trial would be appropriate because the Member meets the trial protocol; or
the Member self-refers to the trial and has provided medical and scientific information to establish that
participation in the trial is consistent with the trial protocol.

= For the purposes of this benefit, Network treating Physician means a Physician who is treating a
Member as a Network Provider according to an authorization or referral from the Member’'s Network
Medical Group or UnitedHealthcare.

= Routine patient care costs are costs related to the provision of health care services, including drugs,
items, devices and services that would otherwise be covered by UnitedHealthcare if those drugs, items,
devices and services were not provided in connection with an approved clinical trial program, including:

Health care services typically provided absent a clinical trial.

Health care services required solely for the provision of the Investigational drug, item, device or
service.

Health care services required for the clinically appropriate monitoring of the Investigational item or
service.

Health care services provided for the prevention of complications arising from the provision of the
Investigational drug, item, device or service.

Health care services needed for the reasonable and necessary care including the diagnosis and
treatment of complications arising from the provision of the Investigational drug, item, device or
service, including the diagnosis or treatment of the complications.

For purposes of this benefit, routine patient care costs do not include the costs related to any of the
following, which are not covered by UnitedHealthcare:

The Investigational Service, device or item. The only exceptions to this are:
Certain Category B devices.

Certain promising interventions for patients with terminal ilinesses. Certain promising
interventions refer to treatment that is likely safe but where limited and/or conflicting evidence
exists regarding its effectiveness.

Other items and services that meet specified criteria in agreement with our medical and drug
policies.

Services other than health care services, such as travel, housing, companion expenses and other
non-clinical expenses that the Member may require due to the treatment being provided for purposes
of the clinical trial.

Any item or service that is provided solely to meet data collection and analysis needs and that is not
used in the clinical management of the Member’s care.

Health care services that, except for the fact that they are being provided in a clinical trial, are
otherwise specifically excluded from coverage under UnitedHealthcare.

Health care services customarily provided by the research sponsor free of charge.

With respect to cancer or other life-threatening diseases or conditions, an approved clinical trial is a
Phase I, Phase Il, Phase lll, or Phase IV clinical trial. It takes place in relation to the prevention, detection
or treatment of cancer or other life-threatening disease or conditions that meets any of the following
criteria in the bulleted list below.

Questions about your benefits? Call our Customer Service Department at
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With respect to cardiovascular disease or musculoskeletal disorders of the spine, hip and knees and
other diseases or disorders which are not life-threatening, an approved clinical trial is a Phase |, Phase II,
or Phase lll clinical trial. It takes place in relation to the detection or treatment of such non-life-threatening
disease or disorder that meets any of the following criteria in the bulleted list below.

Federally funded trials. The study or investigation is approved or funded by at least one of the
following:

National Institutes of Health (NIH).

Centers for Disease Control and Prevention (CDC);
Agency for Healthcare Research and Quality (AHRQ);
Centers for Medicare and Medicaid Services (CMS);

A cooperative group or center of any of the entities described above or the United States
Department of Defense (DOD) or the Veterans Affairs (VA);

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

The Department of Veterans Affairs, the Department of Defense or the Department of Energy
as long as the study or investigation has been reviewed and approved through a system of
peer review that is determined by the Secretary of Health and Human Services to meet both of
the following criteria:

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

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

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

The study or investigation is a drug trial that is exempt from having such an investigational new drug
application;

The subject or purpose of the trial must be the review of an item or service that meets the definition of
Covered Health Care Service and is not otherwise excluded under the Agreement.

A clinical trial with endpoints defined exclusively to test toxicity is not an approved clinical trial.

All services must have prior authorized by UnitedHealthcare’s Medical Director or designee. Additionally,
services must be provided by a UnitedHealthcare Network Provider in UnitedHealthcare’s Service Area.
In the event a UnitedHealthcare Network Provider does not offer a clinical trial with the same protocol as
the one the Member’s Network Treating Physician recommended, the Member may choose a Provider
performing a clinical trial with that protocol within the State of California. If there is no Provider offering the
clinical trial with the same protocol as the one the Member’s treating Network Physician recommended in
California, the Member may choose a clinical trial outside the State of California but within the United
States of America.

UnitedHealthcare is required to pay for the services covered under this benefit at the rate agreed upon by
UnitedHealthcare and a Network Provider, minus any applicable Co-payment or Deductibles. In the event
the Member takes part in a clinical trial provided by an Out-of-Network Provider that does not agree to
perform these services at the rate UnitedHealthcare negotiates with Network Providers, the Member will
be responsible for payment of the difference between the Out-of-Network Provider’s billed charges and
the rate negotiated by UnitedHealthcare with Network Providers, in addition to any applicable Co-
payment or Deductibles.

Questions about your benefits? Call our Customer Service Department at
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Any additional expenses the Member may have to pay beyond UnitedHealthcare’s negotiated rate due to
using an Out-of-Network Provider do not apply to the Member’'s Annual Co-payment Limit.

Gender Dysphoria - Prior authorization of medically necessary services must be done by
UnitedHealthcare or delegated Providers as determined by UnitedHealthcare. For more information
regarding this coverage, please refer to the Benefit Interpretation Policy Manual and Medical
Management Guidelines Manual available at www.myuhc.com.

Hospice Services — Hospice services are covered for Members with a terminal illness, defined as a
medical condition resulting in a prognosis of life expectancy of one year or less, if the disease follows its
natural course. Hospice services are provided as determined by the plan of care developed by the
Member’s interdisciplinary team, which includes, but is not limited to, the Member, the Member’'s PCP, a
registered nurse, a social worker and a spiritual caregiver. Hospice services are provided in an
appropriately licensed Hospice facility when the Member's interdisciplinary team has determined that the
Member's care cannot be managed at home because of acute complications or the temporary absence of
a capable primary caregiver.

Hospice services include skilled nursing services, certified Home Health Aide Services and homemaker
services under the supervision of a qualified registered nurse; bereavement services; social
services/counseling services; medical direction; volunteer services; pharmaceuticals, medical equipment
and supplies that are reasonable and needed for the palliation and management of the terminal illness
and related conditions; and physical and occupational therapy and speech-language pathology services
for purposes of symptom control, or to enable the Member to maintain activities of daily living and basic
functional skills.

Inpatient Hospice services are provided in an appropriately licensed Hospice facility when the Member’s
interdisciplinary team has determined that the Member’s care cannot be managed at home because of
acute complications or when it is needed to relieve the Family Members or other persons caring for the
Member (respite care). Respite care is limited to an occasional basis and to no more than five (5)
consecutive days at a time.

Inpatient Hospital Benefits/Acute Care — Medically Necessary inpatient Hospital Services authorized
by the Member’s Network Medical Group or UnitedHealthcare are covered, including, but not limited to:
semi-private room, nursing and other licensed health professionals, or other professionals as authorized
under California law, intensive care, operating room, recovery room, laboratory and professional charges
by the hospital pathologist or radiologist and other miscellaneous hospital charges for Medically
Necessary care and treatment.

