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NONDISCRIMINATION NOTICE

Kaiser Permanente Insurance Company (KPIC) complies with applicable federal
civil rights law and does not discriminate on the basis of race, color, national
origin, age, disability, or sex. KPIC does not exclude people or treat them
differently because of race, color, national origin, age, disability, or sex. We also:

* Provide no cost aids and services to people with disabilities to communicate
effectively with us, such as:

o Qualified sign language interpreters
o Written information in other formats, such as large print, audio, and
accessible electronic formats

* Provide no cost language services to people whose primary language is not
English, such as:

o Qualified interpreters
o Information written in other languages

If you need these services, call 1-800-632-9700 (TTY. ™ 11)

If you believe that Kaiser Permanente Insuranc > Compait., has failed to provide
these services or discriminated in another v:22 0. the busis of race, color,
national origin, age, disability, or sex, yo: can ile < =-ievance by mail at:
Customer Experience Department, Attn. “P17, Civil Rights Coordinator, 10350 E.
Dakota Ave, Denver, CO 80247, or L »hc. ¢ at Member Services:
1-800-632-9700.

You can also file a civil rights coi ~uicint with the U.S. Department of Health and
Human Services, Office for.Civil Ri_hts ciectronically through the Office for Civil
Rights Complaint Portal, av 2uaii'= at'. ttps://ocrportal.hhs.gov/ocr/portal/lobby.jsf,
or by mail or phone at: U.S. Neraru.ient of Health and Human Services, 200
Independence Avenrc oW, F hom 509F, HHH Building, Washington, DC 20201,
1-800-368-1019, 1-' 00-5°7.7¢ )7 (TDD). Complaint forms are available at http://
www.hhs.gov/ocr/ofi.cartile/i . dex.html.

HELP IN YOUR LANGUAGE

ATTENTION: If you speak English, language assistance services, free of charge, are
available to you. Call 1-800-632-9700 (TTY: 711).

A91CT (Amharic) 91308: 0715715 £7% A7ICT NP1 HCTI° ACS T £CEPTE 1R ASTHP T
THOEHPA: @L “LhtA@- ¢7C Lo 1-800-632-9700 (TTY: 711).

Olaally el 55 4y gall) ae Lusall ladd b ¢ jall Eaaaii i 1) 140 gala (Arabic) 4 )

(711 :TTY) 1-800-632-9700 &8 » Josi!
‘Basdd Wudu (Bassa) Dé de nia ke dyédé gbo: O ju ké m Basdd-wudu-po-nyd ju
ni, nii, a wudu ka ko do po-pod béin m gbo kpaa. Ba 1-800-632-9700 (TTY: 711)

H13 (Chinese) JEF : AR HEAG TS > TR LR BEIESHS RIS - SHEE
1-800-632-9700 (TTY : 711) -
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) OBl ) sy (L) Dt i€ 0 KR s J (L) 4 R 1Aa 65 (Farsi) (pud
2,50 ol (711 TTY) 1-800-632-9700 L . 230 e aal s L

Francais (French) ATTENTION: Si vous parlez frangais, des services d'aide
linguistique vous sont proposés gratuitement. Appelez le 1-800-632-9700 (TTY: 711).

Deutsch (German) ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen
kostenlos sprachliche Hilfsdienstleistungen zur Verfliigung.
Rufnummer: 1-800-632-9700 (TTY: 711).

Igbo (Igbo) NRUBAMA: O buru na i na asu Igbo, oru enyemaka asusu, n’efu, diiri gi.
Kpoo 1-800-632-9700 (TTY: 711).

AFE (Japanese) R EIH : HAGE %ﬁéhé%’a\ RO S FE R 2 ZFIH W
727207 £9, 1-800-632-9700 (TTY:711) £ C. BEEEICCIEE LI Z IV,

‘*301 (Korean) F=9]: gt=7o]l & ARE&FA = -9, o] A AMR|25 F85 8
o]-g&-3}4a = 2151t} 1-800-632-9700 (TTY: 711) H o2 A3ls] FAHA Q.

Naabeehé (Navajo) Dii baa aké ninizin: Dii saad bee yani#*" go Diné Bizaad, saad bee
aka’anida’awo’déé’, t’aa jiik’eh, éi nd holo, koji” hodiilnih< -8005,32-9700 (TTY: 711).

a9l (Nepal smﬁaﬁwraméﬁﬁmsﬁaﬁmsqﬁ O o AfFET AT FErar
JdTEw ‘@F’?.i!.l FIAT 3Telet] T | 1-800-632-97L (TTY: 71.) BieT IR |

~

Afaan Oromoo (Oromo) XIYYEEFFANNA «: Afi an ¢ ‘Fuattu Oroomiffa, tajaajila
gargaarsa afaanii, kanfaltidhaan ala, ni arg ma Silbilaa 1-800-632-9700 (TTY: 711).

EHU

Pycckun (Russian) BHUMAHMUE: ecni v ' rG. opuTe Ha pycckoMm sA3bike, TO BaM
AOCTYynNHbl 6ecnnaTtHble yCnyrn ne "=Bofdc . oHuTe 1-800-632-9700 (TTY: 711).

Espaiiol (Spanish) ATENCION: si 1 ~bla uspafiol, tiene a su disposicién servicios
gratuitos de asistencia lingui ticc! lan.» al 1-800-632-9700 (TTY: 711).

Tagalog (Tagalog) P~ CT{AW. . Kung nagsasalita ka ng Tagalog, maaari kang
gumamit ng mga ser jisyo~2.tu »ng sa wika nang walang bayad.
Tumawag sa 1-800-t 7 3700 (TTY: 711).

Tleng Viét (Vletnamese, <HU Y: Néu ban noi Tiéng Viét, co cac dich vy hd trg
ngdn ng mién phi danh cho ban. Goi s 1-800-632-9700 (TTY: 711).

Yoruba (Yoruba) AKIYESI: Ti o ba nso ede Yoruba ofe ni iranlowo lori ede wa fun
yin o. E pe ero ibanisoro yi 1-800-632-9700 (TTY: 711).
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TITLE PAGE (Cover Page)

KAISER PERMANENTE INSURANCE COMPANY
One Kaiser Plaza Oakland, California 94612

CERTIFICATE OF INSURANCE

This Certificate describes benefit coverage funded through a Group Insurance Policy issued to Your
group by Kaiser Permanente Insurance Company (hereafter referred to as “KPIC”). It becomes Your
Certificate of Insurance when You have met certain eligibility requirements.

This Certificate is not an insurance policy. The complete terms of the coverage are set forth in the Group
Policy. Benefit Payment is governed by all the terms, conditions and limitations of the Group Policy. If the
Group Policy and this Certificate differ, the Group Policy will govern. The Group Policy may be amended
at any time without Your consent. If, any such amendment to the Policy is deemed to be a material
modification, a 60-day prior notice will be sent to You before the effective date of the change. Any such
amendment will not affect a claim initiated before the amendment takes effect. The Group Policy is
available for inspection at the Policyholder’s office.

This Certificate supersedes and replaces any and all certificates .1at may have been issued to You
previously for the coverage described herein.

A Covered Person is entitled to choose between two levels of « verao: at this Preferred Provider
Organization (PPO) plan. The level of coverage depends.an the prov. ‘' that renders the treatment or
service. Your coverage includes specified medical and Hospi. ! services rendered by providers contracted
by KPIC (hereafter referred to as “Participating Provide s7). The. » se‘.ices obtained from the Participating
Providers are covered under the Participating Provicd® « Tier.. our cc verage also includes services rendered
by any other providers that have not been contr==teu ~v/ \PIC (hereafter referred to as Non-Participating
Providers). Services obtained from Non-Particip. . a9 F. viders are covered under the Non-Participating
Provider Tier. Some services are covered undel bc Y the Participating Provider and Non-Participating
Provider Tiers and others are covered oni, -...7er ti ¢ F ticipating Provider Tier. The provider You select
can affect the dollar amount You must pay.

KPIC is not responsible for any Covei xa . *son’t Jecision to receive treatment, services or supplies under
either level of coverage.

Payments will be made und¢ . either the ?articipating Provider Tier or the Non-Participating Provider Tier
of the PPO plan but not unc \r bo 4.

”

In this Certificate, Kaiser Permaner ¢ Insurance Company will be referred to as: “KPIC”, “we”, “us”, or
“our”. The Insured Employee named in the attached SCHEDULE OF BENEFITS (Who Pays What)
section will be referred to as: “You”, or “Your”.

This Certificate is important to You, so please read it carefully and keep it in a safe place.

Please refer to the LIMITATIONS and EXCLUSIONS (What is Not Covered) section of this Certificate
for a description of this health insurance plan’s general limitations and exclusions. Likewise, the
SCHEDULE OF BENEFITS (Who Pays What) section contains specific limitations for specific
benefits.

Note: If you are insured under a separate group medical insurance policy, you may be subject to
coordination of benefits as explained in the TERMINATION/NON-RENEWAL/CONTINUATION
section.

Colorado state law requires that an Access Plan be available that describes Kaiser Permanente Insurance
Company (KPIC) Colorado’s network of provider Services. To obtain a copy, please call Customer Service
at 1-855- 364-3184 or visit https://choiceproducts-colorado.kaiserpermanente.org/ppo-plan/member-
information/.

KPIC-GC-PPO-LG-2025-CO-GF 1 2025



https://choiceproducts-colorado.kaiserpermanente.org/ppo-plan/member-information/
https://choiceproducts-colorado.kaiserpermanente.org/ppo-plan/member-information/

Grandfathered Coverage

Kaiser Permanente Insurance Company (KPIC) believes this coverage is a “grandfathered health plan”
under the Patient Protection and Affordable Care Act (PPACA), as then constituted or later amended. If
you have questions about grandfathered health plans, please call: Customer Service at 1-855-364-3184
or write to: Customer Service, 2500 South Havana Street Aurora, Colorado 80014.

If your plan is an ERISA plan, you may also contact the Employee Benefits Security Administration, U.S.
Department of Labor at 1-866-444-3272 or www.dol.gov/ebsa/healthreform. To determine whether your
employee benefit plan is covered by ERISA, check with your employer.

KPIC-GC-PPO-LG-2025-CO-GF 2 2025



CONTACT US

This Certificate describes the KPIC Preferred Provider Organization (PPO) Plan.

This Certificate uses many terms that have very specific definitions for the purpose of the Group Policy.
These terms are defined in the DEFINITIONS section and are capitalized so that You can easily recognize
them. Other parts of this Certificate contain definitions specific to those provisions. Terms that are used
only within one section of the Group Policy are defined in those sections. Please read all definitions
carefully.

This Certificate includes a SCHEDULE OF BENEFITS (Who Pays What) section that will give You a
quick overview of Your coverage. It is very important, however, that You read Your entire Certificate of
Insurance for a more complete description of Your coverage and the exclusions and limitations under this
medical insurance plan.

This Certificate forms the remainder of the Group Policy. The provisions set forth herein, are incorporated
into, and made part of, the Group Policy.

Who Can Answer Your Questions?

For assistance with questions regarding Your coverage, such as You b7 efits, *“our current eligibility status,
or name and address changes, please have Your ID card available whe » Yoo call:

1-855-364-3184 (Toll Eron)
711 (TTY,

Or You may write to the Administrator:
Kaiser Fo' ~dation Hec *h Plan of Colorado
PO Box 37 %y,
Dener, CO «237-u897

PPO - If You have any questions reg. -di"'g sc.vices, facilities, or care You receive from a Participating
Provider, please call the toll-f-.<c ..umbe _listed in the Participating Provider directory.

For Pre-certification of Cove. . Servi es or Utilization Review of medical benefits other than Outpatient
Prescription Drugs, please call the r*.mber listed on Your ID card or call 1-888-525-1553.

For Prior Authorization of certain Outpatient Prescription Drugs, please call the number listed on Your ID
card or call 1-800-788-2949 (Pharmacy Help Desk).

KPIC-GC-PPO-LG-2025-CO-GF 3 2025



TABLE OF CONTENTS

The sections of the Certificate appear in the order set forth below.

SCHEDULE OF BENEFITS (Who Pays What) section*

TITLE PAGE (COVEN PAQE) .. .eeeiiiiiiiie ittt ettt ettt e s bt e e aab et e e e aabe e e e e aabeeeeeanbeeeeeas 1
Grandfathered COVEIAGE ......coouuiiiiiiiii ettt b e e e e bt e s ab b e e e s abbe e e e aanaee e e ennee 2
(010 N\ N 2 I PSR 3
TABLE OF CONTENTS ...ttt ettt ettt ettt e e sttt e e e st e e e e sata e e e e sataeeeesntaeeeeanteeeesasteeeesasseeeeeasseeeeaanseeaeans 4
=T = N SR 5
HOW TO ACCESS YOUR SERVICES AND OBTAIN APPROVAL OF BENEFITS ........cccoocoiiiiiiiee e, 10
BENEFITS/COVERAGE (What is COVEIed).......cciiiiiiiieiiiiiee ettt e et a e e e e 14
INSUMNNG ClAUSE ...ttt e e e e e ettt e e e e e e e b aeeeeeeeeeaaabaaeeeeeeeeesanbaeeeeaeeesanssrenes 14
(O 10} o =1 i[=T 01 A 07 T (TSP R PP PPPI 14
INPatieNt HOSPItAl Care ...t e e e e e et e e e e e e e e st e e e eeaeeeeanns 15
AMDUIGNCE SEIVICES....ceiiiieiiiieie ittt ettt e e e e e ettt e e e e e e s e aeeeeeeeeeaaantnneeeeeeeeeaannsnneeneeeeaaannns 15
AULISM SPECLIUM DISOITEIS.......eeeeeeeeeeeeeeeee e e et e e e e e et e e e e e e e e e e neeneeeeeaeaans 15
Behavioral/Health and Mental Health Services...........vvviiiiiicee e 16

L@ 1Tz I I = | O 17
=Yg =Y ST o =Y SR 17
DIalYSIS CAr ...eeeiiiiieeiiiiieee et N AR 18
Drugs, Supplies and SUPPIEMENTS ........coouiiiiiiiiiieiiiee s it crieee eeeesetee e e s e e e sneee e sneeeeeaneeees 18
Durable Medical Equipment/External Prosthetics and = #how 2S ..., 26
Early Childhood Intervention SErviCes ... i it e 26
EMEIrgeNCY SEIVICES .....ooiiiiiiiiiiiieii e on e et e et e e e e e e 26
Family Planning SErvVICES ......oocuuveiiiiieiiieed i et e e e e ee e e e e e e anes 27
Gender Affirming Care SEIVICES ........uuiiiiiiiiiiiis e ieiiis ittt e e sese e e e e e e s s arae e e e e e e s sasterareeaeeeeannnrneaees 27

L (o= T T o RS T =T Vo= SRS 28
Home Health Care.........ccccccoeiiiii S B e e e 28

L (0TS o T I 7 - SRR 28
INFEILIlItY SEIVICES ... e ettt ettt e s bt e e s bt e e e e s bbe e e e anaeeeeaa 29
Laboratory SEIVICES .....ccoiiuiiiiiiiiies e i ettt ettt et e e bt e e aabe e e e s aatb e e e s aanne s 29
Preventive Care SeIVICES .« i ittt et e sttt e e ettt e e st et e e abe e e e e atbeeeeantteeeeanteeeeeannaeeas 29
RECONSITUCTIVE SEIVICES ./ ..oiiie i ettt et e st e e e sttt e e e sttt e e s ansteeesanseeeesansseeesannneeas 31
Rehabilitation and Habilite o7 G@IVI @S ... .. 32
Treatment of Sexually Transmitted NfeCHION...........oooiiiiiiiiiie e 32
Skilled NUrsing Facility Care ... ... e e e e e e e e e e e e s e saabeeeeaaee s 32
Substance UsSe DISOIEr SEIVICES ......c.ueiiiiiiiii ittt ettt e e e tee e e e ntee e e e sntee e e e sneeeeeennees 32
TraNSPIANT SEIVICES.....ceiiiieiiiiiiie et e e e e e e st e e e e e e e e sa st aeeeeaeese s nstaseeeeeeeeaaanssnnenneeesaannnes 33
UIGENT CAre SEIVICES ..o uiiiiie ittt ettt ettt e ettt e bttt e e s bttt e e s bttt e e e abbe e e e anbee e e e anneeeeeannteeeeannreeeas 33

RV 15T To ] IS T= T (o = SO PUEER 33
X-ray and SPeCial ProCEAUIES .........coii ittt ettt e e s rat e e e e bt e e e sbbeeeeabeeeaeane 33
LIMITATIONS/EXCLUSIONS (What is Not Covered) .........coociiiiiiiiiieiiiiee et 34
MEMBER PAYMENT RESPONSIBILITY ..ocoiiiiie ittt ettt e sttt e e e ste e e e snneea e s snnaeaeesnseeeeennneas 37
CLAIMS PROCEDURE (How to File @ Claim)........cccuiiiiiiiiee ettt e et e e sieee e e sneeee e 40
GENERAL POLICY PROVISIONS ...ttt ettt ettt e sttt e e e st e e e sttt e e e steeeeesnbeeeeesnteeeeesnseeaeeanes 43
TERMINATION/NON-RENEWAL/CONTINUATION ....ouiiiieiiiie ettt iee e nnee e s nntee e s 51
APPEALS AND COMPLAINTS ... oottt ettt sttt sttt e e sttt e e st ta e e e s sta e e e sssaeeeasseeeesseaeeeannseeeesnseeas 55
INFORMATION ON POLICY AND RATE CHANGES .........co ittt ettt 70
DEFINITIONS ..ottt ettt e et e e sttt e e et e e e e ab e e e e abaeeeesaaeeeensaeeeanbaeasanbaeeeenreeeeenres 71
Emergency and Non-emergency Services DiSCIOSUIE ..........ccuiiiiiiiiiiiiiiiie e 87

*Issued with this Certificate. Please consult Your Group Administrator if You did not receive a
SCHEDULE OF BENEFITS (Who Pays What) and MEMBER PAYMENT RESPONSIBILITY section.
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ELIGIBILITY

Eligible for Insurance
You must meet Your group’s eligibility requirements to be an Eligible Employee or Dependent of an Eligible
Employee to become insured under the Group Policy.

Eligible Employee

Eligible Employee means a person who, at the time Open Enrollment or Special or special Enrollment period:

a. Isworking for a Policyholder as a full-time employee as described below or is entitled to coverage under
an employment contract;

b. By virtue of such employment or contract enrolls under the Group Policy and;

c. Reached an eligibility date.

Eligible Employee includes sole proprietors, partners of a partnership, or independent contractor if they
are included as employees under a health benefit plan of the Policyholder, engaged on a full-time basis in
the employer’s business or are entitled to coverage under an employment contract.

The term "Eligible Employee" does not include employees who<.vork on a temporary, seasonal or
substitute basis.

For an Eligible Employee to become a Covered Person, the Eligible Ei nloy’ ¢ must:

1. Complete a KPIC or KPIC-approved enroliment form;

2. Provide any information needed to determine the Eli="~le . mploye ’s eligibility, if requested by Us;
3. Agree to pay any portion of the required premiun>*r ap} icab. < .ad

4. Must live or work within a geographical area spe fied.! y KPIC and the Policyholder.

Full-Time Work

The terms "full-time", "working full-time". ~vork o » a ll-time basis", and all other references to full- time
work mean that the Eligible Employee is ac. ‘&.,;»2n¢ aged in the business of a Policyholder for the number
of hours per week under Your emplovar’s eligi ity re ;uirements.

Permanent Employee
A "permanent employee" is<. | arsor. ,cheduled to work full-time and is not a seasonal, temporary, or
substitute employee.

Contributions

You must pay part of the cost ot uic insurance, unless the Policyholder's Application for coverage specifies
that the Policyholder will pay the full cost of the Covered Person's’ coverage. In no event will the Policyholder
contribute less than one-half of the cost of the employee’s insurance.

Eligibility Date

Your Eligibility Date is the date Your employer becomes a Policyholder if You are an Eligible Employee on
that date, or the Policyholder's Application for coverage indicates that the eligibility waiting period does not
apply to initial employees. Otherwise, Your eligibility date is the first day of the calendar month coinciding
with or next following the date You complete the eligibility waiting period which shall not exceed 90 days
elected by the Policyholder.

If an Eligible Employee is not in Active Service on the date coverage would otherwise become effective,
the coverage for that individual will not be effective until the date of return to Active Service. Any delay in
an Eligible Employee's Effective Date will not be due to a health status-related factor as defined under the
Health Insurance and Portability and Accountability Act of 1996, or as later amended.

Active Service means that a Covered Person: (1) is present at work with the intent and ability to work the

scheduled hours; and (2) is performing in the customary manner all of the regular duties of his or her
employment.

KPIC-GC-PPO-LG-2025-CO-GF 5 2025



ELIGIBILITY

Eligibility of an Eligible Employee’s Dependent
See the Definition section for the definition of a Dependent. Please check with your employer if Dependent
coverage is available under your plan.

Age Limits for Dependent Children

The age limit for Dependent children is under 26 years. If your employer elected to make coverage available
under Your Plan beyond this age limit for Dependent children who are full-time students, then a Dependent
child beyond this age limit who is a full-time student may be covered. The Dependent child must be of an
age within the Student Age Limit as shown in your Schedule of Coverage. A "full-time student" is a
Dependent child who is enrolled at a high school, college, university, technical school, trade school, or
vocational school on a full-time basis. A “full time student” may also include, those who are on medical
leave of absence from the school or those who have any other change in enroliment in school) due to a
Medically Necessary condition as certified by the attending Physician. Such student coverage shall
commence on the earlier of: the first day of the medical leave of absence; or on the date certified by the
Physician. Coverage for students on medical leave of absence is subjest to a maximum of 12 months and
shall not continue beyond the effective date of the termination of the . oup Policy.

Proof of status as a "full time student™ must be furnished to KPIC  **".ne of < arollment or within 31 days
after attaining such status and subsequently as may be required by KF.

Exceptions

The Dependent Age Limit for Dependent Children doe nota ply i« = Jependent child who is unmarried and
continues to be both: 1) physically or mentally disab: 1 ar'. 2) financially dependent upon You for support
and maintenance. Such child will continue to que '~ as Oependent until the earlier of the following dates:
a) the date the child recovers from the physically ¢ 1 >ntai. = disabling sickness, injury or condition; or b) the
date the child no longer depends on You fe© ©inancic ! st nort and maintenance.

The above exception also applies t~ a “fuls time student” who is on medical leave of absence as
described above, if, as a result of “he . ~ture f the sickness, injury, or condition, would render the
dependent child physically or mentally dis.ole. and dependent upon You for support and maintenance.

Proof of such incapacity ar 1 der~ " '2n. * must be submitted to KPIC within 60 days of Your receipt of
KPIC’s notice of the child’s «.."..imeni of the limiting age and subsequently as may be required by KPIC,
but not more frequently than annu-'.y after the two-year period following the child’s attainment of the
limiting age.

IMPORTANT:

KPIC will not deny enrollment of a child under the health insurance coverage of a child’s parent because:
1. The child was born out of wedlock;

2. The child is not claimed as a Dependent on the parent’s federal income tax return; or

3. The child does not reside with the parent or in an applicable service area.

Eligibility Date of Dependents

A Dependent’s eligibility date is the later of: (a) Your eligibility date; or (b) the date the person qualifies as
Your Dependent. A child named in a Qualified Medical Child Support Order qualifies as Your Dependent on
the date specified in the court order. An adopted child qualifies as Your Dependent on the earlier of: the date
of adoption or the date of Placement for Adoption.