Inpatient Hospital Mental Health Care Services — Medically Necessary Inpatient Hospital Services,
listed below to treat Mental Disorders, are covered under this Health Plan and are provided to you by
USBHPC. Mental health services for the diagnosis and treatment of Mental Disorders, including but not
limited to, Severe Mental lliness (SMI) and Serious Emotional Disturbances of Child (SED) conditions,
and Medically Necessary Behavioral Health Treatment administered by qualified autism service provider,
or a qualified autism service professional supervised by a qualified autism service provider, or a qualified
autism service paraprofessional supervised by a qualified autism service provider or a qualified autism
service professional.

Inpatient Mental Health Care Services — psychiatric inpatient services, including room and board,
drugs and services, including psychiatric inpatient services from licensed mental health Providers
including but not limited to psychiatrists and psychologists, provided at an Inpatient Treatment
Center, Residential Treatment Center are covered when Medically Necessary, prior authorized by
USBHPC, and provided at a Network Facility.

Inpatient Physician Services — Medically Necessary inpatient psychiatric services, including
voluntary psychiatric inpatient services provided by a Network Practitioner acting within the scope
of their license while the Member is hospitalized as an inpatient at an Inpatient Treatment Center

Questions about your benefits? Call our Customer Service Department at
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10.

or is receiving services at a Network Residential Treatment Center and which have been prior
authorized by USBHPC.

The scope of treatment services for mental health conditions that a plan must cover varies depending on
whether the condition is defined as a Severe Mental lliness (SMI), a Serious Emotional Disturbances of a
Child (SED), or another type of mental or substance use disorder that is not an SMI or SED.
Notwithstanding any exclusions or limitations described in this EOC, all treatment services for an SMI or
SED mental health condition shall be covered if and when medically necessary.

See your behavioral health supplement to this Combined Evidence of Coverage and Disclosure Form for
USBHPC as to how to obtain prior authorization and for any other further information.

See your Schedule of Benefits for any amounts you may have to pay.

Inpatient Physician and Specialist Care — Services from Physicians, including Specialists and other
licensed health professionals within, or upon referral from, the Member's Network Medical Group are
covered while the Member is hospitalized as an inpatient. A Specialist is a licensed health care
professional with advanced training in an area of medicine or surgery.

Inpatient Rehabilitation and Habilitation Care — Rehabilitation and Habilitation Services that must be
provided in an inpatient rehabilitation/habilitation Facility are covered. Inpatient rehabilitation/habilitation
consists of the combined and coordinated use of physical, occupational, and speech therapy when
Medically Necessary and provided by a Network Provider who is a registered physical, speech or
occupational therapist, or a healthcare professional under the direct supervision of a licensed physical
therapist acting within the scope of his or her license under California law. Medically Necessary treatment
for Mental Disorders and Substance-Related and Addictive Disorders are covered. (For a description of
coverage of Mental Disorder and Substance-Related and Addictive Disorders, please refer to the
behavioral health supplement to this Combined Evidence of Coverage and Disclosure Form.)

Inpatient Substance-Related and Addictive Disorder Services including Transitional Recovery
Services Rendered at a Treatment Center — Medically Necessary hospitalization for services to treat
Substance-Related and Addictive Disorder listed below are covered and are provided to you by
USBHPC.

Inpatient Substance-Related and Addictive Disorder Services, including Medical Detoxification
provided at an Inpatient Treatment Center — Medically Necessary Substance-Related and
Addictive Disorder Services, including Medical Detoxification, which have been prior authorized by
USBHPC and are provided by a Network Practitioner while the Member is confined in a Network
Inpatient Treatment Center or at a Network Residential Treatment Center.

Inpatient Physician Care — Medically Necessary Substance-Related and Addictive Disorder
Services, including Medical Detoxification, provided by a Network Practitioner while the Member is
confined at an Inpatient Treatment Center or at a Residential Treatment Center, or is receiving
services at a Network Day Treatment Center and which have been prior authorized by USBHPC.

Medical Detoxification — Medical Detoxification services, including room and board, drugs,
dependency recovery services, education and counseling are covered when provided by a
Network Practitioner at a Network Inpatient Treatment Center or at a Residential Treatment
Center when prior authorized by USBHPC.

Substance-Related and Addictive Disorder Services including Transitional Residential Recovery
Services Rendered at a Residential Treatment Center — Medically Necessary Substance-Related
and Addictive Disorder Services, provided to a Member during confinement at a Network
Residential Treatment Center are covered, if provided or prescribed by a Network Practitioner and
prior authorized by USBHPC.

Questions about your benefits? Call our Customer Service Department at
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11.

12.

13.

The scope of treatment services for mental health conditions that a plan must cover varies depending on
whether the condition is defined as a Severe Mental lliness (SMI), a Serious Emotional Disturbances of a
Child (SED), or another type of mental or substance use disorder that is not an SMI or SED.
Notwithstanding any exclusions or limitations described in this EOC, all treatment services for an SMI or
SED mental health condition shall be covered if and when medically necessary.

See your behavioral health supplement to this Combined Evidence of Coverage and Disclosure Form for
USBHPC as to how to obtain prior authorization and for any other further information.

Coverage for Substance-Related and Addictive Disorder Services is only available if purchased by the
Subscriber's Employer Group as a supplemental benefit. See your Schedule of Benefits for Substance-
Related and Addictive Disorder Services for coverage, if any, and for any amounts you may have to pay.

Mastectomy, Breast Reconstruction After Mastectomy and Complications From Mastectomy —
Medically Necessary mastectomy and lymph node dissection are covered, including prosthetic devices
and/or reconstructive surgery to restore and achieve symmetry for the Member incident to the
mastectomy. The length of a hospital stay is determined by the attending Physician and surgeon, in
consultation with the Member, consistent with sound clinical principles and processes. Coverage includes
any initial and subsequent reconstructive surgeries or prosthetic devices for the diseased breast on which
the mastectomy was performed. Coverage is provided for surgery and reconstruction of the other breast
if, in the opinion of the attending surgeon, this surgery is needed to achieve symmetrical appearance.
Medical treatment for any complications from a mastectomy, including lymphedema, is covered.

Maternity Care — Prenatal and maternity care services are covered, including labor, delivery and
recovery room charges, delivery by cesarean section, treatment of miscarriage and complications of
pregnancy or childbirth. Certain prenatal services are covered as preventive care. Please refer to
Preventive Care Services in the outpatient benefits section.

Educational courses on childcare and/or prepared childbirth classes are not covered.

Alternative birthing center services are covered when provided or arranged by a Network Hospital
affiliated with the Member’'s Network Medical Group.

Licensed/Certified nurse midwife services are covered only when available within the Member’'s
Network Medical Group.

Elective home deliveries are not covered.

A minimum 48-hour inpatient stay for normal vaginal delivery and a minimum 96-hour inpatient stay
following delivery by cesarean section are covered. Coverage for inpatient hospital care may be for a time
period less than the minimum hours if the decision for an earlier discharge of the mother and newborn is
made by the treating Physician in consultation with the mother. In addition, if the mother and newborn are
discharged prior to the 48 or 96 hour minimum time periods, a post-discharge follow-up visit for the
mother and newborn will be provided within 48 hours of discharge, when prescribed by the treating
Physician.

Maternal mental health condition including but not limited to prenatal or postpartum screening for
maternal mental health conditions by a licensed health care practitioner who provides prenatal or
postpartum care for a patient is covered. "Maternal mental health condition” means a mental health
condition that occurs during pregnancy or during the postpartum period and includes, but is not limited
to, postpartum depression.

Morbid Obesity (Surgical Treatment) — Bariatric surgical procedures are covered when Medically
Necessary and prior authorized. We will use evidence-based criteria to determine coverage of bariatric
surgery, such as the most recent National Institutes of Health (NIH) guidelines, in determining the Medical
Necessity of requests for surgical treatment for morbid obesity. Please refer to your Schedule of Benefits
for Co-payment/ Deductible information of this benefit or you may call our Customer Service department
for additional information.

Questions about your benefits? Call our Customer Service Department at

1-800-624-8822 or 711 (TTY)
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14.

15.

16.

17.

Newborn Care — Postnatal Hospital Services are covered, including circumcision and special care
nursery. A newborn Co-payment applies in addition to the Co-payment for maternity care, unless the
newborn is discharged with the mother within 48 hours of the baby’s normal vaginal delivery or within 96
hours of the baby’s cesarean delivery. Circumcision is covered for male newborns prior to hospital
discharge. See Circumcision under Outpatient Benefits for an explanation of coverage after hospital
discharge.

Organ Transplant and Transplant Services — Non-Experimental and Non-Investigational organ
transplants and transplant services are covered when the recipient is a Member and the transplant is
performed at a Designated Facility. Listing of the Member at a second Designated Facility is a covered
benefit unless the Regional Organ Procurement Agency is the same for both facilities.

Organ transplant listing is limited to two Designated Facilities. If the Member is listed at two facilities,
UnitedHealthcare will only cover costs related to the transplant surgical procedure (includes donor
surgical procedure and services) and post-transplant services at the facility where the transplant is
performed. The Member will be responsible for any duplicated diagnostic costs for a transplant evaluation
incurred at the second facility. Covered Health Care Services for living donors are limited to Medically
Necessary clinical services once a donor is identified. Transportation and other non-clinical expenses of
the living donor are excluded and are the responsibility of the Member who is the recipient of the
transplant. (See the definition for Designated Facility.)

Reconstructive Surgery — Reconstructive surgery is covered to correct or repair abnormal structures of
the body caused by congenital defects, developmental abnormalities, trauma, infection, tumors or
disease. It includes Medically Necessary dental or orthodontic services that are an integral part of the
reconstructive surgery for cleft palate procedures. Cleft palate means a condition that may include a cleft
palate, cleft lip, or other craniofacial anomalies related with a cleft palate. The purpose of reconstructive
surgery is to correct abnormal structures of the body to improve function or create a normal appearance
to the extent possible. Reconstructive procedures require prior authorization by the Member’'s Network
Medical Group or UnitedHealthcare in agreement with standards of care as practiced by Physicians
specializing in reconstructive surgery.

Skilled Nursing/Subacute and Transitional Care — Medically Necessary Skilled Nursing Care and
Skilled Rehabilitation and Habilitation Care are covered. The Member’'s Network Medical Group or
UnitedHealthcare will determine where the Skilled Nursing Care and Skilled Rehabilitation and
Habilitation Care will be provided. Refer to your Schedule of Benefits for the number of days covered
under your Health Plan. Subacute and Transitional Care are levels of care provided by a Skilled Nursing
Facility to a Member who does not require Hospital acute care, but who requires more intensive licensed
Skilled Nursing Facility care than is provided to the majority of the patients in a Skilled Nursing Facility.

Skilled Nursing Facility services will be provided in place of a Hospital stay when Medically Necessary,
and when authorized by the Member’'s PCP, or by the Member’'s Network Medical Group or by
UnitedHealthcare. When the Member is transferred from a Skilled Nursing Facility to an acute Hospital
setting, and then back to a Skilled Nursing Facility, the days spent in the acute Hospital are not counted
against the benefit limitation as described in your Schedule of Benefits.

A benefit period begins on the date the enrollee is admitted to a Hospital or a Skilled Nursing Facility at a
skilled level of care. A benefit period ends on the date the enrollee has not been an inpatient in a Hospital
or Skilled Nursing Facility, receiving a skilled level of care, for 60 consecutive days. A new benefit period
can begin only after any existing benefit period ends. A prior three-day stay in an acute care Hospital is
not required to begin a benefit period.

Prescription drugs are covered when provided by the Skilled Nursing Facility and used by the Member
during a period of covered Skilled Nursing Facility care. Services or supplies not included in the written
treatment plan and Custodial Care are not covered.

Questions about your benefits? Call our Customer Service Department at
1-800-624-8822 or 711 (TTY)
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Outpatient drugs and prescription medications are available as a supplemental benefit. Please refer to
“Drugs and Prescription Medication” (Outpatient) listed in Exclusions and Limitations.

18. Termination of Pregnancy — Refer to the Schedule of Benefits for the terms of coverage.

Il. Outpatient Benefits

The following benefits are available on an outpatient basis and must be provided by the Member’s
Primary Care Physician or authorized by the Member’s Network Medical Group or UnitedHealthcare.
Covered services include those which are Medically Necessary, or otherwise required to be covered
under the law or otherwise as described below including those for coverage of Serious Emotional
Disturbances of a Child or Severe Mental lliness. The fact that a Physician has ordered a particular
service, supply or treatment will not make it covered under the Health Plan. A service, supply or
treatment must be Medically Necessary, or otherwise required to be covered under the law, or as
otherwise described below and not excluded from coverage in order to be a Covered Health Care
Service.

1.

Allergy Serum — Allergy serum, including needles, syringes, and other supplies for the administration of
the serum, are covered for the treatment of allergies. Allergy serum, needles and syringes must be
obtained through a UnitedHealthcare Network Physician.

Allergy Testing Treatment — Services and supplies are covered, including provocative antigen testing,
to determine appropriate allergy treatment. Services and supplies for the treatment of allergies, including
allergen/antigen immunotherapy and serum, are covered according to an established treatment plan.

Ambulance — The use of an ambulance (land or air) is covered without prior authorization when the
Member reasonably believes there is an emergency medical or psychiatric condition that requires
ambulance transport to access Emergency Health Care Services. Such coverage includes, but is not
limited to, ambulance or ambulance transport services provided through the 911 emergency response
system. Ambulance transportation is limited to the nearest available emergency Facility having the
expertise to stabilize the Member's Emergency Medical Condition. Use of an ambulance for a non-
Emergency Health Care Services is covered only when it is authorized by the Member’'s Network Medical
Group or UnitedHealthcare.

Attention Deficit/Hyperactivity Disorder — The medical management of Attention Deficit/ Hyperactivity
Disorder (ADHD) is covered including the diagnostic evaluation and laboratory monitoring of prescribed
drugs. Coverage for Outpatient prescribed drugs is only available if the Subscriber's Employer Group has
purchased the supplemental Outpatient Prescription Drug Benefit. This medical benefit does not include
family counseling, please refer to Section 5. Your Medical Benefits and to the behavioral health
supplement to the Combined Evidence of Coverage and Disclosure Form for USBHPC for terms and
conditions of coverage.