KPIC-GC-PPO-LG-2025-CO-GF 6 2025



ELIGIBILITY

Enrollment Rules for Eligible Employee or Dependent
If you are an Eligible Employee, your effective date of insurance is determined by the Enrollment Rules
that follow. Your Dependent’s effective date is likewise determined by the following Enroliment Rules:

1. Initial Open Enroliment
The Policyholder will offer an initial open enroliment to new Eligible Employees and Dependents when
the Employee is first eligible for coverage.

Effective date. Initial enroliment for newly Eligible Employees and Dependents is effective following
completion of any waiting period (not to exceed 90 days), if required by the Policyholder. In the absence
of a waiting period, the enrollment becomes effective according to the eligibility rules established by
the Policyholder

If You did not enroll Yourself and/or Your Dependents during the initial enroliment period, You will need
to wait until the next annual open enrollment period to enroll or during the special enroliment period as
described below.

2. Annual Open Enroliment
Annual open enrollment refers to a standardized annual period of 1. >e, <. no less than 30 days prior to
the completion of the employer’s plan year for Eligible . mployees a..d Dependents to enroll. During
the annual open enrollment period, Eligible Empl<, ~s ¢ xd De’ endents can apply for or change
coverage by submitting an enroliment applicatic’. to y¢ ur G s during the annual open enroliment
period.

Effective date. Enroliment is effective on the ' 'rs day ~llowing the end of the prior plan year. Annual
open enroliment occurs only once eve’ ~vear. "he 2olicyholder will notify You when the annual open
enrollment is available in advance of su. ™ posiac. Your Group will let you know when the annual open
enrollment period begins and enr's and the =ffecuve date.

3. Special Enroliment

You or your Dependent ».ay expel :nce a qualifying event that allows a change in your enroliment.
Examples of qualifying ' vente= > tt » loss of coverage, a Dependent’s aging off this plan, marriage,
and birth of a child. The " .alifyin  event results in a special enroliment period that usually (but not
always) starts on the date of tk. qualifying event and lasts for sixty (60) days. During the special
enrollment period, you may enroll your Dependent(s) in this plan or, in certain circumstances, you may
change plans (your plan choice may be limited). There are requirements that you must meet to take
advantage of a special enrollment period including showing proof of your own or your Dependent’s
qualifying event. To learn more about qualifying events, special enroliment periods, how to enroll or
change your plan (if permitted), timeframes for submitting information to Kaiser Permanente and other
requirements, call Member Services at 1-855-364-3184.

Effective date. In the case of birth, adoption, or placement for adoption, or placement in foster care,
enrollment is effective on the date of birth, adoption, or placement for adoption or placement in foster
care,

In the case of any other qualifying event listed above, including marriage, civil union, or loss of coverage,
enrollment is effective on first day of the following month after We receive a fully completed enrollment
form.

If You have Dependent coverage and there would be no extra cost for adding a Dependent to Your
coverage, the effective date of insurance for a Dependent will be the date You acquire the Dependent. You
must notify KPIC that You have a new Dependent within 31 days so that the Dependent can be added to
Your coverage. This will also help avoid delays on any claim You might file on behalf of the Dependent.
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ELIGIBILITY

If the cost of Your Dependent coverage would increase when You add a Dependent, You must enroll the
Dependent for insurance and agree to pay any additional cost in accordance with the Enroliment Rules.
The effective date of insurance for that Dependent will be the date determined from the Enroliment Rules.
If a Dependent does not enroll when eligible during the special enroliment period he/she may be excluded
from all coverage until the next Annual Open Enroliment Period.

Court or Administrative Ordered Coverage for a Dependent Child

If a Covered Person is a non-custodial parent and is required by an Order to provide health coverage for an
eligible child and the Covered Person is eligible for coverage under a family plan, the Covered Person,
employee, employer or group administrator may enroll the eligible child under family coverage by sending
KPIC a written application and paying KPIC any additional amounts due as a result of the change in coverage.
Enroliment period restrictions will not apply in these circumstances. However, the child should be enrolled
within 31 days of the court or administrative order to avoid any delays in the processing of any claim that
may be submitted on behalf of the child. Coverage will not commence urtil the enroliment process has been
completed.

If the Covered Person, employee, administrator, or employer fails to = .1y for < overage for the Dependent
child pursuant to the Order, the custodial parent, district attorney, ¢ ild’s"iegal custodian or the State
Department of Health Services may submit the application . r insurance .or the eligible child. Enroliment
period restrictions will not apply in these circumstance« tow er, t+_ child must be enrolled within 31
days of the Order to avoid any delays in the proces<.ig of ny c. i that may be submitted on behalf of
the child.

The coverage for any child enrolled under this prcvic*on v. !l continue pursuant to the terms of this health

insurance plan unless KPIC is provided wri" 2n evic »nc. that:

1. The Order is no longer in effect;

2. The child is or will be enrolled in.~ompara. ‘2 heaith coverage through another insurer which will take
effect on or before the requested eri.. 2=tion 'ate of the child’s coverage under the Group Policy;

3. All family coverage is eliminated fc : m_muc.'s of the employer group; or

4. Nonpayment of premium

Newborns
A newborn Dependent child is insure< from birth, whether or not You have applied for coverage, for a period
of 31 days.

If You are already insured for Dependent coverage, no further application is required to continue the
child’s coverage. If You are not already insured for Dependent coverage and if an additional premium is
required for the child’s coverage, You must apply for and pay the additional premium before the expiration
of the 31-day period; otherwise the child’s coverage will terminate after the 31-day period.

Coverage for newborn children will include coverage for Injury or Sickness, including the necessary care
and treatment of medically diagnosed congenital defects and birth abnormalities. If the newborn child is
born with cleft lip or cleft palate or both, care and treatment will include to the extent Medically Necessary:
1. Oral and facial surgery, surgical management, and follow-up care by plastic surgeons and oral
surgeons;

Prosthetic treatment such as obturators, speech appliances, and feeding appliances;

Orthodontic treatment;

Prosthodontic treatment;

Habilitative speech therapy;

Otolaryngology treatment; and

Audiological assessments and treatment.

Nogak~wd
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Adopted Children
Your adopted child is insured for the period of 31 days after the earlier of the date of adoption or the date of
Placement for Adoption, whether or not You have applied for coverage.

If You are already insured for Dependent coverage, no further application is required to continue the
child’s coverage. If, however, You are not already insured for Dependent coverage and You are required
to pay an additional premium for the child’s coverage, You must apply for and pay the additional premium
before the expiration of the 31-day period: otherwise, the child’s coverage will terminate after the 31-day
period.
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HOW TO ACCESS YOUR SERVICES AND OBTAIN APPROVAL OF BENEFITS

This section describes how to access your services and how to obtain approval of certain benefits that are
subject to Pre-certification.

Please read the following information carefully. It will help You understand how the (Pre-
certification) prior authorization requirements and the provider You select can affect the dollar
amount You must pay in connection with receiving Covered Services.

Your coverage under the Group Policy includes coverage for Covered Services received from
Participating Providers as well as Non-Participating Providers. Normally, benefits payable under the Group
Policy are greater for Covered Services received from Participating Providers than those benefits payable
for Covered Services received from Non- Participating Providers. In order for benefits to be payable at
the Participating Provider level under the Participating Provider Tier, the Covered Person must receive care
from a Participating Provider. To verify the current participation status of a provider, please call the toll-
free number listed in the Participating Provider directory. A current copy of KPIC’s Participating Provider
directory is available from Your employer or You may call the phone ni»mber listed on Your ID card or You
may visit KPIC’s web site at https://choiceproducts-colorado.kais .rpermanente.org/ppo-plan/member-
information If a Covered Person receives care from a Non-Particig' ting F ovider, benefits under the Group
Policy will be payable at the Non-Participating Provider level unde e Nor Participating Provider Tier.
However, if there are no Participating Providers within a reasonable dis. ncs per state regulation to provide
a covered benefit, and as a result services are provided by . Non-Participating Provider, then the service
will be covered at the Participating Provider level. Pleas . otity s bv<.alling Customer Service at 1-855-
364-3184 if you are unable to locate a Participating P uvider or a'« = ered benefit.

In addition to higher Deductibles, Coinsurance o “opa, nents, a Non-Participating Provider may balance
bill you. Balance billing occurs when a Non-Partiu ip. ‘ing . ~ovider bills you for the difference between the
billed amount and Maximum Allowable Chz" .~ No: -P< ‘icipating Providers rendering services in Colorado
are not allowed to balance bill You according ‘o s:ate and federal law in any of the following circumstances:

*  When You receive Emergenc_ sei. ~s iri a Non-Participating facility or when Emergency services
are rendered by physicians ez @ other professionals that are Non-Participating Providers. This
includes services Yr . may get fter You are in stable condition unless You give written consent
and give up Your pi rtect .5 »ol .0 be balanced billed for these post-stabilization services.

*  When you receive Non-"=m.gency Services rendered in Participating facilities by physicians and
other professionals that are Non-Participating Providers unless You give written consent and give
up Your protections.

*  When you receive Emergency Ambulance Services from ambulance service providers that are
private companies (not publicly funded).

*  When You receive Air Ambulance Services subject to federal law.
When balance billing is not allowed, You are only responsible for paying Your share of the cost (like the
copayments, coinsurance, and deductibles that You would pay if the provider or facility was a
Participating Provider or facility). KPIC will count any amount You pay for Emergency Services or Non-
Participating Provider services toward your Deductible and Out-of-Pocket Maximum.

KPIC will pay Non-Participating Providers and facilities directly.

KPIC is not responsible for Your decision to receive treatment, services or supplies from Participating or

Non-Participating Providers. Additionally, KPIC is neither responsible for the qualifications of providers
nor the treatments, services or supplies under this coverage.
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HOW TO ACCESS YOUR SERVICES AND OBTAIN APPROVAL OF BENEFITS

Pre-certification through the Medical Review Program

This sub-section under the HOW TO ACCESS YOUR SERVICES AND OBTAIN APPROVAL OF

BENEFITS section describes:

1. The Medical Review Program and Pre-certification procedures for medical benefits other than
Outpatient Prescription Drugs;

2. How failure to obtain Pre-certification affects coverage;

3. Pre-certification administrative procedures; and

4. Which clinical procedures require Pre-certification.

If Pre-certification is not obtained, benefits payable by KPIC will be reduced by twenty percent (20%) each
time Pre-certification is required. This 20% reduction will not count toward any Deductible, Coinsurance, or
Out-of-Pocket Maximum applicable under the Group Policy. Such reduction only applies if You receive
services, which have not been pre-certified, from a Non-Participating Provider, subject to the IMPORTANT
note stated below.

IMPORTANT: Consistent with applicable Colorado law, the sole responsibility for obtaining any necessary
Pre-certification regarding the utilization of the Participating Provider level of benefits rests with the
Participating Provider, who recommends or orders Covered Services< und not with the Covered Person.

If You, however, received services from a Non-Participating Provias = #°.d Pre.<ertification is not obtained,
benefits payable by KPIC will be reduced by twenty percent (20%) €. =h tir'z Pre-certification is required
even if the treatment or service is deemed Medically Nece< ary. If the ti .ctment or service is deemed not
to be Medically Necessary, the treatment or service will »~t be ~overec" If a Hospital Confinement or other
inpatient care is extended beyond the number of da' s fire  pre ~e’.ried without further Pre-certification,
benefits for the extra days: (1) will similarly be red -ed; # (2) wul not be covered, if deemed not to be
Medically Necessary.

Medical Review Program means the orgenizatior. or', rogram that: evaluates proposed treatments and/or
items to determine they are Covered Ser. ~cinanc Medical Necessary. If the Medical Review Program
determines that such services and/or items a. ».nou = overed Services and/or not Medical Necessary, Pre-
certification will be denied. The Mea “c. 2aview 2rogram may be contacted twenty-four (24) hours a day,
seven (7) days a week at 1-888-525-1 '33

Medical Review Program for oroviders ac ~essed via the Cigna PPO Network outside the KP states will be
performed by the Cigna Pay = _iutio, s.” CIGNA PPO Network Providers will obtain any necessary Pre-
certification on Your behalf. Providers< aay contact them at 1-888-831-0761.

The following Covered services must be pre-certified by the Medical Review Program when identified as a
Covered Service subject to all exclusion and limitations as set forth in the Certificate (See the SCHEDULE
OF BENEFITS (Who Pays What) section) under you plan:
1. All Inpatient admissions™* and services including:
a. Inpatient Rehabilitation Therapy Admissions including Comprehensive Rehabilitation Facility
admissions related to services provided under an inpatient multidisciplinary rehabilitation program;
b. Inpatient Mental Health and Substance Use Disorder admissions and services including
Residential Treatment/Services;
c. Long Term Acute Care and Sub-acute admissions
2. Skilled Nursing Facility
3. Partial Hospitalization
4. Non-Emergent Air or Ground Ambulance Transport
5. Amino Acid-Based Elemental Formulas
6. Clinical Trial Services
7. Medical Foods
8. Dental and Endoscopic Anesthesia
9. Durable Medical Equipment
10. Genetic and BiomarkerTesting
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HOW TO ACCESS YOUR SERVICES AND OBTAIN APPROVAL OF BENEFITS

11. Home Health and Home Infusion Services

12. Hospice Care

13. Imaging Services (Magnetic Resonance Imaging or MRI, Magnetic Resonance Angiography or MRA,
Computerized Tomography or CT, Computerized Tomography Angiography or CTA, Positron Emission
Tomography or PET, Electron Beam Computerized Tomography or EBCT, Single Photon Emission
Computerized Tomography or SPECT)

14. Infertility Services

15. Observation stay except with respect to Emergency Services

16. Outpatient Injectable Drugs

17. Outpatient Procedures

18. Outpatient Surgery

19. Pain Management Services

20. Prosthetic and Orthotic Devices

21. Radiation Therapy Services

22. Reconstructive Surgery

23. TMJ/Orthognathic Surgery

24. Transplant Services including pre-transplant and post-transplant services

*Pre-certification is not required for Emergency Services. You or You: attending Provider should notify the
Medical Review Program of the admission not later than twenty-fur (247 hours following an emergency
admission or as soon as reasonably possible.

NOTE: The above list is subject to change. For the most curi nt informati , please call the Medical Review
Program at 1-888-525-1553 or 711 (TTY).

Pregnancy Pre-certification: When a Covered Pe ~on is admitted to a Hospital for delivery of a child,
the Covered Person is authorized to stay in the k' -~pita st less than:

1. Forty-eight (48) hours for a normal vaginal de v *y; ¢

2. Ninety-six (96) hours for a Cesarean se<tion d. live v,

A stay longer than the above may be allowe " oro.. .ed the attending Provider obtain Precertification for
an extended confinement through t. < "'~dicai Review Program. In no case will KPIC require that a
provider reduce the mother's or child" He ...t Confinement below the allowable minimums cited above.
Treatment for Complications.~~ Tregn. .cy is subject to the same Pre-certification requirements as any
other Sickness.

Pre-certification Procedures

The Covered Person or the atteri....g Provider must notify the Medical Review Program as follows:

1. Planned Hospital Confinement - as soon as reasonably possible after the Covered Person learns of the
scheduled (planned) Hospital Confinement, but at least three days prior to admission for such Hospital
Confinement.

2. Extension of a Hospital Confinement - as soon as reasonably possible prior to extending the number of
days of Hospital Confinement beyond the number of days originally pre-certified.

3. Other Covered Services requiring Pre-certification - as soon as reasonably possible after the Covered
Person learns of the need for any outpatient Covered Services requiring Pre-certification but at least
three (3) days prior to performance of any outpatient Covered Service requiring Pre-certification.

4. Hospital Confinement - as soon as reasonably possible upon stabilization following any emergency
admission if Pre-certification of the post-stabilization service/s is permitted under applicable law.

A Covered Person or the attending Provider must provide all necessary information to the Medical Review

Program in order for it to make its determination. This means the Covered Person may be required to:
Obtain from the attending Physician information required by the Medical Review Program relating to
the Covered Person’s medical condition and the requested treatment or service or item.

The Medical Review Program may request upon Your agreement to participate in the following voluntary
case management programs: a) case management; or b) Hospital discharge planning.

KPIC-GC-PPO-LG-2025-CO-GF 12 2025



HOW TO ACCESS YOUR SERVICES AND OBTAIN APPROVAL OF BENEFITS

If the Covered Person or the attending Provider does not provide the necessary information or will not
release the necessary information within the prescribed period as provided in the APPEALS AND
COMPLAINTS section on Pre-Service Claim, We will make a decision based on the information We have.

Please refer to the APPEALS AND COMPLAINTS section on Pre-Service Claim of this Certificate of
Insurance for Pre-certification request process. Also, refer to the same section where a benefit is denied,
in whole or in part, due to a failure to obtain Pre-certification for services rendered by a Non-Participating
Provider.

If Your claim is denied, the Adverse Benefit Determination notice will tell You why We denied Your claim
and will include information regarding the mandatory internal appeal process and Your appeal rights,
including external review, that may be available to You.

For prior authorization of certain Outpatient Prescription Drugs, please refer to the BENEFITS/ICOVERAGE
(What is Covered) section under the Outpatient Prescription Drugs subsection.

If this Plan has been designated a Secondary Plan as defined in the COORDINATION OF BENEFITS
section, Pre-certification is not required when Your Primary Plan h<s made payment on the Covered
Services requiring Pre-certification.
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BENEFITS/COVERAGE (What is Covered)

This section describes the BENEFITS/COVERAGE (What is Covered) provisions. See the SCHEDULE
OF BENEFITS (Who Pays What) section to determine if the benefit is a covered service. General limitations
and exclusions are listed in the LIMITATIONS/EXCLUSIONS (What is Not Covered) section.

Insuring Clause
Upon timely submission of a claim form and proof of loss including but not limited to all documents and
information that We need, KPIC will pay the Percentage Payable as defined in the DEFINITIONS section of
the Maximum Allowable Charge for Covered Services received, provided:
1. The Covered Person is insured under the Group Policy on the date when the Covered Service is
received;
2. The claim is for a Covered Service and such Covered Service is Medically Necessary;
3. The claim is for a Covered Service provided or rendered by the Provider in accordance with all the
terms and conditions of this Certificate;
4. Prior to payment on the claim, any Deductible, Coinsurance, Copayment and other payment payable
applicable to the Covered Service have been satisfied; and
5. The Covered Person has not exceeded the limits related to th< Covered Service including but not
limited to the Maximum Benefit while Insured or any other n=".ximur" shown in the SCHEDULE OF
BENEFITS (Who Pays What) section.

Payments under this Group Policy, to the extent allowed by ~w:

1. May be subject to the limitations shown in the SCHFE™'ILE OF BE’ EFITS (Who Pays What) section;
2. May be subject to the General Limitations and Ey .usio: s; ar.

3. May be subject to Pre-certification.

Unless specifically stated otherwise elsewhere iri ti. = Ce ‘fficate of Insurance or in the SCHEDULE OF
BENEFITS (Who Pays What) section, ¢ -erage’ nci.. 1es Necessary Services and Supplies and is as
follows:

Outpatient Care
1. Physicians' services including ev. 'u2".on c.1d management services during office visit or outpatient

clinic visit.

2. Nursing care by a Regis zred M==e ( ’N) or, if none is available, as certified by the attending Physician,
nursing care by a Licens =" vocati nal Nurse.

3. Services by a Certified Nurse F actitioner; Physician Assistant; Certified Psychiatric-Mental Health
Clinical Nurse Specialist; Licensed Midwife, or Certified Nurse-Midwife. This care must be within the
individual's area of professional competence.

4. Respiratory therapy rendered by a certified respiratory therapist.

5. Allergy testing materials and allergy treatment material.

6. Dressings, casts, splints.

7. Anesthesia and its administration by a licensed anesthesiologist or licensed nurse anesthetist.

8. Outpatient surgery or diagnostic procedures in a Free-Standing Surgical Facility or other licensed
medical facility.

9. Hospital charges for use of a surgical room on an outpatient basis.

10. Outpatient observation stay.

11. Pre-admission testing, limited to diagnostic, X-ray, and laboratory exams made during a Hospital
outpatient visit. The exams must be made prior to a Hospital Confinement for which a Room and Board
charge is made

12. Outpatient Birth Services in a Hospital, Birth Center or any other duly licensed facility. Pregnancy and
Complications of Pregnancy will be covered on the same basis as any other physical Injury or Sickness.

13. Treatment of Intractable Pain, after reasonable efforts to cure or relieve the cause of the pain.
Treatment for Covered Persons must be provided through one of the following:

a) A primary care provider with documented experience in pain management and whose practice
includes up-to-date treatment;
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BENEFITS/COVERAGE (What is Covered)

b) A pain management specialist who is located in the State of Colorado;
c) A reasonably requested referral to a pain management specialist, if applicable.

14. Outpatient self-management training and education related to the care of diabetes, including
equipment and supplies and medical nutrition therapy if prescribed by a health care provider licensed
to prescribe such items in accordance with applicable Colorado law. When prescribed, diabetes
outpatient self-management and education must be provided by a certified, registered, or licensed
health care professional with expertise in the care of diabetes.

15. Chemotherapy Services

16. Non-Dental Services to treat Temporomandibular Joint (TMJ) disorder.

17. Chiropractic Care Spinal Manipulation services and supplies regardless of the license the provider
performing the Service holds.

18. Medically Necessary Bariatric Surgery Services.

19. Fecal Microbiota Treatment

20. Nonpharmacological treatment for a patient with chronic pain diagnosis where an opioid might be
prescribed.

21. Abortion care

Inpatient Hospital Care
1. Room and Board in a Hospital, such as semi-private room or private oon= .when a Physician determines
it is medically necessary.

2. Room and Board in a Hospital Intensive Care Unit.

3. Respiratory therapy rendered by a certified respir . ory \ erap -t

4. Physicians' services.

5. Nursing care by a Registered Nurse (RN) or, ~one * available, as certified by the attending Physician,
nursing care by a Licensed Vocational Nurse.

6. Services by a Certified Nurse Practition~r Certi ‘ea sychiatric-Mental Health Clinical Nurse Specialist;
Licensed Midwife, or Certified Nurse- M. iife. This care must be within the individual's area of
professional competence.

7. Private duty nursing services in ¢ Y ., tient'. aspital when medically necessary.

8. Dressings, casts, splints.

9. Anesthesia and its admini.._lion b_ a licensed anesthesiologist or licensed nurse anesthetist.

10. Inpatient Birth Services' n a Ha=nita  Birth Center or any other duly licensed facility. Pregnancy and

Complications of Pregnz. = will be covered on the same basis as any other physical Injury or Sickness.

11. Hospital Confinements in conner .on with childbirth for the mother or newborn child will not be limited
to less than forty-eight (48) niuurs following a normal vaginal delivery and ninety-six (96) following a
Cesarean section, unless, after consultation with the mother, the attending provider discharges the
mother or newborn earlier. A stay longer than the above may be allowed provided the attending
provider obtains Pre-certification for an extended confinement through KPIC’'s Medical Review
Program. If the covered hospital stay for child birth ends after 8 p.m. coverage will be continued until 8
a.m. the following morning. In no case will KPIC require that a provider reduce the mother’s or child’s
hospital confinement below the allowable minimum cited above.

12. Medically Necessary Bariatric Surgery Services.

Ambulance Services

1. Transportation by an ambulance service for Emergency Care.

2. Transportation by an ambulance service for non-Emergency Care when the use of other means of
transportation would adversely affect Your condition.