Blood and Blood Products — Blood and blood products are covered. Autologous (self-donated), donor-
directed and donor-designated blood processing costs are limited to blood collected for a scheduled
procedure.

Bone-Anchored Hearing Aid — Bone-anchored hearing aid is covered only when the Member has either
of the following:

a. Craniofacial anomalies in which abnormal or absent ear canals prevent the use of a wearable hearing
aid, or

b. Hearing loss of sufficient severity that it cannot be corrected by a wearable hearing aid.

Covered Health Care Services are available for a bone anchored hearing aid that is purchased as a result
of a written recommendation by a Network Physician.

Questions about your benefits? Call our Customer Service Department at
1-800-624-8822 or 711 (TTY)
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Note: Bone-anchored hearing aid will not be subject to the non-implantable hearing aid limit. There will
not be a dollar maximum related to this benefit. Bone-anchored hearing aid will be subject to applicable
medical/surgical categories (e.g., inpatient hospital, Physician fees) only for Members who meet the
medical criteria shown above. Repairs and/or replacement for the implanted components of a bone-
anchored hearing aid are not covered, except for malfunctions.

Replacement of external hearing aid components for bone-anchored hearing aids is covered under the
DME benefit. External components for bone-anchored hearing aids are either body-worn or worn behind
the ear. Examples of external components include an external abutment and a sound processor.
Replacement of external hearing aid components is only covered due to malfunction and when the
condition of the device or part requires repairs that exceed the cost of replacement. Deluxe model and
upgrades that are not Medically Necessary are not covered.

Please refer to the “Hearing Aid and Hearing Device” benefit description in this section for non-
implantable hearing aid; the Schedule of Benefits for applicable Co-payments/Deductibles and to the
“Bone-Anchored Hearing Aid” exclusion listed in "Other Exclusions and Limitations".

Chiropractic Services — Please refer to your Chiropractic Schedule of Benefits, if any.

Clinical Trials — Please refer to the benefit described above under Inpatient Clinical Trials. Outpatient
services Co-payments and/or Deductibles apply for any Clinical Trials services received on an outpatient
basis according to the Co-payments for that specific outpatient service. UnitedHealthcare is required to
pay for the services covered under this benefit at the rate agreed upon by UnitedHealthcare and a
Network Provider, minus any applicable Co-payment or Deductibles. In the event the Member takes part
in a clinical trial provided by an Out-of-Network Provider that does not agree to perform these services at
the rate UnitedHealthcare negotiates with Network Providers, the Member will be responsible for payment
of the difference between the Out-of-Network Provider’s billed charges and the rate negotiated by
UnitedHealthcare with Network Providers, in addition to any applicable Co-payment, or Deductibles.

Any additional expenses the Member may have to pay beyond UnitedHealthcare’s negotiated rate due to
using an Out-of-Network Provider do not apply to the Member’'s Annual Co-payment Limit.

9. Circumcision — Circumcision is covered for male newborns prior to hospital discharge. Circumcision is
covered after hospital discharge only when:

Circumcision was delayed by the Network Provider during first hospitalization. Unless the delay was
for medical reasons, the circumcision is covered after discharge only through the 28 day neonatal
period, or

Circumcision was determined to be medically inappropriate during first hospitalization due to medical
reasons (for example, prematurity, congenital deformity, etc.). The circumcision is covered when the
Network Provider determines it is medically safe and the circumcision is performed within 90 days
from that determination.

Circumcision other than noted under the outpatient Circumcision benefit will be reviewed for Medical
Necessity by the Network Medical Group or UnitedHealthcare Medical Director or designee.

10. Cochlear Implant Device — An implantable cochlear device for bilateral, profoundly hearing-impaired
persons or prelingual persons who are not benefited from conventional amplification (hearing aids) is
covered. Please also refer to "Cochlear Implant Medical and Surgical Services".

11. Cochlear Implant Medical and Surgical Services — The implantation of a cochlear device for bilateral,
profoundly hearing-impaired or prelingual persons who are not benefited from hearing aids is covered.
This benefit includes services needed to support the mapping and functional assessment of the cochlear
device at the authorized Network Provider. (For an explanation of speech therapy benefits, please refer to
Outpatient Medical Rehabilitation and Habilitation Therapy.)

12. Dental Treatment Anesthesia — See Oral Surgery and Dental Services; Dental Treatment Anesthesia.
Questions about your benefits? Call our Customer Service Department at
1-800-624-8822 or 711 (TTY)
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13.

14.

15.

16.

Diabetic Management and Treatment — Coverage includes outpatient self-management training,
education and medical nutrition therapy services. The diabetes outpatient self-management training,
education and medical nutrition therapy services covered under this benefit will be provided by
appropriately licensed or registered health care professionals. These services must be provided under the
direction of and prescribed by a Network Provider.

Diabetic Self-Management Items — Equipment and supplies for the management and treatment of
diabetes are covered, based upon the medical needs of the Member, including, but not necessarily
limited to: blood glucose monitors; blood glucose monitors designed to help the visually impaired; strips;
lancets and lancet puncture devices; pen delivery systems (for the administration of insulin); insulin
pumps and all related necessary supplies; ketone urine testing strips; insulin syringes; podiatry services;
and devices to prevent or treat diabetes-related complications. Members must have coverage under a
Outpatient Prescription Drug Benefit Supplement for insulin, glucagon and other diabetic medications.

Visual aids are covered for Members who have a visual impairment that would prohibit the proper dosing
of insulin. Visual aids do not include eyeglasses or contact lenses. The Member’'s Network Provider will
prescribe insulin syringes and pen delivery systems, lancets and lancet puncture devices, blood glucose
test strips and ketone urine test strips to be filled at a pharmacy that contracts with UnitedHealthcare.

Dialysis — Acute and chronic hemodialysis and peritoneal dialysis services and supplies are covered.
Chronic dialysis (peritoneal or hemodialysis) must be authorized by the Member’'s Network Medical Group
or UnitedHealthcare and provided within the Member’s Network Medical Group. The fact that the Member
is outside the geographic area served by the Network Medical Group will not entitle the Member to
coverage for maintenance of chronic dialysis to facilitate travel.

Durable Medical Equipment (DME) (Rental, Purchase or Repair) — DME is covered when it is
designed to help in the treatment of an injury or illness of the Member, and the equipment is mainly for
use in the home (or another location used as the enrollee’s home). DME is medical equipment that can
exist for a reasonable period of time without significant deterioration. Examples of covered DME include
wheelchairs, hospital beds, standard oxygen-delivery systems, equipment for the treatment of asthma
(nebulizers, masks, tubing and peak flow meters, the equipment and supplies must be prescribed by and
are limited to the amount requested by the Network Physician), standard curved handle or quad cane and
replacement supplies, standard or forearm crutches and replacement supplies, dry pressure pad for a
mattress, 1V pole, enteral pump and supplies, bone stimulator, cervical traction (over the door),
phototherapy blankets for treatment of jaundice in newborns, certain dialysis care equipment, brassieres
required to hold a breast prosthesis (up to three every 12 months), compression burn garments and
lymphedema wraps and garments dialysis equipment and supplies for home hemodialysis and peritoneal
dialysis. Outpatient drugs, prescription medications and inhaler spacers for the treatment of asthma are
available under the prescription drug benefit if purchased as a supplemental benefit. Please refer to the
Pharmacy Schedule of Benefits, “Medication Covered by Your Benefit” under “Miscellaneous Prescription
Drug Coverage” for coverage.

Ostomy and urological supplies substantially equal to the following:

a. Ostomy supplies: adhesives; adhesive remover; ostomy belt; hernia belts; catheter; skin
wash/cleaner; bedside drainage bag and bottle; urinary leg bags; gauze pads; irrigation faceplate;
irrigation sleeve; irrigation bag; irrigation cone/catheter; lubricant; urinary connectors; gas filters;
ostomy deodorants; drain tube attachment devices; gloves; stoma caps; colostomy plug; ostomy
inserts; urinary and ostomy pouches; barriers; pouch closures; ostomy rings; ostomy face plates; skin
barrier; skin sealant; and waterproof and non-waterproof tape.

b. Urological supplies: adhesive catheter skin attachment; catheter insertion trays with and without
catheter and bag; male and female external collecting devices; male external catheter with integral
collection chamber; irrigation tubing sets; indwelling catheters; foley catheters; intermittent catheters;
cleaners; skin sealants; bedside and leg drainage bags; bedside bag drainage bottle; catheter leg

Questions about your benefits? Call our Customer Service Department at
1-800-624-8822 or 711 (TTY)
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17.

18.

19.

20.

straps; irrigation tray; irrigation syringe; lubricating gel; sterile individual packets; tubing and
connectors; catheter clamp or plug; penile clamp; urethral clamp or compression device; waterproof
and non-waterproof tape; and catheter anchoring device.

c. Incontinence supplies for Hospice patients: disposable incontinence underpads; adult incontinence
garments.

d. Ostomy and urological supplies required under this section do not include supplies that are comfort,
convenience, or luxury equipment or features.

Replacements, repairs and adjustments to DME are limited to normal wear and tear or because of a
significant change in the Member’s physical condition. The Member’s Network Medical Group or
UnitedHealthcare has the option to repair or replace DME items. Replacement of lost or stolen DME is
not covered. The following equipment and accessories are not covered: Non-Medically Necessary
optional attachments and modifications to DME for the comfort or convenience of the Member,
accessories for portability or travel, a second piece of equipment with or without additional accessories
that is for the same or similar medical purpose as existing equipment and home and/or car modifications
to accommodate the Member’s condition.

For a detailed listing of covered DME, please contact the UnitedHealthcare Customer Service department
at 1-800-624-8822.

Please refer to “Bone-Anchored Hearing Aid” in the “Outpatient Benefits” section and in the “Other
Exclusions and Limitations” section for a description of coverage for external hearing aid components
subject to the DME benefit and limitations.

Family Planning — Covered Health Care Services include all Food and Drug Administration (FDA)
approved contraceptive methods including drugs, devices, and other products for women, including all
FDA-approved contraceptive drugs, devices, and products available over the counter, as prescribed by
the Member’s Network Provider, voluntary sterilization procedures, and patient education and counseling
on contraception and follow-up services related to the drugs, devices, products, and procedures
including, but not limited to, management of side effects, counseling for continued adherence, and device
insertion and removal.

Where FDA has approved one or more therapeutic equivalents of a contraceptive drug, device, or
product, we are only required to cover at least one therapeutic equivalent without cost sharing. If a
contraceptive is prescribed for other than contraceptive purposes, the Co-payment at the applicable
prescription drug tier will apply.

Footwear — Specialized footwear, including foot orthotics, custom-made or standard orthopedic shoes
are covered for a Member with diabetic foot disease or when an orthopedic shoe is permanently attached
to a Medically Necessary orthopedic brace. Replacements, repairs and adjustments to foot orthotics are
covered when Medically Necessary and authorized by the Member's Network Medical Group or
UnitedHealthcare.

Gender Dysphoria - Prior authorization of medically necessary services must be done by
UnitedHealthcare or delegated Providers as determined by UnitedHealthcare. For more information
regarding this coverage, please refer to the Benefit Interpretation Policy Manual and Medical
Management Guidelines Manual available at www.myuhc.com.

Health Education Services — Includes wellness programs such as a stop smoking or tobacco cessation
program available to enrolled Members. UnitedHealthcare also makes health and wellness information
available to Members. For more information about the tobacco cessation program or any other wellness
program, contact the Customer Service department at 1-800-624-8822, or visit the UnitedHealthcare
website.

Questions about your benefits? Call our Customer Service Department at
1-800-624-8822 or 711 (TTY)
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22.

The Member’s Network Medical Group may offer additional community health programs. These programs
are independent of health improvement programs offered by UnitedHealthcare and are not covered. Fees
charged will not apply to the Member’'s Co-payment limit.

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

Covered Health Care Services are available for a hearing aid that is purchased due to a written
recommendation by a Network Physician. Covered Health Care Services are provided for the hearing aid
and for charges for associated fitting and testing.

Non-implantable hearing aid benefit will be limited to one hearing aid including repairs and replacements
per hearing impaired ear every 3 years.

Please refer to the Schedule of Benefits for any applicable Co-payments, and Deductible Amounts limit
and benefit limitations in the Hearing Aid and Hearing Device listed in Other Exclusions and Limitations.
For implantable hearing aid, refer to Bone-Anchored Hearing Aid in this section.

Home Health Care Visits — A Member is eligible to receive Home Health Care Visits if the Member:

is confined to the home (home is wherever the Member makes his or her home but does not include
acute care, rehabilitation or Skilled Nursing Facilities);

needs Medically Necessary skilled nursing visits or needs physical, speech or occupational therapy;
and

the Home Health Care Visits are provided under a plan of care established and periodically reviewed
and ordered by a UnitedHealthcare Network Provider. “Skilled Nursing Services” means the services
provided directly by or under the direct supervision of licensed nursing personnel, including the
supportive care of a Home Health Aide. Skilled nursing visits may be provided by a registered nurse
or licensed vocational nurse.

If a Member is eligible for Home Health Care Visits in agreement with the authorized treatment plan, the
following Medically Necessary Home Health Care Visits may be included, but are not limited to:

a. Skilled nursing visits;

b. Home Health Aide Services visits that provide supportive care in the home which are reasonable and
necessary to the Member’s illness or injury;

c. Physical, occupational, or speech therapy that is provided on a per visit basis;
d. Medical supplies, DME; and

e. Infusion therapy medications and supplies and laboratory services as prescribed by a Network
Provider to the extent such services would be covered by UnitedHealthcare had the Member
remained in the hospital, rehabilitation or Skilled Nursing Facility.

f. Drugs, medications and related pharmaceutical services are covered for those Members enrolled in
UnitedHealthcare’s Outpatient Prescription Benefit. OQutpatient prescription drugs are available as a
supplemental benefit. Please refer to your Schedule of Benefits.

If the Member’s Network Medical Group determines that Skilled Nursing Service needs are more
extensive than the services described in this benefit, the Member will be transferred to a Skilled Nursing
Facility to obtain services. UnitedHealthcare, in consultation with the Member’'s Network Medical Group,
will determine the appropriate setting for delivery of the Member's Skilled Nursing Services.