Autism Spectrum Disorders

Coverage for Autism Spectrum Disorders (ASD) is provided. The following services are in addition to, and
not in lieu of, Early Childhood Intervention Services, as provided for under this Policy. Also, Covered
Services provided for ASD are in addition to any service, which may be covered and rendered to a
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Dependent pursuant to an Individualized Family Service Plan, and Individualized Education Program or an
Individualized Plan.

Coverage for ASD includes the following:

1. Evaluation for treatment and assessment services;

2. Behavior Training and behavior management and Applied Behavior Analysis, including, but not limited
to: consultations, direct care, supervision or treatment, or any combination thereof:

Habilitative or Rehabilitative services;

Pharmacy Care which as covered under the Outpatient Prescription Drug benefit;

Psychiatric Care;

Psychological Care, including family counseling; and

Therapeutic Care.

Noo ko

The ASD Covered Services listed above, must be rendered in accordance with a Treatment Plan by an
Autism Service Provider, as defined under this Policy. When rendered in accordance with a Treatment
Plan, such Covered Services are considered to be appropriate, effer".ve, and efficient for the purpose of
treating ASD, and not to be regarded as either experimental or inve: .gatic: al.

Visit limits for physical therapy, occupational therapy, and speech the 2oy ¢* not apply to therapies that
are Medically Necessary to treat Autism Spectrum Disorder

Behavioral/Health and Mental Health Services

Diagnosis, treatment, services, or supplies are cove >d un/ zr this sroup Policy for Behavioral Health and
Mental Health disorders, except Autism Spectrur Disc. ¥, or ASD, when received as an inpatient or on an
outpatient basis in an office, Hospital, Residen 'c. .\ Tre. "ment facility or other licensed medical facility
including a community mental health facilit«_and v he. diagnosed and treated by a provider duly licensed
to diagnosis and treat such conditions. Cov ‘a2 foi Auusm Spectrum Disorder or ASD is described under
a separate header in this section.

Benefits will be limited to treatment, < »rvic s = supplies otherwise covered under this Group Policy and
will be provided on the same-i:xms a . conditions and no less extensive than, those provided for the
treatment and diagnosis of ¢ ner phyeica diseases or disorders. Behavioral Health/Mental Health Services
are covered whether they « =< Junt ry or are court-ordered, when they are Medically Necessary and
otherwise covered under this Group F Jlicy.

The use of Body Mass Index (BMI) or Ideal Body Weight (IBW) or any other standard requiring an achieved
weight will not be utilized to determine Medical Necessity or level of care appropriateness of the treatment
of eating disorders, including but not limited to bulimia nervosa, atypical anorexia nervosa, binge-eating
disorder, avoidant restrictive food intake disorder, and other specified feeding and eating disorders as
defined in the most recent edition of the Diagnostic and Statistical Manual of Mental Disorders. BMI or IBW
will not be a determining factor when assessing medical necessity or level of care appropriateness for
treatment of anorexia nervosa, restricting subtype, or binge-eating/purging subtype as defined in the most
recent edition of the Diagnostic and Statistical Manual of Mental Disorders,

Services include:

1. Inpatient Hospital services such as testing, treatment, therapy including electroconvulsive therapy,
and counseling.

2. Outpatient services:

(a) Office based services such as testing, treatment, therapy and counseling.

(b) Hospital alternative services consisting of: (i) partial hospitalization. Intensive and structured
outpatient treatment offered for several hours during the day or evening. Services can be as
intensive as inpatient care but do not require an overnight confinement in an inpatient hospital
setting; or (ii) intensive outpatient treatment program.

KPIC-GC-PPO-LG-2025-CO-GF 16 2025



3.

BENEFITS/COVERAGE (What is Covered)

Behavioral/Mental Health and Medical/Surgical services required for self-inflicted injuries including
attempted suicide.

Clinical Trials
We cover Routine Patient Care Costs associated with a clinical trial if all of the following conditions are
met:

1.

5.

The Covered Person's treating physician, who is providing covered health care services to the person
under the health benefit plan contract, recommends participation in the clinical trial after determining that
participation in the clinical trial has the potential to provide a therapeutic health benefit to the Covered
Person; and

The Clinical Trial or study is approved under the September 19, 2000, Medicare National Coverage
Decision regarding Clinical Trials, as amended; and

The patient care is provided by a certified, registered, or licensed health care provider practicing within
the scope of his or her practice and the facility and personnel providing the treatment have the
experience and training to provide the treatment in a competent manner; and

Prior to participating in a clinical trial or study, the Covered Persc’. has signed a statement of consent
indicating that the Covered Person has been informed of the » . oced: e to be undertaken, alternative
methods of treatment, the general nature and extent of the ric 's < ssocia‘ed with participating in the
Clinical Trial or study, the coverage provided will be consistent v th th< penefits provided under this
Group Policy, including the out-of-network coverage; ani

The Covered Person suffers from a condition that is dicabi. q, proor3ssive or life-threatening.

Coverage does not include the following:

1.

2.

3.

Any portion of the Clinical Trial or study that ie ~aia". > vy government or a biochemical, pharmaceutical,
or medical industry

Coverage for any drug or device that is.naid fo. by “Ye rmanufacturer, distributor, or provider of the drug
or device;

Extraneous expenses related to participa. ng .= e Clinical trial or study, including, but not limited to,
travel, housing, and other expens =c "hat a pe ticipant or person accompanying a participant may incur;
An item or service that is provided . »lel» . ~tisfy a need for data collection or analysis that is not directly
related to the clinical man~2=ment" 7 (ne participant,

Costs for the managems¢ it of resear Y relating to the Clinical Trial or study; or

Health care services, a her i re ated to the conduct of the Clinical Trial, are otherwise specifically
excluded from coverage under thi® Group Policy.

Dental Services

1.

Hospitalization and Anesthesia for Dental Procedures. Covered Services includes hospitalization and

general anesthesia administered to a covered Dependent child for dental procedures. The general

anesthesia must be provided in a Hospital, outpatient surgical facility, or other licensed facility.

Treatment must be provided by an anesthesia provider who is either:

a) An educationally qualified specialist in pediatric dentistry; or

b) Any other dentist who is educationally qualified in a recognized dental specialty for which Hospital
privileges are granted or who is certified by virtue of completion of an accredited program of post-
graduate Hospital training to be granted Hospital privileges.

In order for the child’s hospitalization and general anesthesia to be covered, the child’s treating dentist
must provide a written opinion to KPIC indicating that:
a) The Dependent child has a physical, mental, or medically compromising condition; or
b) The Dependent child has dental needs for which local anesthesia is ineffective because of acute
infection, anatomic variations, or allergy; or
c) The Dependent child is an extremely uncooperative, unmanageable, anxious, or uncommunicative
child or adolescent with dental needs deemed sufficiently important that dental care cannot be
deferred; or
d) The Dependent child has sustained extensive orofacial and dental trauma.
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This provision does not apply to treatment rendered for temporomandibular joint disorders.
This provision does not provide coverage for any dental procedure or the services of the dentist.

2. Medically necessary orthodontia limited to dental services within the mouth for treatment of a condition
related to or resulting from cleft lip and/or cleft palate.
Dialysis Care

Dialysis services related to acute renal failure and end-stage renal disease including dialysis equipment;
training; and medical supplies required for home dialysis. Home dialysis includes home hemodialysis,
intermittent peritoneal dialysis, and home continuous ambulatory peritoneal dialysis.

Drugs, Supplies and Supplements

1.

2.

Drugs and materials that require supervision or administration by medical personnel during a covered

hospital confinement or other covered treatment.

Medical Foods, as defined, when related to the treatment of inb<.ited enzymatic disorders caused by

single-gene defects involved in the metabolism of amino, org nic, 7 d fatty acids as well as severe

protein allergic conditions, include, but are not limited to . folloing diagnosed conditions:

phenylketonuria (PKU), maternal PKU, maple syrup _.urine dise. ~e< rosinemia, homocystinuria,

histidinemia, urea cycle disorders, hyperlysinemia, g. taric acideinias, methylmalonic acidemia,

propionic acidemia, immunoglobin E and immunog! ... E-I. ~diats . allergies to multiple food proteins;

severe food protein induced enterocolitis syndror' ¢; eos 1ophi. ~ disorders as evidenced by the results

of a biopsy; and impaired absorption of nutrients « ~us< d by disorders affecting the absorptive surface,

function, length, and maotility of gastrointesti . '.trac . Medical Foods may also be for home use, for

which a Participating Physician has ordei @ brec ription, whether written, oral or electronic

transmission. Except for PKU, there i¢ .:> age 'imi. on benefits for inherited enzymatic disorders, as

specified above. The maximum age to re <ivohe nefits for PKU is twenty-one (21) years of age except

that the maximum age to receivs henefits  ~r PKU for women who are of child-bearing age, is thirty-

five (35) years of age.

Outpatient Prescription Druas

Covered Charges includ” charges' or prescribed drugs or medicines or supplies purchased from a

licensed pharmacy on ¢ 1 out= ... at\ asis provided they:

a) Can be lawfully obtain.cua only/ sith the written prescription of a Physician or prescribing provider or
dentist;

b) Are purchased by Covered Persons on an outpatient basis;

c) Are covered under the Group Plan; and

d) Do not exceed the maximum daily supply shown in the SCHEDULE OF BENEFITS (Who Pays
What) section, except that in no case may the supply be larger than that normally prescribed by a
Physician or prescribing provider or dentist.

Such charges are subject to all of the terms and conditions of the Group Policy including Deductibles,
Copayment, Coinsurance, exclusions and limitations, unless otherwise set forth in the SCHEDULE OF
BENEFITS (Who Pays What) section.

Drugs Covered:

Covered Charges for outpatient prescription drugs are limited to charges from a licensed pharmacy

for:

1) Any medication whose label is required to bear the legend “Caution: federal law prohibits
dispensing without a prescription.” Experimental drugs are not covered unless one or more of the
following conditions are met:

a) The drug is recognized for treatment of the Covered Person’s particular type of cancer in the
United States Pharmacopoeia Drug Information, The American Medical Association Drug
Evaluations or The American Hospital Formulary Service Drug Information publication; or
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b) The drug is recommended for treatment of the Covered Person’s particular type of cancer and
has been found to be safe and effective in formal clinical studies, the results of which have
been published in either the United States or Great Britain.

2) A prescription legend drug for which a written prescription is required;

3) Non-injectable legend drugs (to include legend maintenance drugs). See exclusions list below for
exceptions;

4) Compounded medication of which at least one ingredient is a legend drug;

5) Any other drug which under the applicable state law may only be dispensed upon the written
prescription of a Physician or other lawful prescriber;

6) Legend prenatal vitamins.

7) Specialty Drugs such as self-administered injectable medications, as indicated in the Preferred

Drug List, are covered, subject to the following conditions:

a) The medication does not require administration by medical personnel;

b) The administration of the medication does not require observation;

c) The patient’s tolerance and response to the drug does nnt need to be tested, or has been
satisfactorily tested; and

d) The medication has been prescribed for self-administr® don a* .iome.

Self-administered injectable medications must be w ‘tt.1 on_ prescription filled by a
pharmacy, and self-administered by the patient or carey ‘er = home (not administered by
providers in medical offices.

8) Prescribed oral anti-cancer medication, which h=2.bec » appreed by the Federal Food and Drug

Administration, at a cost not to exceed e Cc nsuic 27> or the Copayment level as any

intravenously administered or an injected an. canc’.r medication prescribed for the same purpose.

9) Insulin and the following diabetic suppli’ - ur. “.s related to the Covered Service for outpatient
self-management of diabetes as descrit »«. in tt. . BENEFITS/COVERAGE (What is Covered)
section:

a) Home glucose monitoring supp. s,

b) Syringes and needles;

c) Acetone and glucose tes ta.'>fs; ar '

d) Glucose test strips;

10) Prescribed contracer.c. drug. or devices:

a) Under the Partic patinc-"ov. 'er Tier: (i) For a three-month supply the first time the prescription
contraceptive is 7" uense |; and (ii) For a twelve-month supply or through the end of Your
coverage whichever is<.norter for any subsequent dispensing of the same prescription
contraceptive regaraicss of whether You were enrolled in the plan at the time the prescription
coverage was dispensed; or (ii) For a three-month period for a prescribed vaginal
contraceptive ring intended to last for 3 months; and

b) Under the Non-Participating Provider Tier: A thirty-day supply.

11) Off-label use of drugs used for the treatment of cancer if the drug is recognized for the treatment
of cancer in the authoritative reference compendia as identified by the Secretary of the United
States Department of Health and Human Service.

12) Renewal of prescription eye drops when: (a) the request for renewal is made: (i) at least 21 days
for a 30-day supply or (ii) at least 42 days for a 60-day supply or (iii) at least 63 days for a 90-day
supply, from the later of the date the original prescription was dispensed or last renewed and (b)
the original prescription states that additional quantities are needed and the renewal request does
not exceed the number of additional quantities needed. One additional bottle (limited to one bottle
every 3 months) of prescription eye drops is covered when: (a) the additional bottle is requested
at the time the original prescription is filled; and (b) the original prescription states that it is needed
for use in a day care center, school or adult day program.

13) Afive-day supply of at least one of the FDA-approved drugs for the treatment of opioid dependence
limited to a first (1st) request within a 12-month period.

14) Drugs used to treat infertility
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Coverage under Other Policy Provisions: Charges for services and supplies that qualify as Covered
Charges under this benefit provision will not qualify as Covered Charges under any other benefit
provision of the Group Policy.

This Outpatient Prescription Drug Benefit uses an open Formulary. An open Formulary is a list of all
FDA-approved drugs unrestricted drugs or devices unless specifically excluded under the plan. The
Formulary consists of preferred generic and brand drugs and non-preferred generic and brand drugs
and including specialty drugs. Please visit https://kp.org/kpic-colorado for the Drug Formulary.

Your Outpatient Prescription Drug Benefit is subject to the following utilization management
requirements.

Quantity Limits

Quantity limits apply to outpatient prescription drugs for safety and cost reasons and follow the
manufacturer's FDA-approved guidelines from their package inserts. Prescribers must obtain
authorization for quantities higher than those allowed under the 117.1zation management program.

Age Limits

Age requirements/limits apply to some outpatient prescription a. s < id are part of the utilization
management program to help ensure You are receiving the right mc Lication at the right time. Such
limits restrict coverage for a drug to a certain age fom~asc »s of s7 2ty and/or efficacy and as may be
recommended to be necessary to promote appre riate Ise.” » < udition to age limitations determined
by FDA-approved guideline, outpatient prescripu. 0 dri2,s will be subject to requirements based on the
recommendations of the U.S. Preventative Serv. .s Task Force (USPSTF) and the Centers for
Disease Control and Prevention (CDC).

Step Therapy process

Selected prescription drugs require step ti. rapy. Step therapy is the protocol that requires a particular
sequence of prescription drugs, ¢ he. *ban th .drug that Your provider recommends for your treatment
before We provide coverage for he< ec. amended prescription drugs. The step therapy process
encourages safe and cos* _..:ctive .1edication use. Under this process, a “step” approach is required
to receive coverage for/ ertain-~‘ah- 2st medications.. This means that to receive coverage You may
first need to try a prover. = st-effe ctive medication before using a more costly medication. Treatment
decisions are always between * ou and Your Prescribing Provider. Refer to the Formulary for a
complete list of medications icyuiring step therapy. The following outpatient prescription drugs shall
not be subject to any Step Therapy requirement: (1) FDA-approved medication on our formulary for
the treatment of substance use disorder defined as alcohol use disorder, opioid use disorder, opioid
reversal agents, and nicotine dependence; (2) FDA-approved medication on our formulary for the
treatment of Stage four (4) advanced metastatic cancer; and (3) FDA-approved medication on our
formulary for the prevention of HIV infection and Non-Formulary FDA-approved HIV PrEP medications
when prescribed or dispensed by a pharmacist and (4) FDA-approved HIV treatment medications on
our formulary.. For purpose of this provision, medications for the prevention of HIV infection include
pre-exposure, post-exposure or other drugs approved by the FDA for the prevention of HIV infection.

Your Prescribing Provider should prescribe a first-line medication appropriate for Your condition. If
Your Prescribing Provider determines that a first-line drug is not appropriate or effective for You, a
second-line drug may be covered after meeting certain conditions.

For the treatment of Serious Mental lliness, when step therapy is mandated, You are required to try
only one alternative prescription drug before receiving coverage for the medication prescribed by Your
Provider. Serious Mental lliness, as defined by the American Psychiatric Association in the latest
Diagnostic and Statistical Manual of Mental Disorders, includes the following:

(1) Bipolar disorders (hypomanic, manic, depressive, and mixed);
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) Depression in childhood and adolescence;
) Major depressive disorders (single episode or recurrent);
) Obsessive-compulsive disorders;
(5) Paranoid and other psychotic disorders;
) Schizoaffective disorders (bipolar or depressive); and
) Schizophrenia

Prior Authorization

Prior Authorization is a review and approval procedure that applies to some outpatient prescription
drugs and is used to encourage safe and cost-effective medication use. Prior authorization is
generally applied to outpatient prescription drugs that have multiple uses, are higher in cost, or have a
significant safety concern. The following outpatient prescription drugs shall not be subject to Prior
Authorization: (1) FDA-approved medication on our formulary for the treatment of substance use
disorder defined as alcohol use disorder, opioid use disorder, opioid reversal agents, and nicotine
dependence; and (2) FDA-approved medication on our formulary for the prevention of HIV infection
and Non-formulary FDA-approved HIV PrEP medications wk.n prescribed or dispensed by a
pharmacist and (3) FDA-approved HIV treatment medications on o1+ formulary. For purpose of this
provision, medications for the prevention of HIV infection include < expos ire, post-exposure or other
drugs approved by the FDA for the prevention of HIV infection.

The purpose of Prior Authorization is to ensure that*>u re =ive th right medication for Your medical
condition. This means that when Your Prescribin< Prov ler o =7 _ribes a drug that has been identified
as subject to Prior Authorization, the medicatic > mus. be reviewed by the utilization management
program to determine Medical Necessity be’ +e ti. ~ prescription is filled. Prior authorization reviews
address clinical appropriateness, including ¢ =1 "mic ‘esting, safety issues, dosing restrictions and
ongoing treatment criteria.

If a drug requires prior authorization, You  Prec_ribing Provider must work with Us to authorize the
drug for Your use. Drugs requirin_ ..~ Auth rization have specific clinical criteria that You must meet
for the prescription to be eligible fc ceere._z. Refer to the formulary for a complete list of medications
requiring Prior Authorizati<".. “The m_ st current formulary can be obtained by visiting https://kp.org/kpic-
colorado. If You have ¢ uestion=.ab ut the Prior Authorization or about outpatient prescription drugs
covered under Your plai = _u car call 1-800-788-2949 (Pharmacy Help Desk) or 711 (TTY) 24 hours
a day, 7 days a week (closed ho! iays).

Definitions specific to the Prior Authorization of Outpatient Prescription Drug and Step Therapy
provisions:

“Prior Authorization” means certain covered outpatient prescription drugs will require an approval
where the prescribed medication will be reviewed by Us to determine Medical Necessity before the
prescription is filled. This approval process is called the prior authorization process.

“Urgent Prior Authorization Request” means:
A request for prior authorization when based on the reasonable opinion of the Prescribing Provider
with knowledge of the Covered Person’s medical condition, the time frames allowed for non-urgent
prior authorization:
1. Could seriously jeopardize the life or health of the covered person or the ability to regain
maximum function; or
2. The Covered Person is subject to severe pain that cannot be adequately managed without the
drug benefit that is the subject of request for prior authorization.
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“KPIC’s Uniform Pharmacy Prior Authorization Request Form”_means the standardized
prescription drug prior authorization form prescribed by the Colorado Division of Insurance (DOI) that
will be used under applicable Colorado state law and regulation.

“Prescribing Provider” means a provider licensed and authorized to write a prescription pursuant to
applicable state law to treat a medical condition of a Covered Person.

When an outpatient prescription drug requiring Prior Authorization has been prescribed, You or Your

Prescribing Provider must notify the utilization management program as follows:

1. Complete and submit KPIC’s Uniform Pharmacy Prior Authorization Request Form available on-
line at https://kp.org/kpic-colorado to the utilization management program as described in item 2
below. You or Your Prescribing Provider can also obtain a copy of KPIC’s Uniform Prior
Authorization Request Form by calling 1-800-788-2949. Prior authorization requests contained on
a form other than KPIC’s Uniform Pharmacy Prior Authorization Request Form will be rejected.

2. We will accept KPIC’s Uniform Pharmacy Prior Authori”ation Request Form through any
reasonable means of transmission, including, but not limm".ed to paper, electronic, or any other
mutually accessible method of transmission, by sending it v > f' < at 1-758-790-7100.

3. Within one (1) business day upon Our receipt of a . mpleted Ui 2nt Prior Authorization Request,
We will process the Urgent Prior Authorization P=~ue. and w< will notify You or Your Prescribing
Provider and dispensing pharmacy (if applicz’ e) th t:

a) The request is approved; or
b) The request is denied for any of the ''low.. = reasons:

i) Not Medically Necessary;

i) The patient is no longer eli~ible foi co. >rage;

iii) The request is not subi. fic''.. 01 the prescribed KPIC’s Uniform Pharmacy Prior
Authorization Request Form <. 'd mu_t be resubmitted using the prescribed request form.

c) There is missing materia. ‘n.. matior. recessary to determine Medical Necessity. We will notify
and request Your Prescrit. ng” ru. Zer to submit additional information needed to process the

Urgent Prior Auth<.._ation | equest.

i) Upon recei’ ¢ of O==rec 1est for additional information, Your Prescribing Provider has a
period of tw. ‘7, ousil 2ss days within which to submit the requested information; and

i) Upon Our receint of.1e requested additional information from Your Prescribing Provider,
we shall make a uctermination within one (1) business day of receipt.

iii) However, upon failure by Your Prescribing Provider to submit the requested additional
information within two (2) business days, the Urgent Prior Authorization Request shall be
deemed denied; and

iv) We will provide You, Your Prescribing Provider or dispensing pharmacy (if applicable) with
the confirmation of the denial within one (1) business day from the date the Urgent Prior
Authorization Request was deemed denied.

4. Within two (2) business days upon receipt of a completed Non-Urgent Prior Authorization Request
submitted electronically and within three (3) business days upon receipt of a completed Non-Urgent
Prior Authorization Request submitted via fax or electronic mail or verbally with associated written
confirmation, We will process and notify You, Your Prescribing Provider and dispensing pharmacy
(if applicable) that:

a) The request is approved;
b) The request is denied for any of the following reasons:
i) Not Medically Necessary;
i) The patient is no longer eligible for coverage;
iii) The requestis not submitted on the prescribed KPIC Uniform Pharmacy Prior Authorization
Request Form and must be resubmitted using the prescribed request form.
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c) There is missing material information necessary to determine Medical Necessity. We will notify
and request Your Prescribing Provider to submit additional information needed to process the
Non-Urgent Prior Authorization Request.

i) Upon receipt of Our request for additional information, Your Prescribing Provider has a
period of two (2) business days within which to submit the requested information; and

i) Upon Our receipt of the additional information from your Prescribing Provider, We shall
make a determination within two (2) business days for Non-Urgent Prior Authorization
Request submitted electronically and within three (3) business days for Non-Urgent Prior
Authorization Request submitted via fax or electronic mail or verbally with associated
written confirmation.

iii) However, upon failure by Your Prescribing Provider to submit the requested additional
information within two (2) business days, the Non-Urgent Prior Authorization Request shall
be deemed denied.

iv) We will provide You, Your Prescribing Provider and dispensing pharmacy (if applicable)
with the confirmation of the denial within two (2) business days from the date the Non-
Urgent Prior Authorization Request was deemed der’:d.