Please refer to the Schedule of Benefits for any applicable Co-payments/Deductibles and benefit
limitations.

Questions about your benefits? Call our Customer Service Department at
1-800-624-8822 or 711 (TTY)
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24,

25.

Please refer to the Schedule of Benefits for any applicable Co-payments and benefit limitations.

Hospice Services — Hospice services are covered for Members with a terminal iliness, defined as a
medical condition resulting in a prognosis of life expectancy of one year or less, if the disease follows its
natural course. Hospice services are provided according to the plan of care developed by the Member's
interdisciplinary team, which includes, but is not limited to, the Member, the Member’'s PCP, a registered
nurse, a social worker and a spiritual caregiver.

Hospice services include skilled nursing services, certified Home Health Aide Services and homemaker
services under the supervision of a qualified registered nurse; bereavement services; social
services/counseling services; medical direction; volunteer services; pharmaceuticals, medical equipment
and supplies that are reasonable and necessary for the palliation and management of the terminal iliness
and related conditions; physical and occupational therapy and speech-language pathology services for
purposes of symptom control, or to enable the Member to maintain activities of daily living and basic
functional skills.

Covered Hospice services are available in the home on a 24-hour basis when Medically Necessary,
during periods of crisis, when a Member requires continuous care to achieve palliation or management of
acute medical symptoms. Inpatient Hospice services are provided in an appropriately licensed Hospice
facility when the Member’s interdisciplinary team has determined that the Member’s care cannot be
managed at home because of acute complications or when it is needed to relieve the Family Members or
other persons caring for the Member (respite care). Respite care is limited to an occasional basis and to
no more than 5 consecutive days at a time.

Infertility Services — Please refer to the Schedule of Benefits for coverage, if any. Coverage for Infertility
Services is only available if purchased by the Subscriber’'s Employer Group as a supplemental benefit. If
the Member’s Health Plan includes an Infertility Services supplemental benefit, a supplement to the
Combined Evidence of Coverage and Disclosure Form will be provided to the Member.

Injectable Drugs (Outpatient Injectable Medications and Self-Injectable Medications) —

= Infusion Therapy — Infusion therapy refers to the therapeutic administration of drugs or other prepared
or compounded substances by the Intravenous route (includes chemotherapy). Infusion therapy is
covered when provided as part of a treatment plan authorized by the Member's PCP, Network Medical
Group or UnitedHealthcare. The infusions must be administered in the Member's home, Network
Physician’s office or in an institution, such as a board and care, Custodial Care, or assisted living
facility, which is not a hospital or institution mainly engaged in providing Skilled Nursing Services or
Rehabilitation Services.

= Outpatient Injectable Medications — Outpatient injectable medications (except insulin) include those
drugs or preparations which are not usually self-administered, and which are given by the
Intramuscular or Subcutaneous route. Outpatient injectable medications (except insulin) are covered
when administered as part of a Physician’s office visit and when not otherwise limited or excluded
(e.g., insulin, certain immunizations, infertility drugs, birth control, or off-label use of covered injectable
medications). Outpatient injectable medications must be obtained through a Network Provider, the
Member’s Network Medical Group or UnitedHealthcare-Designated Pharmacy and may require prior
authorization by UnitedHealthcare. Please refer to Preventive Care Services in the outpatient benefits
section for a description of immunizations covered as preventive care.

= Self-Injectable Medications — Self-injectable medications (except insulin) are defined as those drugs
which are either generally self-administered by the Subcutaneous route regardless of the frequency of
administration, or by the Intramuscular route at a frequency of one or more times per week. Self-
injectable medications (except insulin) are covered when prescribed by a Network Provider, as
authorized by the Member’s Network Medical Group or by UnitedHealthcare. Self-injectable
medications must be obtained through a Network Provider, through the Member's Network Medical
Group or UnitedHealthcare-Designated Pharmacy/specialty injectable vendor and may require prior

Questions about your benefits? Call our Customer Service Department at
1-800-624-8822 or 711 (TTY)
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authorization by UnitedHealthcare. A separate Co-payment applies to all self-injectable medications for
a 30-day supply (or for the prescribed course of treatment if shorter), whether self-administered or
injected in the Physician’s office, and is applied in addition to any office visit Co-payment or Deductible.

Laboratory Services — Medically Necessary diagnostic and therapeutic laboratory services are covered.

Maternity Care, Tests and Procedures/ Maternal Mental Health — Physician visits, laboratory
services (including the California Prenatal Screening Program), and radiology services are covered for
prenatal and postpartum maternity care. Nurse-midwife services are covered when available within,
and authorized by, the Member’s Network Medical Group.

Prenatal diagnosis of fetal genetic disorders including tests for specific genetic disorders for which
genetic counseling is available are covered.

When certain laboratory services are performed as prenatal preventive screening, as defined by the
United Services Preventive Services Task Force (USPSTF) with an "A" or "B" recommendation and the
Department of Health and Human Services (HHS). Covered Health Care Services are provided under
“Preventive Care Services” in the outpatient benefits section.

Maternal mental health condition including but not limited to prenatal or postpartum screening for
maternal mental health conditions by a licensed health care practitioner who provides prenatal or
postpartum care for a patient is covered. "Maternal mental health condition” means a mental health
condition that occurs during pregnancy or during the postpartum period and includes, but is not limited
to, postpartum depression.

Medical Supplies and Materials — Medical supplies and materials needed to treat an illness or injury are
covered when used or provided while the Member is treated in the Network Provider’s office, during the
course of an iliness or injury, or stabilization of an injury or iliness, under the direct supervision of the
Network Provider. Examples of items commonly provided in the Network Provider’s office to treat the
Member's illness or injury are gauzes, ointments, bandages, slings and casts.

Mental Health Care Services — Services to diagnose and treat Mental Disorders and Medically
Necessary Behavioral Health Treatment including but not limited to those listed below are covered under
this Health Plan and are provided to you by USBHPC.

Outpatient mental health care services — Medically Necessary Mental Health Care Services provided by a
Network Practitioner including individual and group mental health evaluation and treatment and services
for the purpose of monitoring drug therapy. Certain outpatient services that require prior authorization by
USBHPC, when Medically Necessary are Outpatient Electro-Convulsive Treatment, Partial
Hospitalization/ Day Treatment and Intensive Outpatient Treatment; Behavioral Health Treatment for
PDD/ Autism including Applied Behavior Analysis (ABA) and other evidence-based behavior intervention
programs; and Psychological Testing when necessary to diagnose and evaluate a Mental Disorder and
authorized. Such services must be provided at the office of the Network Practitioner or at a Network
Outpatient Treatment Center. Intensive Psychiatric Treatment Programs may include Partial
Hospitalization/ Day Treatment and Intensive Outpatient Treatment as intensive outpatient care.

e Behavioral Health Treatment for Pervasive Developmental Disorder (“PDD”) or Autism - Prior
authorization required; Professional services and treatment programs, including applied behavior
analysis and evidence-based behavior intervention programs that develop or restore, to the limit
extent practicable, the functioning of a Covered Person with pervasive developmental disorder or
autism, and that meet the criteria required by California law. Please refer to Section 10, Definitions,
for a description of the required criteria.