5. The Request shall be deemed to have been approved for failu. ».c". Our rart to:
a) Request additional information from Your Prescribing Provide: or
b) To provide the notification of approval to You and Y. ir Prescribi. 4 Provider; or
c) To provide the notification of denial to You and X >ur v =2scribi*' g Provider within the required time
frames set forth above from Our receipt of ar<Jrger  Pric A'.thorization Request or a Non-Urgent
Prior Authorization Request from Your Presc ‘hing< ‘rovider.

6. We shall provide You, Your Prescribing Pro ic '« ar. " the dispensing pharmacy (if applicable) with a

confirmation of the deemed approval.~s follo\ 's:

a) For Urgent Prior Authorization Req. 2s. . wi Yin one (1) business day of the date the request was
deemed approved;

b) For Non-Urgent Prior Authori. auc > Requ st submitted electronically — within two (2) business days
of the date the request was de >m~ 4 a, sroved; and

c) For Non-Urgent Prior .. horiz. .on Request submitted via fax or electronic mail or verbally with
associated written [ onfirm=*on - within three (3) business days of the date the request was
deemed approved.

7. A Prior Authorization approvai Is valid for a period of one hundred eighty (180) days after the date of
approval.

8. Inthe event Your Prescribing Provider’s Prior Authorization Request is disapproved:
a) The notice of disapproval will contain an accurate and clear written explanation of the specific
reasons for disapproving the request.
b) If the request is disapproved due to missing material information necessary to determine Medical
Necessity, the notice of disapproval will contain an accurate and clear explanation that specifically
identifies the missing material information.

9. Notices required to be sent to You or Your authorized representative or Your Prescribing Provider or
dispensing pharmacy (if applicable) shall be delivered by Us in the same manner as the Prior
Authorization Request Form was submitted to Us, or any other mutually agreeable accessible method
of notification.

10. Prescription drug prior authorization procedures conducted electronically through a web portal, or any
other manner of transmission mutually agreeable, shall not require You or Your Prescribing Provider
to provide more information than is required by the KPIC’s Uniform Pharmacy Prior Authorization
Request Form.
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Exception Requests for Prior Authorization, Step Therapy, Quantity and Age Limits

You or Your authorized representative or the Prescribing Provider may request an exception or a waiver
to the Outpatient Prescription Drug Prior Authorization Request, Step Therapy process, Quantity and Age
Limits described above if You are already being treated for a medical condition and currently under
medication of a drug subject to Prior authorization or step therapy, provided the drug is appropriately
prescribed and is considered safe and effective for your condition.

To request for an exception or waiver to the Outpatient Prescription Drug Prior Authorization or Step
Therapy process or Quantity and Age Limits, please call:1-800-788-2949 (Pharmacy Help Desk).

Additional information on Exception Requests for Step Therapy

Your request for an exception or waiver of Step Therapy of the drug that is on Our Formulary shall be
granted if the Prescribing Provider submits justification and supporting clinical documentation if needed
that states: (a) the provider attests that required prescription drug is contraindicated or will likely cause an
adverse reaction or harm to You; (b) the required prescription druo< s ineffective based on Your known
clinical characteristics and the known characteristics of the prescri’.don ¢ .ig regimen; (c) You have tried,
while under Your current or previous plan, the step therapy-r« 22" ed proscription drug or another
prescription drug in the same pharmacologic class or with the san. . me‘.aanism of action and such
prescription drug was discontinued due to lack of effective »ess, dimini. .ed effect or an adverse event;
and (d) You, while on Your current or previous plan, is sta"'~ or. » previr is drug selected by the prescribing
provider for the medical condition under considera’on ai =r u. 17 going step therapy or after having
requested and received a step therapy exception.

We shall grant or deny a step therapy exception r. . 2st ¢ »an appeal of a denial or request with complete
information within:

1. Three (3) business days after the recel. 6. "22 | 2quest; or

2. Twenty-four (24) hours after receint of the 2que.. in cases where exigent circumstances exist.

“Exigent circumstance" means a circ '\m<.an. ~ in which a covered person is suffering from a health
condition that may seriously<_. ardiz. the covered person's life, health, or ability to regain maximum
functions.

If We did not receive complete inforn.cion or if We need additional clinically relevant information, We shall
notify the prescribing provider wiun:

1. Seventy-two (72) hours after submission of the request;

2. Twenty-four (24) hours after the submission of the request if exigent circumstances exist,

We will specify the additional information that is required in order to consider the step therapy exception
request or the appeal of the denial of the request pursuant to the criteria described. Once the requested
information is submitted to the Us, the applicable period specified above to grant or deny a step therapy
exception request or an appeal of a denial of a request applies.

The step therapy exception request or the appeal of the denial of the request is deemed granted for failure
on Our part to make a determination on the step therapy exception request or the appeal of the denial of
the request or make a request for additional or clinically relevant information within the required time.

When the step therapy exception request is granted, We shall authorize coverage for the prescription drug
prescribed by Your prescribing provider.

In the event of the denial of Your initial step therapy exception request, We will inform you in writing on
Your right to an internal or external review or appeal of the adverse determination pursuant to APPEALS
AND COMPLAINTS section.
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You may request to waive Step Therapy if the drug is on Our Formulary, You have tried the step therapy-
required prescription drug while under Your current or previous health insurance and such prescription
drugs were discontinued due to lack of effectiveness, diminished effect or an adverse event. We may
require you to submit relevant documentation to support Your request.

However, further Prior Authorization may be required for the continued coverage of a prescription drug
prescribed pursuant to a Prior Authorization or Step Therapy process imposed from a prior insurance
policy.

If Your request for Outpatient Prescription Drug Prior Authorization or waiver of the Step Therapy process,
Quantity and Age limits, is denied, altered, or delayed, You have the right to appeal the denial, alteration
or delay. Please refer to the APPEALS AND COMPLAINTS section for a detailed discussion of the
grievance and appeals process and Your right to an External Review.

Exclusions for Qutpatient Prescription Drug Benefits.

The following are not covered under the Outpatient Prescription Druc’ senefit:

1. Internally implanted time-release medications, except contrace .tives :quired by law;

2. Compounded dermatological preparation, which must be prepc =27 0oy a rharmacist in accord with a
Physician’s prescription, with ingredients of which are available ov - the Counter;

3. Antacids;

4. For Covered Persons with enterostomies and urin=7-div. 'sions.< he following ostomy supplies and
equipment:
a) Appliances;
b) Adhesives;
c) Skin barriers and skin care items;
d) Belts and clamps;
e) Internal and appliance deodorants;

5. Drugs when used for cosmetic purposes, inclu..ng loniten (Minoxidil) for the treatment of alopecia,
Tretinoin (Retin A) for individuals “v,»ars 0. xge or older and anti-wrinkle agents (e.g., Renova);

6. Non-legend drugs and non-legenc vitz ..

7. Therapeutic devices or a....nces, .upport garments and other non-medical substances, regardless
of intended use, unless/ .pecifin='lv |. ted above;

8. Charges for the adminis. =“"_n or | jjection of any drug;

9. Drugs labeled “Caution - limited Jy federal law to investigational use.” or experimental drugs, even

though a charge is made to uie individual, unless for the treatment of cancer as specified in item 1
under Drugs Covered;

10. Hematinics;

11. DESI Drugs - drugs determined by the FDA as lacking substantial evidence of effectiveness;

12. Medication which is to be taken by or administered to an individual, in whole or in part, while he or she
is a patient in a Hospital, rest home, sanitarium, extended care facility, convalescent hospital, nursing
home or similar institutions which operates on its premises, or allows to be operated on its premises,
a facility for dispensing pharmaceuticals;

13. Minerals;

14. Anorectic drugs (any drug used for the purpose of weight loss);

15. Fluoride supplements except as required by law.

16. Drugs and medicines, including nicotine patches and chewing gum, in connection with smoking
cessation therapy or a behavior modification program

Dispensing Limitations: KPIC will not pay for more than the per prescription or refill supply set forth in

the SCHEDULE OF BENEFITS (Who Pays What) section. In no case, however, may the supply be larger
than that normally prescribed by a Physician or other lawful prescriber.
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Direct Reimbursement
If you paid the full price for your prescription, you may request a direct reimbursement from us subject to
the applicable Cost Share.

To submit a claim for direct reimbursement you may access the direct member reimbursement form via
https://mp.medimpact.com/mp/public/Frameset.jsp?forwardUrl=/mp/public/HelpDesk.jsp to find the direct
member reimbursement form or for assistance you may call the Medlmpact Customer Contact Center 24
hours a day 7 days a week at 1- 800-788-2949 (Pharmacy Help Desk) or email via
customerservice@medimpact.com.

Durable Medical Equipment/External Prosthetics and Orthotics
1) Rental of Durable Medical Equipment. Purchase of such equipment may be made if in the judgment
of KPIC:
a) purchase of equipment would be less expensive than rental; or
b) such equipment is not available for rental.
2) Prosthetic devices (External) are covered including:
a) external prosthetics related to breast reconstruction resultir’, from<. covered mastectomy;
b) when necessary, to replace, in whole or in part, an arm or a ~o: or
c) required to treat cleft lip or cleft palate such as obturators, spe. ~h ar . feeding appliances.
3) Prosthetic devices (internally implanted) are covered as art of the su _gical procedure to implant them.
4) Orthotics including diabetic shoes are covered. Rep~=or . nlacer 2nt of orthotic devices are covered
when necessary due to growth. Arch supports anr” othei Jevic xs or the foot, except for diabetic shoes,
are not covered. Repair or replacement of ortho. > devi’ es due to loss or misuse is not covered.

Early Childhood Intervention Services
Eligible Insured Dependents, from birth up.#~ age ti ree 3), who have significant delays in development or
have a diagnosed physical or mental condit 1 .2t h »s a nigh probability of resulting in significant delays in
development as defined by state law,.are cove =d 1u. the number of Early Childhood Intervention Services
(ECIS) visits as determined by state I w.

NOTE: You may be billed for =7 ZCIS" .ceived after the number of visits required by state law is satisfied.

The number of visits require. =" siate) aw does not apply to:

1. Rehabilitation or therapeutic Ser ces which are necessary as the result of an acute medical condition
or post-surgical rehabilitatiory,

2. Services provided to a child who is not an eligible child and whose services are not pursuant to an
Individualized Family Service Plan (IFSP); and

3. Assistive technology covered by the Durable Medical Equipment provisions of this Certificate.

Coverage of Early Childhood Intervention Services does not include any of the following:

1. Respite care;

2. Non-emergency medical transportation;

3. Service coordination, as defined by applicable Colorado law; and

4. Assistive technology that is not included as Durable Medical Equipment, which is otherwise covered
under the Group Policy.

Emergency Services
Emergency Services are covered 24 hours a day, 7 days a week, anywhere in the world. If You have an
Emergency Medical Condition, call 911 or go to the nearest emergency room.

If You receive Emergency Care/Services and cannot, at the time of emergency, reasonably reach a
Participating Provider, that emergency care rendered during the course of the emergency will be paid for
in accordance with the terms of the Group Policy, at benefit levels at least equal to those applicable to
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treatment by a Participating Providers for emergency care.

Outpatient observation stays that result from an Emergency Room visit are included in the cost share for
the Emergency Room visit.

Family Planning Services

1. Contraceptives which require medical administration in Your doctor’s office, including drugs and
implanted devices and the professional services to implant them

2. Vasectomy

Gender Affirming Care Services

Benefits for Gender Affirming Care Covered Services are covered in the same manner as any other medical
or surgical coverage, as set forth under this Certificate regardless of the Covered Person’s sexual
orientation or gender identity. These benefits include hormone therapy and associated laboratory services,
pre-surgical and post-surgical care, and the treatment of complications. Non-surgical physical and
behavioral health services are also covered including but not limited *". office visits, counseling, preventive
health services and prescription drugs.

Medically Gender Affirming Care Surgery Services

Medically Necessary Gender Affirming Care surgery is cove ~d to treat ¢ .i1der dysphoria including:

1. Assigned female at birth: hysterectomy; metoidi='asy, . phall<plasty; vaginectomy; vulvectomy
scrotoplasty; erectile prosthesis; ovariectomy ,ophc ectc v phalloplasty, urethral extension,
urethroplasty, salpingectomy, trachelectomy, pe is/pe’ neum reconstruction, implantation of erection
and/or testicular prostheses, subcutaneous (¢ ~atic “of male chest); simple/total bilateral mastectomy,
breast/chest augmentation, reduction, and c. ri ‘ruct.. 1, implants/lipofillings, mastectomy with chest
reconstruction, breast reduction (roductior.. n.>mmoplasty) and breast/chest reduction and
construction, liposuction, lipofilling, nipp > 1caane frucdon following mastectomy, voice therapy lessons,
and laser or electrolysis hair remnval.

2. Assigned male at birth: penectoil y, 2ainop. »sty; clitoroplasty; labiaplasty; orchiectomy, vulvoplasty,
urethroplasty, vagina/perineum ' 2cc’.su.stion, and dilator (medical equipment), augmentation
mammoplasty, breast/ch<_. augm. atation, reduction, and construction, implants/lipofillings facial
feminization surgery, bl bharor'~sty =ye and lid modification), rhinoplasty (nose reshaping), lipofilling,
orbital recontouring, " ‘= uft/a gmentation, liposuction, tracheal shave, thyroid cartilage
reduction/reduction thyrochondre iasty, cheek/chin and nose implants, rhytidectomy (cheek, chin, and
neck), face/forehead and/or 1icck tightening, facial bone remodeling for facial feminization, facial hair
removal, mandibular angle augmentation/creation reduction (jaw), genioplasty, facial bone remodeling
for facial feminization, and laser or electrolysis hair removal.

The following services are not covered:
1) Calf implants.
2) Face lifts.
3) Gluteal Augmentation (implants/Lipofiliings)
4) Hair Reconstruction
5) Partial Mastectomy
6) Modified Radical Mastectomy
7) Radical Mastectomy
8) Prostatectomy
9) Pectoral implants.
10) Voice modification surgery

Benefits for other Gender Affirming Covered Services are covered in the same manner as any other medical

or surgical coverage, as set forth under this Certificate including hormone therapy and the treatment of
complications.
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BENEFITS/COVERAGE (What is Covered)

Hearing Services
1. Hearing exams and tests by audiologist needed to determine the need for hearing correction.
2. For Minor Dependents under the age of 18 with a verified hearing loss, coverage shall also include:
a) |Initial hearing aids and replacement hearing aids not more frequently than every five (5) years;
b) A new hearing aid when alterations to the existing hearing aid cannot adequately meet the needs
of the child; and
c) Services and supplies including, but not limited to, the initial assessment, fitting, adjustments, and
auditory training that is provided according to accepted professional standards.

Home Health Care

Home Health Services. The following services provided by a Home Health Agency under a plan of care to

Covered Persons in their place of residence are covered:

a) Skilled nursing services;

b) Certified or licensed nurse aid services under the supervision of a Registered Nurse or a qualified
therapist;

c) Physical therapy;

d) Occupational therapy;

e) Speech therapy and audiology;

f) Respiratory and inhalation therapy;

g) Nutrition counseling by a nutritionist or dietitian;

h) Medical social services, medical supplies; prosthesic==nd . nplianc’s suitable for home use; rental or
purchase of durable medical equipment; and

i) Drugs, medicines, or insulin

Home health services do not include:

a) Food services or meals, other than dietary cou. se. 2g;

b) Services or supplies for personal comic * cncon enivnce, including Homemaker Services; and
c) Services related to well-baby care.

Covered Home Health Services are lii citea _ntermittent care services. Intermittent care services means
services are limited to 28 hours ~ar we “ and less than 8 hours a day.

Such services must be prov ded< . u. . Cuvered Person’s home and according to a prescribed treatment
plan established by a Physician in col' .boration with the home health provider. Home health care must be
required in lieu of hospitalization =" place of hospitalization. Services of up to four hours by a home health
aide shall be considered as one visit.

Hospice Care
This provision only applies to a Terminally Ill Covered Person with a life expectancy of less than six (6)

months receiving Medically Necessary care under a Hospice Care program. Benefits may exceed six (6)
months should the Terminally Il Covered Person continue to live beyond the prognosis for life expectancy.
Covered Services include Hospice Care Benefits when a Covered Person’s Physician provides KPIC a
written certification of the Covered Person’s Sickness along with a prognosis of life expectancy; and a
statement that Hospice Care is Medically Necessary.

A copy of the Hospice program’s treatment plan may be required before benefits will be payable.

Hospice Care benefits are limited to:

1. Physician services

2. Nursing care, including care provided by a Licensed Vocational Nurse or Certified Nurse’s Aide, when
under the supervision of a Registered Nurse or specialized rehabilitative therapist;

3. Physical, speech or occupational therapy and audiology;

4. Respiratory and inhalation therapy including oxygen and respiratory supplies;

5. Medical social services;
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10.

12.

13.

BENEFITS/COVERAGE (What is Covered)

Nutrition counseling by a nutritionist or dietitian;

Rental or purchase of durable medical equipment;

Prosthetic and orthopedic appliances;

Medical supplies including drugs and biologicals;

Diagnostic testing necessary to manage the terminal iliness;

Medically necessary transportation needed for hospice services;

Family counseling related to the Covered Person’s terminal Sickness including bereavement support;
and

Respite care.

Covered Persons who elect to receive Hospice Care are not entitled to any other benefits under
the Group Policy for the terminal Sickness. Services and charges incurred by the Covered Person
in connection with an unrelated illness will be processed in accordance with coverage provisions
applicable to all other ilinesses and/or injuries.

No payments will be made for expenses that are part of a Hos .ce Care program that started after
coverage under the Group Policy ceases.

Infertility Services

The following services are covered:

1.

Noohkwh

9.
10.

Services required to establish a diagnosis of infertili*-

Treatment of underlying medical conditions caus™ g im rtility

Artificial insemination which includes intrauterir. .inser .nation (IUl).

In Vitro Fertilization (IVF).

Gamete Intrafallopian Transfer (GIFT)

Zygote Intrafallopian Transfer (ZIFT)

Three (3) completed oocyte retrievai. w..>.th.. unimited embryo transfers in accordance with the
guidelines of the American Sociesty for K. arou. tive Medicine (ASRM), using single embryo transfer
when medically appropriate.

Up to one year standard fertility [ esF va. 'n services.

Office administered drucs _ ppliec and used during an office visit for IUl and IVF, GIFT, or ZIFT.
See Drugs, Supplies 2 d supr'~me ts benefit for coverage of Prescription drugs for the treatment of
infertility

Laboratory Services

Pathology services and laboratory tests, services and materials.

Preventive Care Services

Unless otherwise stated, the requirement that Medically Necessary Covered Services be incurred as a result
of Injury or Sickness will not apply to the following Covered Services. Benefits for preventive care are not
subject to any Deductible amount. Services remain subject to all Coinsurance, Copayment, and other plan
provisions and limitations. Preventive care benefits are limited to the following:

a)

Routine nursery care and Physician charges for a newborn while the mother is confined. The care is
covered as part of the mother's admission.
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BENEFITS/COVERAGE (What is Covered)

b) Age appropriate examinations as follows:

(i) Ages 0-12 months:

1 Newborn home visit during the first week of life if the newborn was
released from the hospital less than 48 hours after delivery.
5 Well-child Visits and 1 PKU (phenylketonuria) test

(i) Ages 13-35 months:

2 Well-child Visits;

(iii) Ages 3-6

3 Well-child Visits;

(iv) Ages 7-12

3 Well-child Visits;

(v) Ages 13-18

1 Age appropriate Health Maintenance Visit every year
1 Diphtheria-tetanus vaccine;
1 Hepatitis B vaccination if not give « previously;

(vi) No age limitation

1 Diphtheria-tetanus vaccine ever, * 1 year’,
1 Age Appropriate Health Maintenan. > Vit every three years;
1 fasting lipid panel;

(vii) No age limitation

1 Diphtheria-tetani. vacc ie ev. ", ten years;

1 Fasting lipid pane <ve y five years;

Either annual I' . nocu = or 2 colorectal visualizations between ages
50 - 70;

1 Age A: noriate He lth Maintenance visit every 24 months;

(viii) No age limitation

1 I="1lenza ir. munization every year;
1 P _eun. ~acce vaccine at or after age 65;
1 Di} 2" cria-ictanus vaccine every ten years;

(ix) All persons

2. ppropriate Health Maintenance Visit every year;
1 Sr oking cessation education program benefit under Physician
=+ _ervision or as authorized by plan.

(x) All persons

Annual Mental Wellness check-up

(xi) All persons

Annual Mental Health Examination performed by a Qualified Mental
Health Provider up to 60 minutes

(xii) Ages 18 and over

Unhealthy Alcohol Use Screening

(xiii) Ages 12 and over

Preventive Screening for Depression

(xiv) No age limitation

Perinatal maternal counseling for persons at risk

¢) Routine mammograms as follows:
(i) For women age thirty-five (35) through age thirty-nine (39), one baseline mammogram;

(i) For women age forty (40) through age forty-nine (49), one (1) mammogram every two (2) years, or

more frequently upon recommendation of a Physician; and
(iii) For women age fifty (50) and older, one (1) mammogram every twelve (12) months.

Benefits are limited to a maximum payment of the lesser of the actual charge or amount provided for
under the most recent annual national Consumer Price Index - Urban (CPI-U) published by the U.S.

Bureau of Labor and Statistics. Benefits are exempt from Deductibles.
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BENEFITS/COVERAGE (What is Covered)

Prostate Screening as follows when performed by a qualified medical professional, including but not

limited to a urologist, internist, general practitioner, doctor of osteopathy, nurse practitioner, or Physician

assistant:

(i) For men age forty (40) through age forty-nine (49), one (1) screening per Accumulation Period if the
Covered Person’s Physician determines he is at high risk of developing prostate cancer; and

(i) For men age fifty (50) and older, one (1) screening per Accumulation Period.

A prostate screening test consists of a prostate-specific antigen (“PSA”) blood test and a digital rectal

examination. Benefits are limited to a maximum payment of the lesser of the actual charge or $65 per

screening and are exempt from any Deductibles.

Colorectal screening services are covered for:

(i) Asymptomatic average-risk adults, who are fifty (50) years of age or older and

(i) Covered Persons, who are at high risk for colorectal cancer. Such high-risk Covered Persons
include those individuals who have:

1. A family medical history of colorectal cancer;

2. A prior occurrence of cancer or precursor neo-plastic polyps;

3. Avprior occurrence of a chronic digestive disease condition.< uch as inflammatory bowel disease,
Crohn’s disease, or ulcerative colitis, or other predispr.ing factors, as determined by a duly
authorized provider.

Benefits are provided for tests, as determined by a duly authori. < provic r, that detect adenomatous
polyps or colorectal cancer consistent with modalities that are inclu. ~d i A” Recommendation or a “B”
Recommendation of the Task Force.

Fecal DNA screening

Expanded coverage of breast cancer screening sc i ¢s which includes:

(1) The use of non-invasive imaging m. .. 'lity « >~ recommended by the provider and within the
appropriate use guidelines as determir 2a v de.ermined by the American College of Radiology
and the National Comprehens < Zanc r N twork, for all individuals possessing at least one
(1) risk factor for breast cancer . luaw. 2
(i) A family history of bi -c>t cance
(i) Being 40 years of age oro . =01
(i) Anincreased!*~time\ ' of breast cancer determined by a risk factor model such as tyrer-

cuzick, BRC 1PRO, or C AIL by or other clinically appropriate risk assessment models.

(2) Diagnostic ima¢ no.# . 1w 1e. evaluation or supplemental imaging within the same policy year
based on factors includir’, a high lifetime risk for breast cancer or high breast density when
deemed appropriat{ ‘7, the provider and the appropriate use guidelines as determined by
determined by the American College of Radiology and the National Comprehensive Cancer
Network.

All Center for Disease Control's (CDC) Advisory Committee on Immunization Practices (ACIP)
recommended immunizations for respiratory syncytial virus (RSV) including all associated costs of
administration for:
(i) People 60 years and older under shared decision-making with their health care provider,
(i) Pregnant people that would provide protection to infants up to 6 months of age, and
(iii) A monoclonal antibody product that will help protect all infants under 8 months and some

older babies at increased risk of severe iliness caused by RSV

Reconstructive Services

1.

Reconstructive surgery including reconstruction of both the diseased and non-diseased breast after
mastectomy to produce symmetrical appearance; and treatment of physical complications at all stages
of the mastectomy, including lymphedemas.

Treatment of Covered Persons, without regard to age, born with cleft lip and/or cleft palate, including
the following procedures when found to be Medically Necessary: oral and facial surgery; surgical
management and follow-up care by plastic surgeons and oral surgeons;

Treatment necessary for congenital hemangiomas and port wine stains.
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BENEFITS/COVERAGE (What is Covered)

Rehabilitation and Habilitation Services

1. Physical therapy to restore, keep, learn or improve skills or functioning. Therapy must be provided as
prescribed by the attending Physician.

2. Speech therapy to restore, keep, learn or improve skills or functioning. This includes speech and
language therapy and audiologic assessments and treatments for cleft lip and cleft palate.

3. Occupational therapy to restore, keep, learn or improve skills or functioning. Occupational therapy is
limited to services to achieve and maintain improved self-care and other customary activities of daily
living. Therapy must be provided as prescribed by the attending Physician.

4. Multidisciplinary rehabilitation services while confined in a Hospital or any other licensed medical facility
or through a comprehensive outpatient rehabilitation facility (CORF) or program to restore, keep, learn
or improve skills or functioning.

5. Pulmonary therapy to restore respiratory function after an illness or injury.

6. Cardiac Rehabilitation.

Treatment of Sexually Transmitted Infection

Treatment of a sexually transmitted infection (STI) is covered. < sxuall transmitted infection refers to
chlamydia, syphilis, gonorrhea, HIV, and relevant types of hep titiv, as veell as any other sexually
transmitted infection, regardless of mode of transmission.

Treatment" means medically necessary care including FRA-ap. ~roved redication for the management of
the existing STI. Please refer to Your SCHEDULE OF 3EN =FI\ *.(*.no Pays What) section.

Skilled Nursing Facility Care

Room and Board and other services rendered ir. « Skilic * Nursing Facility. Care must follow a Hospital
Confinement, and the Skilled Nursing Facilitv confi. er. ant rnust be the result of an Injury or Sickness that
was the cause of the Hospital Confinement. tc. >fits will 110t be paid for custodial care or maintenance care
or when maximum medical improvement is acieve. and no further significant measurable improvement
can be anticipated.

Substance Use Disorder Se~ " 2s

Diagnosis, treatment, servi‘2s, or supy ‘es are covered under this Group Policy for a Substance Use
Disorder when received at == .ipa. 2nc or on an outpatient basis in an office, Hospital, Residential
Treatment facility or other licensed m< dical facility when diagnosed and treated by a provider duly licensed
to diagnosis and treat such cona...ciis. Medication-Assisted Treatment (MAT), a combination of behavioral
therapies and medications approved by the FDA to treat substance use disorders (SUD), is covered. This
coverage includes services provided by Opioid Treatment Programs (OTPs) for methadone administration
and maintenance for the treatment of opioid use disorder (OUD

Benefits will be limited to treatment, services or supplies otherwise covered under this Group Policy and
will be provided on the same terms and conditions and no less extensive than, those provided for the
treatment and diagnosis of other physical diseases or disorders. Substance Use Disorder Services are
covered whether they are voluntary or are court-ordered, when they are Medically Necessary and otherwise
covered under this Group Policy.

Services include:

1. Inpatient services including services in a Residential Treatment facility and medical management of
withdrawal symptoms in connection with Substance Use Disorder. Medical Services for alcohol and drug
Detoxification are covered in the same way as for other medical conditions.

2. Outpatient services:

(a) Office-based services such as testing, treatment, therapy and counseling

(b) Hospital alternative services consisting of partial hospitalization or intensive and structured
outpatient treatment offered for several hours during the day or evening. Services can be as
intensive as inpatient care but do not require an overnight confinement in an inpatient hospital
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BENEFITS/COVERAGE (What is Covered)

setting; and (ii) intensive outpatient treatment program.

Transplant Services
Transplant services in connection with an organ or tissue transplant procedure are covered for a Covered
Person who is recipient.

Donor Services which include Health Care Services related to living organ donation are covered. Health
Care Services as defined in this section are procedures to harvest an organ of a living organ donor and
all Services required before and after the procedure.

* Donor who is a Covered Person: Covered Charges incurred by a Covered Person who is a living
organ donor or prospective living organ donor are covered under the donor’s coverage.

»  Donor without medical coverage for donor expenses: Covered Charges for a living organ donor not
insured under this Group Policy and, who has no medical coverage elsewhere that covers donor
expenses, will be paid under the coverage of the Covered Person who is the recipient. The services
must be directly related to the transplant for the Covered Person

The Group policy will not cover any living organ donor expenses, it . e ving 073an donor has coverage
elsewhere that covers donor expenses.

Urgent Care Services
Treatment in an Urgent Care Center.

Vision Services
Unless otherwise stated, the requirement that Mea. ~c. ¥ Ne =ssary Covered Services be incurred as a result
of Injury or Sickness will not apply to the fo'~wing C ove 2d Services.

Routine eye exams and refractive eye tests . dete. aine the need for vision correction and to provide a
prescription for eyeglasses or contac. ‘e, ~s.

All vision services not listed ak="'» are . “«covered, including but not limited to:

Laser Vision Correction

Orthoptics

Radial keratotomy or any other s .gical procedure to treat a refractive error of the eye.
Lenses, frames or contacts «. .ieir replacements.

Contact lens modification, polishing and cleaning.

Optical Hardware

Low vision aids

Noghrwh =

X-ray and Special Procedures

1. Diagnostic X-ray, services and materials, including isotopes.
2. Diagnostic mammograms,
3.
4,

Electrocardiograms, electroencephalograms and mammograms.
Therapeutic X-ray Services and materials including radiation therapy. Radiation treatment is limited to:
a) X-ray therapy when used in lieu of generally accepted surgical procedures or for the treatment of
malignancy; or
b) the use of isotopes, radium or radon for diagnosis or treatment.
5. MRI, CT, PET and nuclear medicine.
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LIMITATIONS/EXCLUSIONS (What is Not Covered)

No payment will be made under any benefit of the Group Policy for Expenses Incurred in connection with
the following, unless specifically stated otherwise in the Group Policy or elsewhere in this Certificate,
including the SCHEDULE OF BENEFITS (Who Pays What) section, or any Rider or Endorsement that
may be attached to the Group Policy.

1.
2

10.

1.

12.

13.

14.

15.

16.

Charges in excess of the Maximum Allowable Charge.

Charges for non-Emergency Services in an Emergency Department or independent Freestanding
Emergency Department..

Covered Services other than Non-Emergency services outside the United States

Except for Emergency Services, weekend admission charges for Hospital services except when
surgery is performed on the day of admission or the next day. This exclusion applies only to such
admission charges for Friday through Sunday, inclusive.

Covered Services including but not limited to confinement, treatment, services or supplies which are
not Medically Necessary. This exclusion does not apply to preventive or other Covered Services
specifically covered under the Group Policy.

Covered Services including but not limited to confinement  treatr.ent, services or supplies not
prescribed, authorized or directed by a Physician or that are 1. ~e’.ed wk'!le not under the care of a
Physician.

Covered Services including but not limited to treatme. . services, . supplies provided by: (a) the
Covered Person; (b) the Covered Person’s spouse=nar. >r in a8 ivil union or Domestic Partner (if
covered); (c) a child, sibling, or parent of the Cs .erec Perc »<Jr of the Covered Person's spouse,
partner in a civil union or Domestic Partner (if ¢ teres ,; or (d) a person who resides in the Covered
Person's home.

Covered Services including but not limited tc ¢ afinc nent, treatment, services or supplies received
where care is provided at government-oxpens .. i is exclusion does not apply if: (a) there is a legal
obligation for the Covered Person to pa_1c..~uch treatment or service in the absence of coverage; or
(b) payment is required by law.

Injury or Sickness for which the' aw ~auire. the Covered Person to maintain alternative insurance,
bonding, or third-party coverage.

Injury or Sickness arisino .. of, or ( the course of, past or current work for pay, profit or gain, unless
workers' compensation/ r bena®*s u. der similar law are not required or available.

Injury or Sickness cont. ="_ad wh e on duty with any military, naval, or air force of any country or
international organization.

Dental care and dental X-rays; dental appliances; orthodontia; and dental services resulting from
medical treatment, including surgery on the jawbone and radiation treatment, except as provided for
covered dependent children under the Hospitalization and Anesthesia for Dental Procedures provision
and Medically Necessary orthodontia for the treatment of cleft lip and palate.

Cosmetic Surgery, plastic surgery, or other services or procedures that primarily serve to improve the
Covered Person's appearance and will not result in significant improvement in physical function. This
exclusion does not apply to services that: (a) will correct significant disfigurement resulting from a non-
congenital Injury or Medically Necessary surgery; (b) are incidental to a covered mastectomy; or (c)
are necessary for treatment of congenital hemangioma and port wine stains; or (d) are Gender
Affirming Care services determined to be Medically Necessary to treat gender dysphoria.

Any drug, procedure or treatment for sexual dysfunction regardless of cause, including but not limited
to Inhibited Sexual Desire, Female Sexual Arousal Disorder, Female Orgasmic Disorder, Vaginismus,
Male Arousal Disorder, Erectile Dysfunction and Premature Ejaculation.

Non-prescription drugs or medicines; vitamins, nutrients, and food supplements even if prescribed or
administered by a Provider unless otherwise covered under this Plan or required by state or federal
law.

Any Covered Service including but not limited to any treatment, procedure, drug, or equipment or
device which KPIC determines to be experimental or investigational. This means that one of the
following is applicable:
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LIMITATIONS/EXCLUSIONS (What is Not Covered)

e The service is not recognized in accordance with generally accepted medical standards as
safe and effective for treating the condition in question, whether or not the service or item is
authorized by law or used in testing or in other studies on human patients; or

e The service requires approval by any governmental authority prior to use and such approval
has not been granted when the service is to be rendered.

This exclusion will not apply to Clinical Trials covered in the BENEFITS/COVERAGE (What is
Covered) section or to Routine Patient Care Costs related to clinical trials if the Covered Person’s
treating Physician recommends participation in the clinical trial after determining that participation in
such clinical trial has the potential to provide a therapeutic health benefit to the Covered Person.

17. Special education and related counseling or therapy, or care for learning deficiencies or behavioral
problems. This applies whether or not the services are associated with manifest Mental Health
disorder or other disturbances.

18. Services or supplies rendered for the treatment of obesity; however, Covered Charges made to
diagnose the causes of obesity or charges made for treatment of diceases causing obesity or resulting
from obesity are covered.

19. Covered Services including but not limited to confinement, = .atme: ., services or supplies that are
required:

a) Only for insurance, travel, employment, school, sports particip. ‘ior< camp, government licensing,
or similar purposes; or

b) Only by a court of law except when medically =" =ssa.  and 7 .nerwise covered under this Group
Policy.

20. Personal comfort items such as telephones, radi. =, te'_visions, or grooming services.

21. Custodial care. Custodial care is: (a) assistal . = wi.._activities of daily living which include, but are not
limited to, activities such as walking, getting in a1 ' ouv f bed, bathing, dressing, feeding, toileting, and
taking drugs; or (b) care that can be ~rform d ¢ >fely and effectively by persons who, in order to
provide the care, do not require licens. e (.c ttification or the presence of a supervising licensed
nurse.

22. Intermediate care. This is a leve o1 .7 for vhich a Physician determines the facilities and services
of a Hospital or a Skilled Nursing I aci"y a. > not Medically Necessary.

23. Routine foot care such as wuw.iming' ' corns and calluses.

24. Confinement or treatme it that ~ot ompleted in accordance with the attending Physician's orders.

25. Hearing Therapy except " cre Mi dically Necessary to treat cleft lip and cleft palate.

26. Hearing aids for adults age 18 v~ irs or over.

27. Services of a private-duty nurse in a Hospital, Skilled Nursing Facility or other licensed medical facility.

28. Outpatient private duty nursing services.

29. Acupuncture; biofeedback; massage therapy; or hypnotherapy.

30. Health education, including but not limited to: (a) stress reduction; (b) weight reduction; or (c) the
services of a dietitian.

31. Medical social services except those services related to discharge planning in connection with: (a) a
covered Hospital Confinement; (b) covered Home Health Agency Services; or (c) covered Hospice
Care.

32. Living expenses or transportation, except as provided for under Covered Services in the
BENEFITS/COVERAGE (What is Covered) section.

33. Second surgical opinions, unless required under the Medical Review Program.

34. Eye refractions, orthoptics, contact lenses, or the fitting of glasses or contact lenses; radial keratotomy
or any other surgical procedures to treat a refractive error of the eye, except as specified in the
BENEFITS/COVERAGE (What is Covered) section for Vision services.

35. Reversal of sterilization.

36. Services provided in the home other than Covered Services provided through a Home Health Agency
or related to Hospice Care services, as set forth under the BENEFITS/COVERAGE (What is Covered)
section.

37. Repair or replacement of Prosthetics resulting from misuse or loss.
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38.

39.
40.
41.
42.
43.

LIMITATIONS/EXCLUSIONS (What is Not Covered)

Treatment for infertility not otherwise covered in the BENEFITS/COVERAGE (What is Covered) and
the SCHEDULE OF BENEFITS (Who Pays What) sections. Donor semen, donor eggs and services
related to their procurement and storage are not covered. These exclusions apply to fertile as well as
infertile individuals or couples.

Maintenance therapy for rehabilitation.

Travel immunizations.

Non-human and artificial organs and their implantation.

Gene therapy unless you meet the Medical Review Program criteria.

Surrogate pregnancy and services in connection with a Surrogacy Arrangement if the surrogate mother
is not a Covered Person. A "Surrogacy Arrangement” is one in which a woman (the surrogate) agrees
to become pregnant and surrender the baby (or babies) to another person or persons who intend to
raise the child (or children), whether or not the woman receives payment for being a surrogate. For
Covered Persons in a Surrogacy Arrangement, please refer to "Surrogacy arrangements" under the
GENERAL POLICY PROVISIONS section for information about your obligations to Us in connection
with a Surrogacy Arrangement, including Your obligations to reimburse Us for any Covered Services
We cover and to provide information about anyone who may b« rinancially responsible for Covered
Services the baby (or babies) receive.

NOTE: This plan does not impose any Pre-existing condition exc. sior

KPIC-GC-PPO-LG-2025-CO-GF 36 2025



MEMBER PAYMENT RESPONSIBILITY

Deductible

Before any benefits will be payable during the Accumulation Period, a Covered Person must first satisfy
the Deductible shown in the SCHEDULE OF BENEFITS (Who Pays What) section. Unless otherwise
specified in the SCHEDULE OF BENEFITS (Who Pays What) section, the Deductible applies to all
Covered Services.

Payments under the Group Policy are based upon the Maximum Allowable Charge for Covered Services.
The Maximum Allowable Charge may be less than the amount actually billed by the Provider. Covered
Persons are responsible for payment of the applicable Cost Share and any amounts in excess of the
Maximum Allowable Charge for a Covered Service received from a Non-Participating Provider. (Refer to
the definition of Maximum Allowable Charge shown in the DEFINITIONS section.)

Self-Only Deductible

For a self-only enroliment (family of one Covered Person), there is only ane Deductible known as Self-Only
Deductible. When the Covered Person reaches their Self-Only < eductible, they will begin paying
Copayments or Coinsurance.

Individual Deductible

For family enroliment (family of two or more Covered Persc s), there is . Deductible for each individual
family member known as Individual Deductible. Unle=> oti ~rwise < ndicated in the SCHEDULE OF
BENEFITS (Who Pays What) section or elsewhere i© the i olicy, tt". Accumulation Period Deductible as
shown in the SCHEDULE OF BENEFITS (Who + vs V aat) section applies to all Covered Charges
incurred by a Covered Person during an Accumi ~tion ™ :riod. The Deductible applies separately to each
Covered Person during each Accumulation Peric 1. Vhe: Covered Charges equal to the Deductible are
incurred during the Accumulation Period 224 are ¢ 1bi tted to Us, the Deductible will have been met for
that Covered Person. Benefits will not be pc “ac’™> fo Covered Charges applied to the Deductible.

Family Deductible Maximum

The Deductible for a family has been s “isfi”a i« an Accumulation Period when a total of Covered Charges,
shown in the SCHEDULE OF __NEFI' » (Who Pays What) section, has been applied toward the family
members’ Individual Deduc! oles.

If the Family Deductible Maximum sk wn in the SCHEDULE OF BENEFITS (Who Pays What) section is
satisfied in any one Accumulatiori eriod by Covered Persons in a family enroliment unit, then the Individual
Deductible will not be further applied to any other Covered Charges incurred during the remainder of that
Accumulation Period.

Benefit-specific deductibles

Some Covered Services are subject to additional or separate deductibles as shown in the SCHEDULE OF
BENEFITS (Who Pays What) section. These additional or separate deductibles do not contribute towards
satisfaction of the Self-Only or Individual or Family Deductible.

NOTE: Please refer to the SCHEDULE OF BENEFITS (Who Pays What) section for the actual amount of
Your Individual and Family Deductible.

Copayment/Coinsurance

You must pay any Copayment, Coinsurance as well as Deductibles for Covered Services. These Cost
Shares are paid directly to the Provider or facility. Copayment, Coinsurance and Deductible amounts are
listed in SCHEDULE OF BENEFITS (Who Pays What) section. If You receive Covered Services at a
Participating Provider facility from a Non-Participating Provider not chosen by You, You are liable only for
the Participating Provider Cost Share for the Covered Services You receive. In this circumstance You are
not liable for the difference between the Participating Provider Cost Share and the Non-Participating
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Provider's billed charges. If you receive a bill from a Non-Participating Provider in the circumstances
described above, please call Customer Service at 1-855-364-3184 for assistance.

Out-of-Pocket Maximums
Any part of a charge that does not qualify as a Covered Charge, will not be applied toward satisfaction of
the Out-of-Pocket Maximum.

Covered Charges applied to satisfy any Deductibles under this Group Policy do not count toward
satisfaction of the Out-of-Pocket Maximum. Coinsurance paid for Covered Services apply to the Out-of-
Pocket unless otherwise specified in the SCHEDULE OF BENEFITS (Who Pays What) section.
Copayment amounts and outpatient pharmacy cost shares are not subject to nor do they contribute towards
the satisfaction of the Out-of-Pocket Maximum.

Amounts in excess of the Maximum Allowable Charge or Benefit Maximum and additional expenses a
Covered Person must pay because Pre-certification was not obtained will not be applied toward satisfying
the Deductible or the Out-of-Pocket Maximum.

Unless otherwise specified in the SCHEDULE OF BENEFITS (W o .“ays 'Yhat) section, Copayment
amounts and outpatient pharmacy cost shares are not subject to 1.« dehey contribute towards the
satisfaction of the Out-of-Pocket Maximum.

Self-Only Out-of-Pocket Maximum

For a self-only enrollment (family of one Covered Per. »n), t* zre is only one Out-of-Pocket Maximum known
as Self-Only Out-of-Pocket Maximum. When th¢ “ove ' d Person reaches their Self-Only Out-of-Pocket
Maximum, they no longer pays Copayments or Co 1 ranc > for those Covered Services that apply towards
the Out-of-Pocket Maximum for the rest of *~e Acc. mu ~tion Period.

Individual Out-of-Pocket Maximums:

When the Covered Person’s Cost Sh. re - :mounw. 2qual or exceeds the Out-of-Pocket Maximum shown in
the SCHEDULE OF BENEFITS (Who ‘av . vv. it) section during an Accumulation Period, the Percentage
Payable will be 100% of CeiC.zd Ct rges for the same Covered Person for the remainder of that
Accumulation Period.

Family Out-of-Pocket Maximums:

When the Cost Share amounts 1o all Covered Persons in a family enrollment unit equal or exceed the
Family Out-of-Pocket Maximum shown in the SCHEDULE OF BENEFITS (Who Pays What) section
during an Accumulation Period, then the Percentage Payable will be 100% of further Covered Charges
incurred by all Covered Persons in a family enroliment unit for the remainder of that Accumulation Period.

NOTE: Please refer to the SCHEDULE OF BENEFITS (Who Pays What) section for the actual amount of
Your Self-Only, Individual and Family Out-of-Pocket Maximum.

Deductible and Out-of-Pocket Maximum Takeover Credit

Any Expenses Incurred by a Covered Person while covered under the Prior Coverage will be credited

toward satisfaction of Deductibles and Out-of-Pocket Maximums, as applicable, under the Group Policy if:

1. The expenses were incurred during the 90 days before the Effective Date of the Group Policy;

2. The expenses were applied toward satisfaction of the deductibles or Out-of-Pocket Maximum under
the Prior Coverage during the 90 days before the Effective Date of the Group Policy; and

3. The expenses would be considered Covered Charges under the Group Policy.

For Group Policies with effective dates of coverage during the months of April through December,

Expenses Incurred from January 1 of the current year through the effective date of coverage with KPIC
may be eligible for credit.
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For Group Policies with effective dates of coverage during the months of January through March, expenses
incurred up to ninety (90) days prior to the effective date with KPIC may be eligible for credit.

You must submit all claims for the Deductible and Out-of-Pocket Maximum Takeover Credit within 90 days
from the effective date of coverage with KPIC.

Prior Coverage means the Policyholder's group medical plan that the Group Policy replaced. KPIC will
insure any eligible person under the Group Policy on its Effective Date, subject to the above provisions
which apply only to Covered Persons who on the day before the Group Policy's Effective Date were
covered under the Prior Coverage.

Maximum Allowable Charge

Payments for Expenses incurred under the Plan are based upon the Maximum Allowable Charge for
Covered Services. The Maximum Allowable Charge may be less than the amount actually billed by the
Provider. In addition to applicable Cost Sharing, Covered Persons<.re responsible for payment of any
amounts in excess of the Maximum Allowable Charge for a Coy'.red S .ivice from a Non-Participating
Provider. Such difference will not apply towards the satisfaction o “hs Out-of Pocket Maximum nor any
Deductible under the Group Policy. (Refer to the definition of Maxim. m A’ _.wable Charge shown in the
DEFINITIONS section of the Certificate.)

Other Maximums

To the extent allowed by law, certain Covered tr. xtmer .s, Services are subject to internal limits or
maximums. These additional limits or maximums’ e st. .n in the SCHEDULE OF BENEFITS (Who Pays
What) section.

NOTE: Please refer also to the SCHEDUL. C."8ENEFITS (Who Pays What) section of this Certificate
of Insurance.
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All claims under the Group Policy will be administered by:

National Claims Administration - Colorado
PO Box 373150
Denver, CO 80237-9998
1-855-364-3184 (Toll-free)

711 (TTY)

Questions about Claims

For assistance with questions regarding claims filed with KPIC, please have Your ID Card available when
You call the number shown above, or You may write to the address shown above. Claim forms are
available from Your employer.