¢ Intensive Psychiatric Treatment Programs — when provided at a Network Facility or Day Treatment
Center, prior authorization is required. These programs include:

Short-term hospital-based intensive outpatient care (Partial Hospitalization/ Day Treatment and
Intensive Outpatient Treatment)

Questions about your benefits? Call our Customer Service Department at
1-800-624-8822 or 711 (TTY)
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Short-term multidisciplinary treatment in an intensive outpatient psychiatric treatment program

Short-term treatment in a crisis residential program in licensed psychiatric treatment facility with
24-hour-a-day monitoring by clinical staff for stabilization of an acute psychiatric crisis

Psychiatric observation for an acute psychiatric crisis

Prescribed medications are covered as described in the Outpatient Prescription Drug Benefit supplement
to this Combined Evidence of Coverage and Disclosure Form.

The scope of treatment services for mental health conditions that a plan must cover varies depending on
whether the condition is defined as a Severe Mental lliness (SMI), a Serious Emotional Disturbances of a
Child (SED), or another type of mental or substance use disorder that is not an SMI or SED.
Notwithstanding any exclusions or limitations described in this EOC, all treatment services for an SMI or
SED mental health condition shall be covered if and when medically necessary.

See your behavioral health supplement to this Combined Evidence of Coverage and Disclosure Form for
USBHPC as to how to obtain prior authorization and for any other further information.

See your Schedule of Benefits for any amounts including Co-payments and Deductibles you may have to
pay.
. OB/GYN Physician Care — See “Physician OB/GYN Care.”

. Oral Surgery and Dental Services — Emergency Health Care Services for stabilizing an acute injury to
sound natural teeth, the jawbone or the surrounding structures and tissues are covered. Coverage is
limited to treatment provided within 48 hours of injury or as soon as the Member is medically stable. Other
covered oral surgery and dental services include:

= Oral surgery or dental services provided by a Physician or dental professional for treatment of primary
medical conditions. Examples include, but are not limited to:

— Biopsy and excision of cysts or tumors of the jaw, treatment of malignant neoplastic disease(s)
and treatment of temporomandibular joint syndrome (TMJ);

— Biopsy of gums or soft palate;

— Oral or dental exam performed on an inpatient or outpatient basis as part of a comprehensive
work-up prior to transplantation surgery;

— Preventive fluoride treatment prior to an aggressive chemotherapeutic or radiation therapy
protocol. Fluoride trays and/or bite guards used to protect the teeth from caries and possible
infection during radiation therapy;

— Reconstruction of a ridge that is performed as a result of and at the same time as the surgical
removal of a tumor (for other than dental purposes);

— Reconstruction of the jaw when Medically Necessary (e.g., radical neck or removal of mandibular
bone for cancer or tumor);

— Reconstructive surgery due to congenital defect such as cleft lip and cleft palate. Refer to
“Reconstructive Surgery” procedure.

— Ridge augmentation or alveoplasty are covered when determined to be Medically Necessary
based on state cosmetic reconstructive surgery law and jawbone surgery law;

— Setting of the jaw or facial bones;

— Tooth extraction prior to a major organ transplant or radiation therapy of neoplastic disease to the
head or neck;

— Treatment of maxillofacial cysts, including extraction and biopsy.
Questions about your benefits? Call our Customer Service Department at
1-800-624-8822 or 711 (TTY)
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Dental Services beyond emergency treatment to stabilize an acute injury including, but not limited to,
crowns, fillings, dental implants, caps, dentures, braces, dental appliances and orthodontic procedures
are not covered. Charges for the dental procedure(s) beyond emergency treatment to stabilize an acute
injury, including, but not limited to, professional fees of the dentist or oral surgeon, X-ray and laboratory
fees or related dental supplies provided in connection with the care, treatment, filling, removal or
replacement of teeth or structures directly supporting the teeth, dental services include those for crowns,
root canals, replacement of teeth, complete dentures, gold inlays, fillings, and other dental services
specific to the replacement of teeth or structures directly supporting the teeth and other dental services
specific to the treatment of the teeth are not covered except for services covered by UnitedHealthcare
under this outpatient benefit, “Oral Surgery and Dental Services.”

Oral Surgery and Dental Services: Dental Treatment Anesthesia — Anesthesia and related Facility
charges for dental procedures provided in a hospital or outpatient surgery center are covered when:

a. the Member’s clinical status or underlying medical condition requires use of an outpatient surgery
center or inpatient setting for the provision of the anesthesia for a dental procedure(s) that ordinarily
would not require anesthesia in a hospital or outpatient surgery center setting; and

b. one of the following criteria is met:
The Member is under 7 years of age;
The Member is developmentally disabled, regardless of age; or

The Member’s health is compromised and general anesthesia is Medically Necessary,
regardless of age.

The Member’s dentist must get prior authorization from the Member’s Network Medical Group or
UnitedHealthcare before the dental procedure is provided.

Dental anesthesia in a dental office or dental clinic is not covered. Charges for the dental procedure(s)
itself, including, but not limited to, professional fees of the dentist or oral surgeon, X-ray and laboratory
fees or related dental supplies provided in connection with the care, treatment, filling, removal or
replacement of teeth or structures directly supporting the teeth, are not covered except for services
covered by UnitedHealthcare under the outpatient benefit, Oral Surgery and Dental Services.

Outpatient Habilitative Services and Devices — For purposes of this benefit, habilitative services
means health care services and devices that help a person keep, learn or improve skills and functioning
for daily living. Examples include therapy for a child who is not walking or talking at the expected age.

Services include:

= Individual and group outpatient physical, occupational, and speech therapy related to pervasive
developmental disorder or autism.

= All other individual and group outpatient physical, occupational, and speech therapy.
»= Cognitive habilitation therapy

Physical, occupational, and speech therapy provided in an organized, multidisciplinary rehabilitation
day-treatment program, a skilled nursing facility; and in an inpatient hospital (including treatment in an
organized multidisciplinary rehabilitation program).

Habilitative services must be performed by a Physician, a licensed therapy Provider, or qualified autism
service Provider or other Provider licenses, certified, or otherwise authorized under state law to perform
the service, and within the Provider’s scope of practice. Benefits under this section include habilitative
services provided in a Physician's office or on an outpatient basis at a Hospital or Alternate Facility.
Habilitative services provided in a Member’'s home by a home health agency are provided as described
under Home Health Care Visits. Habilitative services provided in a Member's home other than by a home
health agency are provided as described under this section.

Questions about your benefits? Call our Customer Service Department at
1-800-624-8822 or 711 (TTY)
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Benefits can be discontinued when the treatment goals and objectives are achieved or no longer
appropriate.

Benefits for Durable Medical Equipment and prosthetic devices, when used as a component of habilitative
services, are described under Durable Medical Equipment (Rental, Purchase or Repair) and; Prosthetics
and Corrective Appliances/Orthotics.

Benefits for habilitative services provided during an Inpatient Stay are a medical benefit as described
under Skilled Nursing Facility/Subacute Transitional Care and Inpatient Rehabilitation and Habilitation
Care.

Benefits, terms, and conditions for behavioral health treatment for pervasive developmental disorder or
autism are described under Inpatient Mental Health Care Services and Outpatient Mental Health Care
Services.