You need pay only Your Deductible and Percentage Payable or Co-payment.

Claim Filing Requirements

Set forth below is a description of Our claim filing requirements. Y 1 may also request a separate copy of
Our claim filing requirements by writing to Us. We will respond > such r.quests within fifteen (15)
calendar days. If We change any of the requirements, We will provic » Y- u with a copy of the revised
requirements within fifteen (15) calendar days of the revisior,

Claim Forms

We will provide the claimant with the notice of claim . *m. . ou must give Us written notice of claim within
twenty (20) days but in no event more than 12 m . *hs & =r the occurrence or commencement of any loss
covered by the Policy.,. Failure to give notice withi.. s =h ti. e shall not invalidate nor reduce any claim if it
is shown not to have been reasonably pos le to ive ch notice and that notice was given as soon as
was reasonably possible. You may give notic » 0 s - have someone do it for You. The notice should give
Your name and Your policy number..The notic. should be mailed to Us at Our mailing address or to Our
Claims Administrator at the address p oviu. *.abo.e.

When We receive Your notic® ot claim, ' /e will send You forms for filing Proof of Loss. The forms may be
obtained from and must be fled ... KF C's Administrator’s office at the address set forth above. If We
do not send You these forms within f een (15) days after receipt of Your Notice of Claim, You shall be
deemed to have complied with “2="roof of Loss requirements by submitting written proof covering the
occurrence, character and extent of the loss, within the time limit stated in the Proof of Loss section. Clean
Claims, as defined, will be paid, denied or settled within thirty (30) calendar days after receipt if
submitted electronically, or within forty-five (45) calendar days, if the claim is submitted by any other
means. If a claim is denied in whole or in part, the written notice of denial will contain: (1) reasons for the
denial; (2) reference to the pertinent provisions of the Group Policy on which the denial is based; and (3)
information concerning the Covered Person’s right of appeal.

If additional information is required to complete the processing of Your Claim, We will request such
information within thirty (30) calendar days after receiving Your Claim. We will provide a full explanation
in writing as to what additional information is needed to resolve the claim from Your group or health
care provider, or You. The person or entity receiving the request for additional information must submit
all additional information to Us within thirty (30) calendar days after receiving the request. Under
applicable Colorado law, We may deny a claim if You and/or the provider fail to submit the requested
additional information in a timely manner. Absent fraud, all claims, except those considered to be Clean
Claims, shall be paid, denied, or settled within ninety (90) calendar days after receipt by KPIC.

If the Covered Person is dissatisfied with the results of a review, the Covered Person may request

a reconsideration. The request must be in writing and filed at the address set forth above. The
written request for reconsideration must be filed within thirty (30) days after the notice of denial is
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received. A written decision on reconsideration will be issued within thirty (30) days after receipt
of the request for reconsideration.

Proof of Loss

Written Proof of Loss must be sent to Us or to Our Administrator at the address shown on the preceding
page within 90 days after the day services were received. Failure to furnish such proof within the time
required shall not invalidate nor reduce any claim if it was not reasonably possible to give proof within
such time, provided such proof is furnished as soon as reasonably possible, but in no event, later than
one year from the time proof is otherwise required, except in the absence of legal capacity. If You receive
services from a Participating Provider, that provider will normally file the claim on Your behalf. At Your
option, You may direct, in writing to KPIC, that benefits be paid directly to the provider.

Payment of Benefits

Benefits will be payable to the Covered Person as they accrue and any balance remaining unpaid at
termination of the period of liability will be paid to the Covered Person immediately upon receipt of due
written proof of loss. The Covered Person, at his or her option, may assign, in writing to KPIC, all or part
of such benefits directly to a person or institution on whose charges a claim is based.

A Covered Person may also authorize KPIC to pay benefits directl” (0 a_person or institution on whose
charges a claim is based. Any such payments will discharge ! 2IC i< the extent of payment made.
Unless allowed by law, KPIC’s payments may not be attached, nc " ¢ subi‘ct to, a Covered Person’s
debts.

At the Covered Person’s option, any benefits for he< ... >xp. 2ses< or covered medical transportation
services may be assigned, in writing to KPIC, to the  provid r of 1. se services. No benefits are payable
to the Covered Person to the extent benefits for the sc me< xpenses are paid to the provider.

KPIC shall not retroactively adjust a claim based ¢ e “qibi. y if:
(1) The provider received verification of el .. !ity w *hin' vo (2) business days prior to delivery of services
unless the Policyholder notified KPIC:

(a) That Employee is no longer ¢ ('zible;

(b) That Policyholder no longer il ‘enu. "> maintain coverage for the Group;

(c) Withinten (10) business days ¢ *r the aate that Employee is no longer eligible or covered because
the employee left e .ployment’ ‘thout notice to the Policyholder/Employer or employment was
terminated because of 07 5 s onduct

(2) The provision of benefit 15 a requ ed policy provision pursuant to state law unless the Policyholder

notified KPIC of Employee’s: =~ gibility within the timeframe provided in (1) (c).

Reimbursement of Providers

Reimbursement for services covered under this health insurance plan which are lawfully performed by a
person licensed by the State of Colorado for the practice of osteopathy, medicine, dentistry, optometry,
psychology, chiropractic, or podiatry shall not be denied when such services are rendered by a person so
licensed. Licensed persons shall include registered professional nurses and licensed Clinical Social
Workers within the scope of professional nursing or licensed social worker practice.

Legal Actions

No action at law or in equity may be brought to recover under the Group Policy prior to the expiration of
sixty (60) days after the claim has been filed as required by the Group Policy. Also, no action may be
brought after three years from the expiration of the time within which proof of loss is required by the Group
Policy.

Time Limitations

If any time limitation provided in the Group Policy for giving notice of claims, or for bringing any action at
law or in equity, is less than that permitted by the applicable law, the time limitation provided in the Group
Policy is extended to agree with the minimum permitted by the applicable law.
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Assignment of Benefits to Colorado Department of Social Services

If a Covered Person receives medical assistance from the State of Colorado, under Colorado law, the
State is deemed to have an assignment on all benefit payments made for medical expenses on behalf of
the Covered Person or any other covered family member. The assignment remains in effect as long as
the individual is eligible for and receives medical assistance benefits from the State. This means that
KPIC may pay benefits directly to the State when KPIC is aware that the Covered Person is a medical
assistance recipient. Any payments made by KPIC in good faith pursuant to the State’s assignment will
fully discharge KPIC’s obligation to the extent of the payment.

NOTE: For general information on claims, and how to submit Pre-Service Claims, Concurrent Care
Claims, and Post-Service Claims, see the APPEALS AND COMPLAINTS section. For covered Services
by Non-Participating Providers, you may need to submit a claim on your own. Contact Customer Service
for more information on how to submit such claims.
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Time Effective
The effective time for any dates used is 12:01 a.m. at the address of the Policyholder.

Incontestability

Any statement made by the Policyholder or a Covered Person in applying for insurance under this Policy
will be considered a representation and not a warranty. Its validity cannot be contested except for
nonpayment of premiums or fraudulent misstatement as determined by a court of competent jurisdiction.
Only statements that are in writing and signed by the Policyholder and/or Covered Person may be used in
a contest.

This Policy shall not be contested, except for nonpayment of premiums, after it has been in force for two
years from its date of issue and that no statement made for the purpose of effecting insurance coverage
under the policy with respect to a person shall be used to avoid the incurance with respect to which such
statement was made or to reduce benefits under such policy after s/Ch insurance has been in force for a
period of two years during the lifetime of the Covered Person u: ess <.ch statement is contained in a
written instrument signed by the person making such statement an. <. copy .f that instrument is or has
been furnished to the person making the statement or to the beneficiary ~f <1y such person.

Misstatement of Age

If the age of any person insured under this health in< uranc: plan' .s been misstated: 1) premiums shall
be adjusted to correspond to his or her true age; < 'd 7, if benefits are affected by a change in age,
benefits will be corrected accordingly (in which ¢ . = thc aremium adjustment will take the correction into
account).

Medical Examination and Autopsy

KPIC, at its own expense, shall hav .the righ. and opportunity to examine the person of any individual
whose Injury or Sickness is the basis of <. 'aim .vhen and as often as it may reasonably require during
the pendency of a claim hereunder an. tr makec an autopsy in case of death, where it is not forbidden by
law.

Money Payable
All sums payable pursuant to this P<iicy must be paid in the lawful currency of the United States.

Rights of a Custodial Parent

If the parents of a covered Dependent child are:
1. Divorced or legally separated; and

2. Subject to the same Order,

The custodial parent will have the rights stated below without the approval of the non-custodial parent.
However, for this provision to apply, the non-custodial parent must be a Covered Person approved for
family health coverage under the Policy, and KPIC must receive:

1. Arequest from the custodial parent, who is not a Covered Person under the policy; and

2. A copy of the Order.

If all of these conditions have been met, KPIC will:

1. Provide the custodial parent with information regarding the terms, conditions, benefits, exclusions, and
limitations of the Policy;

2. Accept claim forms and requests for claim payment from the custodial parent; and

3. Make claim payments directly to the custodial parent for claims submitted by the custodial parent,
subject to all the provisions stated in the Policy. Payment of claims to the custodial parent, which are
made in good faith under this provision, will fully discharge KPIC’s obligations under the Policy to the
extent of the payment.
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KPIC will continue to comply with the terms of the Order until We determine that:

1. The Order is no longer valid;

2. The Dependent child has become covered under other health insurance or health coverage;

3. In the case of employer-provided coverage, the employer has stopped providing family coverage for
all employees; or

4. The Dependent child is no longer a Covered Person under the Policy.

Termination by KPIC

KPIC may terminate the Group Policy or any insurance under the Group Policy on any premium due date

by giving no less than 31 days written notice when the Policyholder:
Fails to pay premiums or contributions in accordance with the plan provisions, or KPIC does not receive
premium payments in a timely manner; or

2. Commits an act or practice that constitutes fraud or makes an intentional misrepresentation of material
fact under the terms of the Group Policy; or

3. Fails to comply with a material health benefit plan contract provi<.on, including contribution or group
participation rules; or

4. No longer has any Covered Persons living, residing or working »ir'.ne service area of the Preferred
Provider Organization with respect to a Group Policy providing ~ove age, in whole or in part, in
connection with a Preferred Provider plan.

If KPIC decides to discontinue offering this particular iealti beri it‘lan in the group market, KPIC may
discontinue all coverage under the Group Policy. Ki 'C wi" give written notice of this type of nonrenewal
to each Policyholder 90 days before the date ¢ »verc. : terminates. KPIC will offer each Policyholder
whose coverage is discontinued the option to | . hasc another group health benefits plan currently
offered by KPIC in the applicable state wit"aut re¢ ara o any health status-related factor of any Covered
Person, including any individuals who may  =cime »ligiole for the replacement coverage. Health benefit
plan under this section means a particular pro. 'ct ai.4 not a plan design.

If KPIC stops offering all health insura: ce<ove age in the group market, in the applicable state, KPIC has
the right not to renew all po..c.zs iss ed on this form. KPIC will give written notice of this type of
nonrenewal to the Policyho! .ers ar~all " ‘overed Persons 180 days before the date coverage terminates.
Notice to an Insured Employ. >« .1 be « 2emed notice to the Insured Dependents of that Insured Employee.

The Policyholder will be liable for an unpaid premiums for the period during which the Group Policy was in
force with respect to any Covered Person whose coverage terminates.

Completion of Covered Services by a Terminated Provider — For PPO Plans only

If You are inpatient in a Hospital, Skilled Nursing Facility, or a hospice for Hospice Care at the time of a
Participating Provider’s termination, You will continue to receive coverage for Covered Services until Your
date of discharge from such inpatient facility consistent with applicable Colorado law.

As to services other than inpatient services, We will advise You in writing as to the specific
extension of time, under Colorado law, pertaining to the rendition of Covered Services by a
terminated Participating Provider

Coordination of Benefits Provisions Application
This Coordination of Benefits (“COB”) provision applies when the Covered Person has health care
coverage under more than one Plan. Plan is defined below.

The order of benefit determination rules govern the order in which each Plan will pay a claim for benefits.

The Plan that pays first is called the Primary plan. The Primary plan must pay benefits in accordance with
its policy terms without regard to the possibility that another Plan may cover some expenses. The Plan
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that pays after the Primary plan is the Secondary plan. The Secondary plan may reduce the benefits
it pays so that payments from all Plans do not exceed 100% of the total Allowable Expense.

Definitions Related to Coordination of Benefits
A. A‘plan’is any of the following that provides benefits or services for medical or dental care or treatment.

However, if separate contracts are used to provide coordinated coverage for members of a group, the

separate contracts are considered parts of the same plan and there is no COB among those separate

contracts.

1. “Plan” includes: group insurance contracts, health maintenance organization (HMO) contracts,
closed panel plans or other forms of group or group-type coverage (whether insured or uninsured);
medical care components of long-term care contracts, such as skilled nursing care; medical
benefits under group or individual automobile contracts; and Medicare or any other federal
governmental plan, as permitted by law.

2. “Plan” does not include: hospital indemnity coverage or other fixed indemnity coverage; accident
only coverage; specified disease or specified accident coverage; limited benefit health coverage,
as defined by state law; school accident type coverage; ben< .its for non- medical components of
long-term care policies; Medicare supplement policies; Me< .caid r .iicies; or coverage under other
federal governmental plans, unless permitted by law.

Each contract for coverage under (1) or (2) is a separate Pla. . If a Plan hc ~ two parts and COB rules apply
only to one of the two, each of the parts is treated as a s~ ~raiw. Plan.

B. This plan means, in a COB provision, the parn >f the contract providing the health care benefits to
which the COB provision applies and which: 'ay L “ reduced because of the benefits of other plans.
Any other part of the contract providing health <c 2 be <fits is separate from this Plan. A contract may
apply one COB provision to certain benefits, (. uci as dental benefits, coordinating only with similar
benefits, and may apply another COB | av..ian' 2 coordinate other benefits.

C. The order of benefit payment | 1ic. Jatern ne whether this plan is a “Primary plan” or “Secondary
plan” when compared to another . an<ov. ‘ng the person.

When this Plan is Prim iry, its-==ne ‘ts are determined before those of any other Plan and without
considering any other F. ="_ oene its. When this Plan is Secondary, its benefits are determined after
those of another Plan and may./ e reduced because of the Primary plan’s benefits, so that all Plan
benefits do not exceed 100% ui the total Allowable expense.

D. Allowable Expense is a health care service or expense, including Deductibles, Coinsurance and
Copayments, that is covered at least in part by any Plan covering the person. When a Plan provides
benefits in the form of services, the reasonable cash value of each service will be considered an
Allowable Expense and a benefit paid. An expense or service or potion of an expense that is not
covered by any Plan covering the person is not an Allowable Expense. In addition, any expense that
a provider by law or in accordance with a contractual agreement is prohibited from charging a Covered
Person is not an Allowable Expense.

The following are examples of expenses that are not Allowable Expenses:

1. The difference between the cost of a semi-private hospital room and a private hospital room is not
an Allowable Expense, unless one of the Plans provides coverage for private hospital room
expenses.

2. If a Covered Person is covered by two or more plans that compute their benefit payments on the
basis of usual and customary fees or relative value schedule reimbursement methodology or other
similar reimbursement methodology, any amount in excess of the highest reimbursement amount
for a specific benefit is not an Allowable Expense.

3. If a person is covered by two or more plans that provide benefits or services on the basis of
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negotiated fees, an amount in excess of the highest of the negotiated fees is not an Allowable
Expense.

4. If a Covered Person is covered by one Plan that calculates its benefits or services on the basis of
usual and customary fees or relative value schedule reimbursement methodology or other similar
reimbursement methodology and another Plan that provides its benefits or services on the basis
of negotiated fees, the Primary plan’s payment arrangement shall be the Allowable Expense for
all Plans. However, if the provider has contracted with the Secondary plan to provide the benefit
or service for a specific negotiated fee or payment amount that is different than the Primary plan’s
payment arrangement and if the provider’'s contract permits, the negotiated fee or payment shall
be the Allowable Expense used by the Secondary plan to determine its benefits.

5. The amount of any benefit reduction by the Primary plan because a Covered Person has failed to
comply with the Plan provisions is not an Allowable Expense. Examples of these types of plan
provisions include second surgical opinions, precertification of admissions, and preferred provider
arrangements.

E. Claim determination period is usually a calendar year, but a pla: may use some other period of time
that fits the coverage of the group contract. A person is covers . by 2/lan during a portion of a claim
determination period if that person’s coverage starts or ends v fi' gy the ~'aim determination period.
However, it does not include any part of a year during which a pers. 2 ha< no coverage under this plan,
or before the date this COB provision or a similar provis. 'n takes effe <.

F. Closed Panel Plan is a plan that provides health<.ene1 sto o' cred Persons primarily in the form of
services through a panel of providers that hav . con’ acted with either directly or indirectly or are
employed by the Plan, and that limits or exc® des . "efits for services provided by other providers,
except in cases of emergency or referral by a 2c ~el i »mber.

G. Custodial parent means a parent awe. e riihary custody by a court decree. In the absence of a
court decree, it is the parent with whom" ~e ci...d resides more than one half of the calendar year
without regard to any temporary " 'si._*an.

Order of-Benefit Payment P ... .
When two or more plans pa benefi*~ th  rules for determining the order of payment are as follows:

A. The Primary plan pays or provide  its benefits according to its terms of coverage and without regard to
the benefits under any other r ian.

B. (1) Except as provided in paragraph (2), a Plan that does not contain a coordination of benefits
provision that is consistent with this regulation is always Primary unless the provisions of both
plans state that the complying Plan is Primary.

(2) Coverage that is obtained by virtue of being members in a group, and designed to supplement
part of the basic package of benefits, may provide supplementary coverage that shall be in excess
of any other parts of the plan provided by the contract holder. Examples of these types of situations
are major medical coverages that are superimposed over base plan hospital and surgical benefits,
and insurance type coverages that are written in connection with a Closed Panel Plan to provide
out-of-network benefits.

C. APIan may consider the benefits paid or provided by another Plan in determining its benefits only when
it is Secondary to that other Plan.

D. Each Plan determines its order of benefits using the first of the following rules that apply:
1. Non-Dependent or Dependent. The Plan that covers the person other than as a dependent, for
example as an employee, member, subscriber or retiree is the Primary plan and the Plan that
covers the Covered Person as a dependent is the Secondary plan. However, if the Covered Person
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is a Medicare beneficiary and, as a result of federal law, Medicare is Secondary to the Plan
covering the person as a dependent; and Primary to the Plan covering the person as other than a
dependent (e.g. a retired employee); then the order of benefits between the two Plans is reversed
so that the Plan covering the person as an employee, member, subscriber or retiree is the
Secondary and the other Plan is the Primary plan.

2. Dependent Child Covered Under More Than One Plan. Unless there is a court decree stating
otherwise, when a dependent child is covered by more than one Plan the order of benefits is
determined as follows:

a) For a dependent child whose parents are married or are living together, whether or not they
have ever been married:

i) The Plan of the parent whose birthday falls earlier in the calendar year is the Primary
plan; or

i) If both parents have the same birthday, the Plan that has covered the parent the longest
is the Primary plan.

b) Foradependent child whose parents are divorced or separated or not living together, whether
or not they have ever been married:

i) If a court decree states that one of the parents i« respe .sible for the dependent child’s
health care expenses or health care coverage a. 1* e Plar of that parent has actual
knowledge of those terms, that Plan is Primary. This‘ule applies to plan years
commencing after the Plan is given notice  fthe court ¢ cree;

ii) If a court decree states that both parent=~re. sponsi’ ie for the dependent child’s health
care expenses or health care cover  ye, tt » prc is'uns of Subparagraph (a) above shall
determine the order of benéefits;

iii) If a court decree states that th' »are > have joint custody without specifying that one
parent has responsibility for the 1. alth' are expenses or health care coverage of the
dependent child, the provi~ions ¢ Su naragraph (a) above shall determine the order of
benefits; or

iv) If there is no court decree a.. »catii. responsibility for the dependent child’s health care
expenses or health' ai ~avere e, the order of benefits for the child are as follows:

e The Plan coverir : tb© cu. odial parent;
e The Plai cevering ne spouse of the custodial parent;
e The Pl in co'»g . e non-custodial parent; and then
e The Pla.. coverir j the spouse of the non-custodial parent.
c) For a dependent child<_overed under more than one Plan of individuals who are not the
parents of the child, the provisions of Subparagraph (a) or (b) above shall determine the order
of benefits as if those individuals were the parents of the child.

3. Active Employee or Retired or Laid-off Employee. The Plan that covers a person as an active
employee, that is, an employee who is neither laid off nor retired, is the Primary plan. The Plan
covering that same Covered Person as a retired or laid-off employee is the Secondary plan. The
same would hold true if a Covered Person is a dependent of an active employee and that same
Covered Person is a dependent of a retired or laid-off employee. If the other Plan does not have
this rule, and as a result, the Plans do not agree on the order of benefits, this rule is ignored. This
rule does not apply if the rule labeled D(1) can determine the order of benefits.

4. COBRA or State Continuation Coverage. If a Covered Person whose coverage is provided
pursuant to COBRA or under a right of continuation provided by state or other federal law is
covered under another Plan, the Plan covering the person as an employee, member, subscriber
or retiree or covering the person as a dependent of an employee, member, subscriber or retiree
is the Primary plan and the COBRA or state or other federal continuation coverage is the
Secondary plan. If the other Plan does not have this rule, and as a result, the Plans do not agree
on the order of benefits, this rule is ignored. This rule does not apply if the rule labeled D(1) can
determine the order of benefits.
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5. Longer or Shorter Length of Coverage. The Plan that covered the Covered Person as an
employee, member, policyholder, subscriber or retiree longer is the Primary plan and the Plan
that covered the person the shorter period of time is the Secondary plan.

6. If the preceding rules do not determine the order of benefits, the Allowable Expenses shall be
shared equally between the Plans meeting the definition of Plan. In addition, this Plan will not pay
more than it would have paid had it been the Primary plan.

Effect on the Benefits of this Plan

A. When this Plan is Secondary, it may reduce its benefits so that the total benefits paid or provided by
all Plans during a plan year are not more than the total Allowable Expenses. In determining the amount
to be paid for any claim, the Secondary plan will calculate the benefits it would have paid in the
absence of other health care coverage and apply that calculated amount to any Allowable Expense
under its Plan that is unpaid by the Primary plan. The Secondary nlan may then reduce its payment
by the amount so that, when combined with the amount paid b (ne Primary plan, the total benefits
paid or provided by all Plans for the claim do not exceed the teal Aller.able Expense for that claim. In
addition, the Secondary plan shall credit to its plan deductible ¢ ~v/.mour’s it would have credited to
its deductible in the absence of other health care coverage.

B. If a Covered Person is enrolled in two or more Close~"2anc’ Plans< nd if, for any reason, including the
provision of service by a non-panel provider, bens .ts ar, not, 2 .ble by one Closed Panel Plan, COB
shall not apply between that Plan and other Clos 1 Par :l Plans.

Right to Receive and Release Needed Informa ‘c

Certain facts about health care coverage: and se vic = are needed to apply these COB rules and to
determine benefits payable under this Plan nu nthe - Plans. The claims administrator may get the facts it
needs from or give them to other ornanizatic. = or  arsons for the purpose of applying these rules and
determining benefits payable under 1 s .2'2n an. other Plans covering the person claiming benefits. The
claims administrator need not tell, or 1et<.ne ansent of, any person to do this. Each Covered Person
claiming benefits under this P''... "aust ¢ (e the claims administrator any facts it needs to apply those rules
and determine benefits pays¢ >le.