Outpatient Rehabilitation Services and Devices - Services include:

» |ndividual and group outpatient physical, occupational, and speech therapy related to pervasive
developmental disorder or autism.

= All other individual and group outpatient physical, occupational, and speech therapy.
* Pulmonary rehabilitation therapy

= Cardiac rehabilitation

» Post-cochlear implant aural therapy

= Cognitive rehabilitation therapy

= Physical, occupational, and speech therapy provided in an organized, multidisciplinary rehabilitation
day-treatment program, a skilled nursing facility; and in an inpatient hospital (including treatment in an
organized multidisciplinary rehabilitation program).

Rehabilitation services must be performed by a Physician, a licensed therapy Provider, or qualified autism
service Provider or other Provider licenses, certified, or otherwise authorized under state law to perform
the service, and within the Provider’s scope of practice. Benefits under this section include rehabilitation
services provided in a Physician's office or on an outpatient basis at a Hospital or Alternate Facility.
Rehabilitative services provided in a Member's home by a home health agency are provided as described
under Home Health Care Visits. Rehabilitative services provided in a Member's home other than by a
home health agency are provided as described under this section.

Benefits can be discontinued when the treatment goals and objectives are achieved or no longer
appropriate.

Benefits for inpatient rehabilitative services provided during an Inpatient Stay are a medical benefit as
described under Skilled Nursing Facility/Subacute Transitional Care and Inpatient Rehabilitation and
Habilitation Care.

Benefits, terms, and conditions for behavioral health treatment for pervasive developmental disorder or
autism are described under Inpatient Mental Health Care Services and Outpatient Mental Health Care
Services.

Outpatient Services — Medically Necessary services, treatments or procedures performed in a hospital

outpatient services department setting or a free-standing facility that is not a certified ambulatory surgical
center or outpatient surgery department of an acute hospital are covered. Examples include, but are not

limited to: endoscopies, hyperbaric oxygen and wound care.

Outpatient Surgery — Short-stay, same-day or other similar outpatient surgery facilities and professional
Physician/ surgeon fees and outpatient visits are covered.

Questions about your benefits? Call our Customer Service Department at
1-800-624-8822 or 711 (TTY)

34



37.

38.

39.

40.

Phenylketonuria (PKU) Testing and Treatment — Testing for Phenylketonuria (PKU) is covered to
prevent the development of serious physical or mental disabilities or to promote normal development or
function as a result of PKU enzyme deficiency. PKU includes those formulas and special food products
that are part of a diet prescribed by a Network Physician and managed by a health care professional in
consultation with a Physician who specializes in the treatment of metabolic disease and who takes part in
or is authorized by UnitedHealthcare, provided that the diet is deemed Medically Necessary to prevent
the development of serious physical or mental disabilities or to promote normal development or function
as a consequence of PKU. Special food products do not include food that is naturally low in protein but
may include a special low-protein formula specifically approved for PKU and special food products that
are specially formulated to have less than one gram of protein per serving.

Physician Care (PCP and Specialist) — Diagnostic, consultation and treatment services provided by the
Member's PCP are covered. Services of a Specialist are covered upon referral by Member’'s Network
Medical Group or UnitedHealthcare. A Specialist is a licensed health care professional with advanced
training in an area of medicine or surgery.

Physician OB/GYN Care — The Member may obtain obstetrical and gynecological Physician services
directly from an OB/GYN, Family Practice Physician or surgeon (designated by the Member’'s Network
Medical Group as providing OB/GYN services) affiliated with the Member’'s Network Medical Group.

Preventive Care Services — Preventive Care Services means Covered Health Care Services provided
on an outpatient basis at a Network Physician's office or a Network Hospital that encompasses medical
services that have been demonstrated by clinical evidence to be safe and effective in either the early
detection of disease or in the prevention of disease, have been proven to be related to beneficial health
outcomes and include the following as required under applicable law:

Evidence-based items or services that have in effect a rating of A or B in the current
recommendations of the United States Preventive Services Task Force (USPSTF).

Immunizations that have in effect a recommendation from the Advisory Committee on Immunization
Practices of the Centers for Disease Control and Prevention.

With respect to infants, children and adolescents, evidence-informed preventive care and screenings
provided for in the comprehensive guidelines supported by the Health Resources and Services
Administration and the Periodicity Schedule of the Bright Futures Recommendations for Pediatric
Preventive Health Care and Uniform Panel of the Secretary's Advisory Committee on Heritable
Disorders in Newborns and Children.

With respect to women, such additional preventive care and screenings as provided for in
comprehensive guidelines supported by the Health Resources and Services Administration, including
well-woman visits (including routine prenatal obstetrical office visits); gestational diabetes screening;
human papillomavirus (HPV) DNA testing for women 30 years and older every 3 years; counseling for
sexually transmitted infections; counseling and screening for human immune-deficiency virus (HIV);
FDA-approved contraceptive methods and counseling; breastfeeding support and counseling; breast
pump purchase of personal pump and supplies; and screening and counseling for interpersonal and
domestic violence.

Preventive screening services include but are not limited to the following:

Breast Cancer Screening and Diagnosis — Services are covered for the screening and diagnosis of
breast cancer. Screening and diagnosis will be covered consistent with generally accepted medical
practice and scientific evidence, upon referral by the Member's PCP. Mammography for screening or
diagnostic purposes is covered as authorized by the Member’'s Network nurse practitioner, Network
nurse midwife or Network Provider.

Colorectal Screening — Routine screening beginning at age 50 for men and women at average risk
with interval determined by method. Potential screening options include: home Fecal Occult Blood

Questions about your benefits? Call our Customer Service Department at
1-800-624-8822 or 711 (TTY)
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test (FOBT), flexible sigmoidoscopy, the combination of home FOBT and flexible sigmoidoscopy,
colonoscopy, or double-contrast barium enema.

Hearing Screening — Routine hearing screening by a Network health professional is covered to
determine the need for hearing correction. Hearing screening tests for Members are covered in
agreement with American Academy of Pediatrics (Bright Futures) recommendations.

Human Immunodeficiency Virus (HIV) — Services for human immunodeficiency virus (HIV) testing,
regardless whether the testing is related to a primary diagnosis.

Newborn Testing — Covered tests include, but are not limited to, phenylketonuria (PKU), Sickle cell
disease, and congenital hypothyroidism.

Prostate Screening — Evaluations for the screening and diagnosis of prostate cancer is covered
(including, but not limited to, prostate-specific antigen testing and digital rectal examination). These
screenings are provided when consistent with good professional practice.

Tobacco Screening — Routine screening of tobacco use. For those who use tobacco products, at
least two tobacco cessation attempts per year. For this purpose, covering a cessation attempt
includes coverage for:

Five Tobacco cessation counseling sessions of at least ten minutes each (including telephone
counseling, group counseling and individual counseling) without prior authorization; and

All Food and Drug Administration (FDA)-approved tobacco cessation medications (including
both prescription and over-the-counter medications) for a 90-day treatment plan when
prescribed by a health care Provider without prior authorization. Please refer to the Outpatient
Prescription Drug Benefit Supplement to the Combined Evidence of Coverage and Disclosure
Form for the covered tobacco cessation drugs