Facility of Payment

A payment made under another rian may include an amount that should have been paid under this Plan.
If it does, the claims administrator may pay that amount to the organization that made that payment. That
amount will then be treated as though it were a benefit paid under this Plan. The claims administrator will
not have to pay that amount again. The term “payment made” includes providing benefits in the form of
services, in which case “payment made” means reasonable cash value of the benefits provided in the form
of services.

Right of Recovery

If the amount of the payments made by the claims administrator is more than it should have paid under this
COB provision, it may recover the excess from one or more of the persons it has paid or for whom it has
paid; or any other person or organization that may be responsible for the benefits or services provided for
the Covered Person. The “amount of the payments made” includes the reasonable cash value of any
benefits provided in the form of services.

Surrogacy arrangements

If You enter into a Surrogacy Arrangement and You or any other payee are entitled to receive payments or
other compensation under the Surrogacy Arrangement, You must reimburse Us for covered Services You
receive related to conception, pregnancy, delivery, or postpartum care in connection with that arrangement
("Surrogacy Health Services") except that we will recover no more than half of the monetary compensation
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you receive. A "Surrogacy Arrangement" is one in which a woman agrees to become pregnant and to
surrender the baby (or babies) to another person or persons who intend to raise the child (or children),
whether or not the woman receives payment for being a surrogate. Note: This "Surrogacy arrangements"
provision does not affect Your obligation to pay Your Cost Share for these Covered Services. After You
surrender the baby to the legal parents, You are not obligated to reimburse Us for any Covered Services
that the baby receives after the date of surrender (the legal parents are financially responsible for any
Covered Services that the baby receives).

By accepting Surrogacy Health Services, You automatically assign to Us Your right to receive payments
that are payable to You or any other payee under the Surrogacy Arrangement, regardless of whether those
payments are characterized as being for medical expenses. To secure Our rights, We will also have a lien
on those payments and on any escrow account, trust, or any other account that holds those payments.
Those payments (and amounts in any escrow account, trust, or other account that holds those payments)
shall first be applied to satisfy Our lien. The assignment and Our lien will not exceed the total amount of
Your obligation to Us under the preceding paragraph.

Within 30 days after entering into a Surrogacy Arrangement,.ou r st send written notice of the
arrangement, including all of the following information:
o Names, addresses, and telephone numbers of the other partic to t' 2 arrangement
o Names, addresses, and telephone numbers of any « »crow agen. ur trustee
o Names, addresses, and telephone numbers of #"_ "mte. Yed p7 ents and any other parties who are
financially responsible for Services the baby.<ur bat 2s) I« ~"ve, including names, addresses, and
telephone numbers for any health insuranc .tha" will cover Services that the baby (or babies)
receive
¢ A signed copy of any contracts and other' 'o. 'me. ‘s explaining the arrangement
e Any other information we request: rder t. sa =fy our rights

You must send this information to:
Equian
Kaiser Permanente
Surrogac:’ wiailbox
P.O. Bo. 36327
Louisville .. 4023

You must complete and send Us all consents, releases, authorizations, lien forms, and other documents
that are reasonably necessary for Us to determine the existence of any rights we may have under this
"Surrogacy arrangements" section and to satisfy those rights. You may not agree to waive, release, or
reduce our rights under this "Surrogacy arrangements" section without our prior, written consent.

If Your estate, parent, guardian, or conservator asserts a claim against a third party based on the surrogacy
arrangement, Your estate, parent, guardian, or conservator and any settlement or judgment recovered by
the estate, parent, guardian, or conservator shall be subject to our liens and other rights to the same extent
as if You had asserted the claim against the third party. We may assign our rights to enforce our liens and
other rights.

If You have questions about Your obligations under this provision, please contact Customer Service at 1-
855-364-3184.

Value-Added Services

Voluntary health promotion programs may be available to You. These value-added services may be offered
in conjunction with this Plan and are not Covered Services under the Group Policy. Please call KPIC at
the number on Your ID card or 711 (TTY) to learn more about the value- added services which may be
available to You.
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For purposes of this section “health promotion programs” means value-added services offered to Covered
Persons that do not constitute Covered Services under the Group Policy. These services may be
discontinued at any time without prior notice.
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Termination of an Insured Employee's Insurance

Except as provided in the Continuation of Medical Benefits provision, Your insurance will automatically

terminate on the earlier of:

1. The date You cease to be covered by KPIC;

2. The date the Group Policy is terminated;

3. The date You, or Your representative, commits an act of fraud or makes an intentional
misrepresentation of a material fact;

4. The end of the grace period after the Policyholder fails to pay any required premium to KPIC when due
or KPIC does not receive the premium payment in a timely fashion; or

5. The last day of the month You cease to qualify as an Eligible Employee.

In no event will Your insurance continue beyond the earlier of the date Your employer is no longer a
Policyholder and the date the Group Policy terminates.

Termination of Insured Dependent Coverage

An Insured Dependent’s coverage will end on the earlier of:

1. The date You cease to be covered by KPIC;

2. The last day of the of the calendar month in which the pe. »on ceases to qualify as a Dependent;

3. The date Your insurance ends, unless continuatic’ o1 ove 2ge . available to the Dependent under
the provisions of the Group Policy;

4. The end of the grace period after the Policyhe'der »il= .0 pay any required premium to KPIC when due
or KPIC does not receive the premium paym: «..in a ‘mely fashion;

5. The date the Group Policy is terminated;

6. The date the Dependent, or the Depc _nant’s | 2presentative, commits an act of fraud or makes an
intentional misrepresentation of a materi. " fac.,

7. The date the Dependent reloca’ .to a pi. ~e outside of the geographic service area of a provider
network, if applicable, unless spe. ffica: ~rovided otherwise in the Group Policy.

Medically Necessary Leav’/ of Absen. 2 for Student Dependent

If You, as a Dependent, ar. enr .cu ‘n . post-secondary educational institution, Your coverage will not
terminate due to a Medically Necessar Leave of Absence before the date that is the earlier of: (a) one year
after the first day of the Medical’.»*"_cessary Leave of Absence or (b) the date coverage would otherwise
terminate under the terms of the Group Policy.

Continuation of Coverage during Layoff or Leave of Absence

If Your full-time work ends because of a disability, an approved leave of absence or layoff, You may be
eligible to continue insurance for Yourself and Your Dependents up to a maximum of three months if full-
time work ends because of disability or two months if work ends because of layoff or leave of absence other
than family care leave of absence. These provisions apply as long as You continue to meet Your Group’s
written eligibility requirements and This health insurance plan has not terminated. You may be required to
pay the full cost of the continued insurance during any such leave.

Rescission for Fraud or Intentional Misrepresentation

Subject to any applicable state or federal law, if KPIC makes a determination that You performed an act,

practice or omission that constitutes fraud or made an intentional misrepresentation of material fact under

the terms of the Group Policy, KPIC may rescind Your coverage under the Group Policy by giving You no

less than 31 days advance written notice. The rescission will be effective on:

1. The effective date of Your coverage, if we relied upon such information to provide coverage; or

2. The date the act of fraud or intentional misrepresentation of a material fact occurred, if the fraud or
intentional misrepresentation of a material fact was committed after the Effective Date of Your
coverage.
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If Your or Your Dependent’s Policy is rescinded, you have the right to appeal the rescission. Please refer
to the APPEALS AND COMPLAINTS section of this Certificate for a detailed discussion of the grievance
and Appeals process and Your right to an Independent External Review.

CONTINUATION OF MEDICAL BENEFITS (FEDERAL)

This section only applies to Participating Employers who are subject to Public Law 99-271 (COBRA).
You may be able to continue Your coverage under this policy for a limited time after You would otherwise
lose eligibility, if required by the federal COBRA law. Please contact Your Group if You want to know how
to elect COBRA coverage or how much You will have to pay Your Group for it.

Eligibility for Continued Health Coverage

A Covered Person whose group health coverage under the policy would end due to a qualifying event may

have a right to elect continued Health Coverage for a limited period.

The phrase "health coverage" means the benefits of the policy th<. are ¥ ised on Expenses Incurred for
medical care.

A "Qualifying Event" is any one of the following events ii" * would cau ¢ the Covered Person to lose

health coverage under the policy:

"A" The death of the covered employeeg;

"B" The termination (other than by reason of the ~over d employee's gross misconduct), or reduction
in hours, of such employee's employmer

"c" The divorce or legal separation of the co\ 2 4 ei. ~loyee and his or her spouse, partner in a civil
union or Domestic Partner;

"D" The covered employee's becoming  nu. >4 1 Medicare benefits;

"E" A child’s ceasing to be an eliaible Dep ader.. under the terms of this health insurance plan.

Written Notices and Election Requii d

Covered Persons must notify*".c.>emp. yers of a qualifying event set forth in "C" or "E". That notice must
be given within sixty (60) d¢ /s afte=*he " vent occurs. If such timely notice is not given, the event will not
entitle the Covered Person t. = ..unue ' health coverage.

The employer will notify Covereu -ersons who become entitled to elect continued health coverage. That
notice will be furnished within 14 days of: (a) the date timely notice of a qualifying event set forth in "C" or
"E" is received; or (b) the date any other qualifying event occurs. If that notice from the employer is not
given or is late, the qualifying event will not entitle the Covered Person to continued health coverage.
Should a court or government agency require KPIC to pay any benefits as though coverage had been
continued, the employer will reimburse KPIC in the full amount that KPIC is required to pay.

A Covered Person will have sixty (60) days in which to elect continued health coverage. That sixty (60)
days starts with the later of: (a) the date the qualifying event would cause the Covered Person to lose
health coverage under this health insurance plan; or (b) the date the employer provides timely notice to
the Covered Person of his or her right to elect continued health coverage. A Covered Person who does
not make a timely written election will not receive continued health coverage unless included as a
spouse, partner in a civil union or Domestic Partner or child in another family member's timely election.

Effect of Other Continuations

If this health insurance plan otherwise provides any health coverage after a qualifying event: (a) such
coverage that is not an option will not defer or extend the maximum period of continued health coverage in
this provision; and (b) such coverage that is an elected option will be deemed a waiver of continued health
coverage under this provision. However, if a covered employee elects such alternate health coverage for a
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spouse, partner in a civil union or Domestic Partner or child; and while that coverage is in effect another
qualifying event occurs; then the alternate health coverage for the spouse, partner in a civil union or
Domestic Partner or child will not end sooner than it would have under this provision.

Payment for Continued Health Coverage

The employer may require a Covered Person to pay for this continued health coverage. That payment will
not exceed 102 percent of the total employer and employee cost of providing the same benefits to a Covered
Person who has not had a qualifying event. The Covered Person will not be required to make such
payments less frequently than monthly.

Benefits under Continued Health Coverage

This continued health coverage will at all times provide the same health care benefits as would have been
afforded to the Covered Person had a qualifying event not occurred. This includes any changes in the health
coverage under this health insurance plan as may become effective while continued health coverage is in
effect.

Termination of Continued Health Coverage

A Covered Person's continued health coverage under this provisior " 2nd atthe earliest of the following

dates:

1. The date which ends the "Maximum Period" as defined". =low;

2. The date that This Plan no longer covers the em='ave: *hat sriunsored the coverage before the
Qualifying Event;

3. The date ending the last period for which the C vere: Person has made any required payment for
continued Health Coverage on a timely basic ar

4. The date after electing continued Health Co\ 21 qe ¢ » which the Covered Person first becomes: a)
covered under any other group health ~!'an (as an' mpioyee or otherwise) which does not exclude or
limit any pre-existing condition of the C. ‘€. 7 F ‘rson; or b) entitled to Medicare benefits.

The "Maximum Period" referred to a. ov_will stc t with the date of the Qualifying Event and will end: (a)
with the date eighteen (18) months ai =r 7 qu.ifying event set forth in "B"; or (b) with the date thirty-six
(36) months after any other< . alifyir. Event. In applying this maximum period, if continued health
coverage is already in effe¢ wher-=.quc ifying event other than as set forth in "B" occurs, the maximum
period will not end less thar. *=" .y-six 36) months from the date of the original qualifying event; and if a
Qualifying Event set forth in "D" oc7 urs, the Maximum Period as to the Covered Employee's spouse,
partner in a civil union or Domesuc Partner or child for that or any subsequent Qualifying Event will not
end less than thirty-six (36) months from the date the Covered Employee became entitled to Medicare
benefits.

Extension for Disabled Covered Persons

If Social Security, under its rules, determines that a Covered Person was disabled when a Qualifying Event
set forth in "B" occurred, the 18-month maximum period of continued health coverage for such a Qualifying
Event may be extended to twenty-nine (29) months. To obtain that extension, the Covered Person must
notify the employer of Social Security's determination before the initial 18-month maximum period ends.

For the continued health coverage of disabled Covered Persons that exceeds eighteen (18) months,
KPIC may increase the premium it charges by as much as 50 percent. The employer may require the
disabled Covered Persons to pay all or part of that total increased premium.

In no event will continued Health Coverage extend beyond the first month to begin more than thirty (30)
days after Social Security determines that the Covered Person is no longer disabled. The Covered
Person must notify the employer within thirty (30) days of the date of such a Social Security
determination.
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Continued Health Coverage from a Prior Plan

Continued Health Coverage will also be provided if: (a) this health insurance plan replaced a prior benefit
plan of the employer or an associated company; and (b) a person's continued health coverage under a
provision of that prior plan similar to this ended due to the replacement of that prior plan. In such case, that
person may obtain continued Health Coverage under this provision. It will be as though this health insurance
plan had been in effect when the Qualifying Event occurred. But no benefits will be paid under this health
insurance plan for health care Expenses Incurred before its effective date.

Continued Health Coverage under Uniformed Services Employment and Reemployment Rights Act
(USERRA)

If You are called to active duty in the uniformed services, You may be able to continue Your coverage
under this Policy for a limited time after You would otherwise lose eligibility, if required by the federal
USERRA law. You must submit a USERRA election form to Your Employer within 60 days after Your call
to active duty.

Please contact Your Employer to find out how to elect USERRA cov' rage and how much You must pay
Your Employer.

CONTINUATION OF MEDICAL BENEFITS (STATE)

Continuation of Health Coverage

A Covered Person must be given the option to elect ¢ itinue ion ¢ " t+ s health insurance plan for himself or

herself and any Dependents if:

1. The Covered Person’s eligibility to recei’ . cc age has ended for any reason other than
discontinuance of the Group Policy in its entir 'ty ar w. 2 respect to an insured class;

2. Any premium or contribution required_f:-om or « n v ~hailr of the Covered Person has been paid to the
termination date; and

3. The Covered Person has been continuous. insu. -d under the Group Policy, or under any Group Policy
providing similar benefits which it ‘e ~as, tc at least six (6) months immediately prior to termination.

A Covered Person has the r,.. 'to cc (nue coverage for: (a) a period of eighteen (18) months after
termination of employment;/ r (b) 1:=*! th . Covered Person becomes re-employed, whichever occurs first.
Should new coverage exclu ‘= . con¢ tion covered under the continued plan, coverage under the prior
employer’s plan may be continued f<. the excluded condition only for the eighteen (18) months or until
the new plan covers the condition, whichever occurs first.

The Covered Person must elect to continue coverage and pay the applicable amount to apply toward the
premium within twenty (20) days after termination of employment. If proper notification is not given to the
Covered Person, the Covered Person may elect to continue coverage and pay the applicable amount to
apply toward the insurance within thirty (30) days after termination of employment.

Reduced Work Hours

The Policyholder may elect to contract with KPIC to continue coverage under the same conditions and for
the same premium for Covered Person, even if the Policyholder reduces the working hours of such Covered
Person to less than thirty (30) hours per week, provided the following conditions are met:

1. The Covered Person has been continuously employed as a full-time employee of the Policyholder
and has been insured under the Group Policy or any Group Policy providing similar benefits which
said policy replaces, for at least 6 months immediately prior to such reduction in working hour

2. The Policyholder has imposed such reduction in working hours due to economic conditions; and

3. The Policyholder intends to restore the Covered Person to a full 40-hour work schedule as soon as
economic conditions improve.
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Claims and Appeals
KPIC will review claims and appeals, and We may use medical experts to help Us review them. The
following terms have the following meanings when used in this “APPEALS and COMPLAINTS” section:

1. A Claim is a request for us to:
a. Pay for a Service that You have not received (Pre-Service claim),
b. Continue to pay for a Service that You are currently receiving (Concurrent Care Claim), or
c. Pay for a Service that you have already received (Post-Service claim).

2.  An Adverse Benefit Determination is Our decision to do any of the following:
a. Deny Your Claim, in whole or in part, including:

i) A denial, in whole or in part, of a Pre-Service Claim (preauthorization for a Service), a
Concurrent Care Claim (continue to provide or pay for a Service that You are currently
receiving) or a Post-Service Claim (a request to pay for<. Service) in whole or in part; or

i) A denial of a request for Services on the ground that". >e S< vice is not Medically Necessary,
appropriate, effective or efficient or is not provided in or . the a7 sropriate health care setting
or level of care; or

i) A denial of a request for Services on the g. und that the Service is experimental or
investigational.

b. Terminate Your coverage retroactively exc’ ot as/ 1e rec .at of non-payment of premiums (also
known as Rescission or Retroactive Cancella. ~n’, or
c. Uphold Our previous Adverse Benefit De = mine 'on when You appeal.

In addition, when We deny a request f. . 2=dice' ca, » because it is excluded under this policy and you
present evidence from medical professic hal .~ 1sed pursuant to the Colorado Medical Practice Act
acting within the scope of his or k' .:'icense « at there is a reasonable medical basis that the contractual
exclusion does not apply to the a niev " ~dical care, then Our denial shall be considered an adverse
benefit determination.

3. An Appealis arequest’ ry U~ o view Our initial Adverse Benefit Determination.
If You miss a deadline for makir = _laim or Appeal, We may decline to review it.

Except when simultaneous External Review can occur, You must exhaust the Internal Claims and Appeals
Procedure as described below in this “APPEALS and COMPLAINTS” section unless We fail to follow the
claims and appeals process described in this Section.

Lanquage and Translation Assistance
You may request language assistance with Your Claim and/or Appeal by calling Member Services at 1-

800-632-9700 or 711 (TTY).

SPANISH (Espafiol): Para obtener asistencia en Espaniol, llame al 1-800-632-9700.

TAGALOG (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-632-9700.
CHINESE (H13¢): ARz sirh e #i 8, BT 151 1-800-632-9700.

NAVAJO (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne’ 1-800-632-9700.

Appointing a Representative

If You would like someone including your provider (medical facility or health care professional) to act on
Your behalf regarding Your Claim, You may appoint an authorized or designated representative. You must
make this appointment in writing. Please contact Customer Service at 1-855-364-3184 or 711 (TTY) for
information about how to appoint a representative. You must pay the cost of anyone You hire to represent
or help You.
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Help with Your Claim and/or Appeal
You may contact the Colorado Division of Insurance at:

Colorado Division of Insurance
1560 Broadway, Suite 850
Denver, Colorado 80202

(303) 894-7499

Reviewing Information Reqgarding Your Claim

If You want to review the information that We have collected regarding Your Claim, You may request, and
We will provide without charge, copies of all relevant documents, records, and other information. You may
request our Authorization for Release of Appeal Information form by calling Member Relations at 1-855-
364-3184 or 711 (TTY).

You also have the right to request any diagnosis and treatment co es and their meanings that are the
subject of Your Claim. To make a request, You should contact C- stom- . Service at 1-855-364-3184 or
711 (TTY).

Providing Additional Information Regarding Your Claimi_>nd/or App. .t

When You appeal, You may send Us additional informati«= ncic Ying cc-aiments, documents, and additional
medical records that You believe support Your Clain=" If W askc 47 or additional information and You did
not provide it before We made Our initial decision ~boi’ Your Claim, then You may still send Us the
additional information so that We may include it. > pai f Our review of Your Appeal, if You ask for one.
Please send all additional information to the Depz ti. 2nt v 2t issued the Adverse Benefit Determination.

When You appeal, You may give testimony > w. ‘inc or by telephone. Please send Your written testimony
to Member Appeals Program. To 2-range tc rive westimony by telephone, you should contact Member
Relations at 1-855-364-3174 or 711" T1 .

We will add the information t+ . v ou pri vide through testimony or other means to Your Claim file and We
will review it without regar¢ to w*  er his information was submitted and/or considered in Our initial
decision regarding Your Clan. .

Sharing Additional Information 1 hat We Collect

If We believe that Your Appeal of Our initial Adverse Benefit Determination will be denied, then before We
issue Our next Adverse Benefit Determination We will also share with You any new or additional reasons
for that decision. We will send You a letter explaining the new or additional information and/or reasons and
inform You how You can respond to the information in the letter if You choose to do so. If You do not
respond before We must make Our next decision, that decision will be based on the information already in
Your Claim file.

Internal Claims and Appeals Procedures

There are several types of claims, and each has a different procedure described below for sending Your
Claim and Appeal to Us as described in this APPEALS and COMPLAINTS section:

1. Pre-Service Claims (Urgent and Non-Urgent)

2. Concurrent Care Claims (Urgent and Non-Urgent)

3. Post-Service Claims

In addition, there is a separate appeals procedure for adverse benefit determinations due to a retroactive
termination of coverage (rescission).
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Your internal review process includes (a) one mandatory level of review which is the First Level Appeal and
(b) a voluntary second level of review which is the Voluntary Second Level Appeal. The Voluntary Second
Level Appeal may only occur at your option. If you disagree with our decision on your First Level Appeal,
your adverse First Level Appeal decision notice will tell you how to submit a Voluntary Second Level Appeal.

When you file an appeal, We will review Your Claim without regard to our previous Adverse Benefit
Determination. The individual who reviews Your Appeal will not have participated in Our original decision
regarding Your Claim nor will he/she be the subordinate of someone who did participate in Our original
decision.

1.

Pre-Service Claims and Appeals

Pre-service Claims are requests that We pay for a Service that You have not yet received. Failure to
receive authorization before receiving a Service that must be authorized or pre-certified in order to be
a covered benefit may be the basis for Our denial of Your Pre-service Claim. If You receive any of the
Services You are requesting before We make Our decision, Your Pre-service Claim or Appeal will
become a Post-service Claim or Appeal with respect to those  services. If You have any general
questions about Pre-service Claims or Appeals, please call  «rma’ :nte Advantage at 1-888-525-
1553 or 711 (TTY).

Here are the procedures for filing a Pre-service claim, a1 an-Urgent k' 2-service Appeal, and an Urgent
Pre-service Appeal.

a.

Pre-Service Claim

Tell KPIC in writing that You want Us to { . «for Service You have not yet received. Your request
and any related documents You give us « 9. ~tituv - Your Claim. You or Your Provider must either
mail or fax Your Claim to:

Permanente » ‘vanwuge

895: Kic =an D. go Drive, 2" Floor Room 20R22
San L 'ec’, L, 92108

.-888-. 25-1553 (phone)

1.273-3 8-0266 (fax)

If You want Us to consider ¥ uur Pre-service Claim on an Urgent basis, the request should tell us
that. We will decide whetnier Your Claim is Urgent or Non-Urgent unless Your attending health care
provider tells Us Your Claim is Urgent. If We determine that Your Claim is not Urgent, We will treat
Your Claim as Non-Urgent. Generally, a Claim is Urgent only if using the procedure for Non-Urgent
Claims: (a) Could seriously jeopardize Your life, health, or ability to regain maximum function; or
(b) If You have a physical or mental disability that creates an imminent and substantial limitation
on Your existing ability to live independently; or (c) Would, in the opinion of a physician with
knowledge of Your medical condition, subject You to severe pain that cannot be adequately
managed without the Services You are requesting. We may, but are not required to, waive the
requirements related to an urgent claim and appeal thereof, to permit you to pursue an Expedited
External Review.

Non-Urgent Pre-Service Claim

We will review Your Claim and, if We have all the information We need, We will make a decision
within a reasonable period of time but not later than five (5) business days after We receive Your
Claim. We may extend the time for making a decision for an additional fifteen (15) days if
circumstances beyond Our control delay Our decision, so long as We notify You and inform You
and Your Provider prior to the expiration of the initial five (5) day period and explain the
circumstances for which we need the extension.
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If We need more information, We will ask You and Your Provider for additional information within
the initial five (5) business day decision period, and We will give You and Your Provider two (2)
business days from receipt of Our request to send the additional information. We will make a
decision within five (5) business days after We receive the first piece of information (including
documents) We requested. We encourage You to send all the requested information at one time,
so that We will be able to consider it all when We make Our decision. If We do not receive the
additional information (including documents) from You or Your Provider within two (2) business
days after receipt of Our request, We will make a decision based on the information We have.

We will send written notice of Our decision to You and if applicable to Your Provider.

Urgent Pre-Service Claim

If Your Pre-service Claim was considered on an Urgent basis and We have all the information We
need, We will notify You and Your Provider of Our decision (whether adverse or not) orally or in
writing within two (2) business days but not later than seventy-* .o (72) hours after We receive Your
Claim. Within twenty-four (24) hours after We receive Yo . Claim, We may ask You and Your
Provider for more information. We will give You and You. Pro der within two (2) business days
from receipt of Our request to send the additional information. ve wil' .otify You and Your Provider
of Our decision within two (2) business days but no*.longer thai. = .y-eight (48) hours of receiving
the first piece of requested information. If We do nou »aceive the additional information (including
documents) from You or Your Provider within<wo ?) L sine’s days after receipt of Our request,
We will make a decision based on the inforr” ation V e have and We will notify You of Our decision
either orally or in writing. If We notify You ~f Ou d< _ision orally, We will send You and Your Provider
written confirmation within three (3) days = =r th .

Your Pre-Service Claim shall be da. -,..~d tc hav. been approved for failure on Our part to:

a. Request additional information n. 2dew* process the claim from You and Your Provider; or
b. Provide the notification ¢ =nroval » You and Your Provider; or

c. Provide the notification o1 1eni- "> You and Your Provider

within the required t7 .1e frames . 2t forth above.

Validity of Approval ot a Pre-f 2rvice Claim

An approval of a Pre-Se¢. " "_¢ Claim is valid for a period of one hundred eighty (180) days after the

date of approval and continues for the duration of the authorized course of treatment. Once

approved, We cannot retroactively deny a Pre-certification request for a treatment or service. This

180-day approval does not apply if:

a. The Pre-Service Claim approval was based on Fraud; or

b. The provider never performed the services that were requested; or

c. The service provided did not align with the service that was approved; or

d. The person receiving the service no longer had coverage under the plan on or before the date
the service was delivered; or

e. The covered person’s benefit maximums were reached on or before the date the service was
delivered.

If We deny Your Claim (if We do not agree to pay for all the Services You requested), Our Adverse
Benefit Determination notice will tell You why We denied Your Claim and how You can appeal.

b. Non-Urgent Pre-Service First Level Appeal
Within one hundred eighty (180) days after You receive our Adverse Benefit Determination notice,
You must tell us by either calling us or writing to us that You want to Appeal Our denial of Your Pre-
service Claim. We will count the one hundred eighty (180) calendar days starting five (5) business
days from the date of the initial decision notice to allow for delivery time unless you can prove that
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you received the notice after that 5-business day period.

Please include the following: (1) Your name and Medical Record Number, (2) Your medical
condition or relevant symptoms, (3) the specific Service that You are requesting, (4) All of the
reasons why You disagree with Our Adverse Benefit Determination, and (5) All supporting
documents. Your request and the supporting documents constitute Your Appeal.

For medical benefits other than Outpatient Prescription Drugs, You must either mail or fax Your
Appeal to:

Permanente Advantage

8954 Rio San Diego Drive, 2" Floor Room 20R22
San Diego, CA 92108

1-888-525-1553 (phone)

1-866-338-0266 (fax)

For Outpatient Prescription Drugs, You can appeal orally"y callng 1-800-788-2949 (Pharmacy
Help Desk) or in writing by mailing to:

KPIC Pharmacy Administrator
Grievance and Appeals Coo. ‘inator
10181 Scripps Gatew 'y C urt

San Diego, CA 921 |

We will schedule an appeal meeting in a1 1 >frar. » that permits us to decide your appeal in a timely
manner. You may be present for the appec' n. <tiny in person or by telephone conference and you
may bring counsel, advocates an. .. ~lth \ are srofessionals to the appeal meeting. Unless you
request to be present for the appeal 1. 2etin. 1 person or by telephone conference, we will conduct
your appeal as a file review ‘~u may resent additional materials at the appeal meeting. The
members of the appeals cor. mitt - +*ho will review your appeal (who was not involved in our
original decision regardinqg you <.aim) will consider this additional material. Upon request, we will
provide copies of al" informatiol that we intend to present at the appeal meeting at least five (5)
days prior to the m_<tinr; ur, 3su any new material is developed after that five-(5) day deadline.
You will have the option to ele .t to have a recording made of the appeal meeting, if applicable, and
if you elect to have the i"m.ng recorded, we will make a copy available to you.

We will review Your Appeal and send you a written decision within a reasonable period of time that
is appropriate given your medical condition but not more than thirty (30) days after we receive Your
Appeal.

If we deny Your Appeal, our Adverse Benefit Determination notice will tell you why we denied Your
Appeal and will include information regarding any further process, including External Review, that
may be available to You.

c. Urgent Pre-Service First Level Appeal
Tell us that You want to urgently appeal our Adverse Benefit Determination regarding your Pre-
service Claim. Please include the following: (1) Your name and Medical Record Number, (2) Your
medical condition or symptoms, (3) The specific Service that You are requesting, (4) All of the
reasons why You disagree with Our Adverse Benefit Determination, and (5) All supporting
documents. Your request and the supporting documents constitute Your Appeal

For medical benefits other than Outpatient Prescription Drugs, You can appeal orally by calling
Permanente Advantage at 1-888-525-1553 or in writing by mailing or sending by fax to:
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Permanente Advantage

8954 Rio San Diego Drive, 2" Floor Room 20R22
San Diego, CA 92108

1-888-525-1553 (phone)

1-866-338-0266 (fax)

For Outpatient Prescription Drugs, You can appeal orally by calling 1-800-788-2949 (Pharmacy
Help Desk) or in writing by mailing to:

KPIC Pharmacy Administrator
Grievance and Appeals Coordinator
10181 Scripps Gateway Court

San Diego, CA 92131

When You send Your Appeal, You may also request simultan~ous External Review of Our initial
Adverse Benefit Determination. If You want simultaneous E> zrnal Review, Your Appeal must tell
Us this. You will be eligible for the simultaneous External< .eviev' only if Your Pre-service Appeal
qualifies as Urgent. If You do not request simultaneous Exic .. Revicw in Your Appeal, then You
may be able to request External Review after We make Our « =isic « regarding Your Appeal (see
“External Review” in this “APPEALS and COMPLA. 'TS” sectio: ,, if Our internal Appeal decision
is not in your favor.

We will decide whether Your Appeal is Urg. ot or Jon-Urgent unless Your attending health care
provider tells Us Your Appeal is Urgent. “We -=termine that Your Appeal is not Urgent, We will
treat Your Appeal as Non-Urgent. Gener. i, ~an . npeal is Urgent only if using the procedure for
Non-Urgent Appeals (a) Could ser :isly je 'pa. ‘ize Your life, health, or ability to regain maximum
function; or (b) If You have a physic. .01 2al ‘al disability that creates an imminent and substantial
limitation on Your existing akility to liv. \independently; or (c) Would, in the opinion of a Physician
with knowledge of Your mea ~ai c2nditic ; subject You to severe pain that cannot be adequately
managed without the Servici s > ou .re requesting. We may, but not required to waive the
requirements related<J .1 Urge 1t Appeal to permit you to pursue an Expedited External Review.

You do not have the " jnt to i itend or have counsel, advocates and health care professionals in
attendance at the expedite” review. You are, however, entitled to submit written comments,
documents, records and other materials for the reviewer or reviewers to consider; and receive,
upon request and free of charge, copies of all documents, records and other information regarding
your request for benefits.

We will review Your Appeal and give You oral or written notice of Our decision as soon as Your
clinical condition requires, but not later than seventy-two (72) hours after We received Your Appeal.
If We notify You of Our decision orally, We will send You a written confirmation within three (3) days
after that.

If We deny Your Appeal, our Adverse Benefit Determination notice will tell You why We denied
Your Appeal and will include information regarding any further process, including External Review,
that may be available to You.

2. Concurrent Care Claims and Appeals.
Concurrent Care Claims are requests that KPIC continues to pay for an ongoing course of covered
treatment or services for a period of time or number of treatments, when the course of treatment already
being received will end. If You have any general questions about Concurrent Care Claims or Appeals,
please call Permanente Advantage at 1-888-525-1553 or 711 (TTY).
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Unless You are appealing an Urgent Concurrent Care Claim, if We either (a) Deny Your request to
extend Your current authorized ongoing care (Your Concurrent Care Claim) or (b) Inform You that the
authorized care that You are currently receiving is going to end early and You then appeal our decision
(an Adverse Benefit Determination), then during the time that We are considering Your Appeal, You
may continue to receive the authorized Services. If you continue to receive these Services while We
consider Your Appeal and Your Appeal does not result in our approval of Your Concurrent Care Claim,
then KPIC will only pay for the continuation of services until we notify you of our appeal decision

Here are the procedures for filing a Concurrent Care Claim, a Non-Urgent concurrent care appeal, and
an Urgent concurrent care appeal:

a. Concurrent Care Claim
Tell us by either calling us or writing to us that you want to make a Concurrent Care Claim for an
ongoing course of covered treatment. Inform us in detail of the reasons that Your authorized
ongoing care should be continued or extended. Your request and any related documents you give
us constitute Your Claim. You must either mail or fax Your C'.im to:

Permanente Advantage

8954 Rio San Diego Drive, 2* Flor® Room 20R22
San Diego, CA 92 '8

1-888-525-1557~ho )

1-866-338-07.56 (fe ¢)

If You want us to consider Your Claim of n L. =nt basis and You contact us at least twenty-four
(24) hours before Your care ends, You m y =quc >t that We review Your Concurrent Claim on an
Urgent basis. We will decide whe’>=r You: C. im Is Urgent or Non-urgent unless Your attending
health care provider tells us Your C. >, '~ U ‘gent. If We determine that Your Claim is not Urgent,
We will treat Your Claim as Mon-urge. *. Ge.ierally, a Claim is Urgent only if using the procedure
for Non-urgent Claims (a) Cc lu ciriousi, ieopardize Your life, health or ability to regain maximum
function; or (b) If You have a p_ys.al ¢. mental disability that creates an imminent and substantial
limitation on Your exi ..y abiliv to live independently; or (b) Would, in the opinion of a Physician
with knowledge of ¥ our m~"<ai ~ondition, subject You to severe pain that cannot be adequately
managed without ex =" uing Y »ur course of covered treatment.. We may, but are not required to
waive the requirements rela* .d to an urgent claim and appeal thereof to permit you to pursue an
Expedited External Review.

We will review Your Claim, and if We have all the information We need We will make a decision
within a reasonable period of time. If You submitted Your Claim twenty-four (24) hours or more
before Your care is ending, We will make our decision before Your authorized care actually ends
(that is, within 24 hours of receipt of Your claim). If Your authorized care ended before You
submitted Your Claim, We will make our decision within a reasonable period of time but no later
than fifteen (15) days after we receive Your Claim. We may extend the time for making a decision
for an additional fifteen (15) days if circumstances beyond Our control delay Our decision, if We
send You notice before the initial fifteen-(15) day period ends and explain the circumstances and
the reason for the extension and when we expect to make a decision.

If We tell You We need more information, We will ask You for the information before the initial
decision period ends and We will give you until Your care is ending or, if Your care has ended,
forty-five (45) days to send us the information. We will make our decision as soon as possible, if
Your care has not ended, or within fifteen (15) days after We first receive any information (including
documents) we requested. We encourage You to send all the requested information at one time,
so that We will be able to consider it all when We make Our decision. If We do not receive any of
the requested information (including documents) within the stated timeframe after We send Our
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request, We will make a decision based on the information We have within the appropriate
timeframe, not to exceed fifteen (15) days following the end of the forty-five (45) days that We gave
you for sending the additional information.

We will send written notice of our decision to You and, if applicable to Your Provider, upon request.
Please let Us know if You wish to have Our decision sent to Your Provider.

If We consider Your Concurrent Claim on an Urgent basis, We will notify You of Our decision orally
or in writing as soon as Your clinical condition requires, but not later than twenty-four (24) hours
after We received Your Appeal. If We notify You of Our decision orally, We will send You written
confirmation within three (3) days after receiving Your Claim.

If We deny Your Claim (if we do not agree to pay for extending the ongoing course of treatment or
services), our Adverse Benefit Determination notice will tell you why We denied Your Claim and
how You can appeal.

b. Non-Urgent Concurrent Care First Level Appeal

Within one hundred eighty (180) days after you receive o1 Adve: e Benefit Determination notice,
you must tell us by either calling us or writing to us that yc v ant to:ppeal our Adverse Benefit
Determination. We will count the one hundred eighty (180) cai. ~dar .ays starting five (5) business
days from the date of the initial decision notice to ai. ' for delive., time unless you can prove that
you received the notice after that 5-business #==pe: ~d. Ple ise include the following: (1) Your
name and Medical Record Number, (2) Yor* mec zal ¢ »v.ition or symptoms, (3) The ongoing
course of covered treatment that you want . . cor’ aue or extend, (4) All of the reasons why you
disagree with our Adverse Benefit Deter. matic ~ and (5) All supporting documents. Your request
and all supporting documents constitute \ o« *App. »al. You must either mail or fax appeal to:

Pe. ma.ant Advantage

8954 2io S Diego Drive, 2" Floor Room 20R22
2=n Die_9, CA 92108

1060 525-1553 (phone)

1-866-338-0266 (fax)

We will schedule ar. apr~ .. 1. etiig in a timeframe that permits us to decide your appeal in a timely
manner. You may be present. or the appeal meeting in person or by telephone conference and you
may bring counsel, advi 27 ".¢s and health care professionals to the appeal meeting. Unless you
request to be present for the appeal meeting in person or by telephone conference, we will conduct
your appeal as a file review. You may present additional materials at the appeal meeting. The
members of the appeals committee who will review your appeal will consider this additional
material. Upon request, we will provide copies of all information that we intend to present at the
appeal meeting at least five (5) days prior to the meeting, unless any new material is developed
after that five-day deadline. You will have the option to elect to have a recording made of the appeal
meeting, if applicable, and if you elect to have the meeting recorded, we will make a copy available
to you.

We will review Your Appeal and send You a written decision as soon as possible if You care has
not ended but not later than thirty (30) days after We receive Your Appeal.

If We deny Your Appeal, Our Adverse Benefit Determination decision will tell You why We denied
Your Appeal and will include information about any further process, including External Review, that
may be available to You.

c. Urgent Concurrent Care First Level Appeal
Tell us that You want to urgently appeal our Adverse Benefit Determination regarding Your Urgent
Concurrent claim. Please include the following: (1) Your name and Medical Record Number, (2)
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Your medical condition or symptoms, (3) The ongoing course of covered treatment that You want
to continue or extend, (4) All of the reasons why You disagree with Our Adverse Benefit
Determination, and (5) All supporting documents. Your request and the supporting documents
constitute Your Appeal. You may submit your appeal orally by calling Permanente Advantage at
1-888-525-1553 or in writing by mailing or sending by fax to:

Permanente Advantage

8954 Rio San Diego Drive, , 2nd Floor Room 20R22
San Diego, CA 92108

1-888-525-1553 (phone)

1-866-338-0266 (fax)

When You send Your Appeal, You may also request simultaneous External Review of Our Adverse
Benefit Determination. If You want simultaneous External Review, Your Appeal must tell Us this.
You will be eligible for the simultaneous External Review only if Your Concurrent Care Claim
qualifies as Urgent. If You do not request simultaneous Exterr .i Review in Your Appeal, then You
may be able to request External Review after We make Ov: decision regarding Your Appeal (see
“External Review” in this “APPEALS and COMPLAINTS" ecti< ).

We will decide whether Your Appeal is Urgent or Mon-Urgent . »'.ss Your attending health care
provider tells Us Your Appeal is Urgent. If We deter. ine that Your Appeal is not Urgent, We will
treat Your Appeal as Non-Urgent. Generally.<.n + »pec is <. gent only if using the procedure for
Non-Urgent Appeals (a) Could seriously jec’ ardize Your i 2, health, or ability to regain maximum
function: or (b) If You have a physical or meni. " ability that creates an imminent and substantial
limitation on Your existing ability to live ii . "nen: 2ntly; or (c) Would, in the opinion of a Physician
with knowledge of Your medical condition schiect fou to severe pain that cannot be adequately
managed without continuing Your< . =2 o1 ~ovc ed treatment,. We may, but not required to waive
the requirements related to an Urg. 2t o 2 yal to permit you to pursue an Expedited External
Review.

You do not have the ri=ht to a <.1d or have counsel, advocates and health care professionals in
attendance at the < «pedited re Yiew. You are, however, entitled to submit written complaints,
documents, record ' nd< .ier meerials for the reviewer or reviewers to consider; and to receive,
upon request and free of char ,e, copies of all documents, records and other information regarding
your request for benefitl

We will review Your Appeal and notify You of Our decision orally or in writing as soon as Your
clinical condition requires, but no later than seventy-two (72) hours after we receive Your Appeal.
If We notify You of Our decision orally, We will send You a written confirmation within three (3) days
after that.

If We deny Your Appeal, Our Adverse Benefit Determination notice will tell You why We denied
Your Appeal and will include information about any further process, including External Review, that
may be available to You.

3. Post-Service Claims and Appeals
Post-service Claims are requests that We for pay for Services You already received, including Claims
for Out-of-Plan Emergency Services. If You have any general questions about Post-Service Claims or
Appeals, please call Customer Service at 1-855-364-3184 or 711 (TTY).
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Here are the procedures for filing a Post-Service Claim and a Post-service Appeal:

a. Post-Service Claim

Within twenty (20) days, but in no event more than twelve (12) months from the date You received
the Services, mail Us a letter explaining the Services for which You are requesting payment or
reimbursement. Provide Us with the following: (1) Member/Patient Name; (2) The date You
received the Services: (3) Where You received them; (4) Who provided them; (5) Why You think
We should pay for the Services; (6) A copy of the bill, Your medical records for these Services,
Your receipt if You paid for these services and any supporting documents. Your letter and the
related documents constitute Your Claim. Or, You may contact Customer Service at 1-855-364-
3184 or 711 (TTY) to obtain a Claims form. You must mail Your Claim to Claims Department at:

National Claims Administration- Colorado
PO Box 373150
Denver, CO 80237-9998

Failure to give notice within such time shall not invalidate n" redu~e any claim if it is shown not to
have been reasonably possible to give such notice and »at r itice was given as soon as was
reasonably possible.

We will review Your Claim, and if We have all the infc mation We need We will send You a written
decision within thirty (30) days after We receiv: vo - Cic 'm.'.e may extend the time for making a
decision for an additional fifteen (15) days if< .rcums ances seyond Our control delay Our decision,
if We notify You within fifteen (15) days afer Vi > " Ceive Your Claim and explain the circumstances
and the reason for the extension and whe Y ‘e ex_<ct to make the decision. If We tell You We need
more information, We will ask You for the 1. fo. natic.1 and We will give you forty-five (45) days from
the date of Your receipt of Our n¢ .. *a se xd L s the information. We will make a decision within
fifteen (15) days after We receive the . -st L.+ 2 of information (including documents) We requested.
We encourage You to send’ .. *he req. »sted information at one time, so that We will be able to
consider it all when We make Our. _»ision. If We do not receive any of the requested information
(including documents).+ithin " > y-five (45) days after We send Our request, We will make a
decision based on t' ¢ informati n We have within fifteen (15) days following the end of the forty-
five (45) day period

If We deny Your Claim (""" ¢ do not pay for all the Services You requested), Our Adverse Benefit
Determination notice will tell You why We denied Your Claim and how You can appeal.

b. Post-Service First Level Appeal

Within one hundred eighty (180) days after You receive Our Adverse Benefit Determination, tell Us
in writing that You want to appeal Our denial of Your Post-service Claim. We will count the one
hundred eighty (180) calendar days starting five (5) business days from the date of the initial
decision notice to allow for delivery time unless you can prove that you received the notice after
that 5-business day period. Please include the following: (1) Your name and Medical Record
Number, (2) Your medical condition or symptoms, (3) The specific Services that You want Us to
pay for, (4) All of the reasons why You disagree with Our Adverse Benefit Determination, and (5)
Include all supporting documents such as medical records. Your request and the supporting
documents constitute Your Appeal. You must either mail or fax Your Appeal to:

Kaiser Foundation Health Plan of Colorado
Member Relations, Appeals

PO Box 378066

Denver, CO 80237

1-855-364-3184 (phone)

1-866-466-4042 (fax)
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We will schedule an appeal meeting in a timeframe that permits us to decide your appeal in a timely
manner. You may be present for the appeal meeting in person or by telephone conference, and
you may bring counsel, advocates and health care professionals to the appeal meeting. Unless you
request to be present for the appeal meeting in person or by telephone conference, we will conduct
your appeal as a file review. You may present additional materials at the appeal meeting. The
appeals committee members who will review your appeal (who were not involved in our original
decision regarding your claim) will consider this additional material. Upon request, we will provide
copies of all information that we intend to present at the appeal meeting at least five (5) days prior
to the meeting, unless any new material is developed after that 5-day deadline. You will have the
option to elect to have a recording made of the appeal meeting, if applicable, and if you elect to
have the meeting recorded, we will make a copy available to you.

We will review Your Appeal and send You a written decision within 30 days after We receive Your
Appeal.

If We deny Your Appeal, Our Adverse Benefit Determinat n wil' tell You why We denied Your
Appeal and will include information regarding any further . aces ., including External Review, that
may be available to You.

Appeals of Retroactive Coverage Termination (Resc’ ~ion >r Retr_active Cancellation)

We may terminate your coverage retroactively (see F zscis. on 1. =7 .aud or Intentional Misrepresentation
under TERMINATION/NON-RENEWAL/CONTINUA 'ON- cction). We will send you written notice at least
thirty (30) days prior to the termination.

Here is the procedure for filing an appeal ¢” = retro. ctiv » coverage termination:

Within one hundred eighty (180) d~vs after ou rcceive our Adverse Benefit Determination that your
coverage will be terminated retroactiv My, >t mud ¢ tell us in writing that you want to appeal our termination
of your coverage retroactively. Please ‘nc’.de . ie following: (1) Your name and Medical Record Number,
(2) All of the reasons why yoi- uisugree' 1th our retroactive membership termination, and (3) All supporting
documents. Your request ar i the == nor ng documents constitute your appeal. You must mail your appeal
to:

Kaiser Permanente Insurance Company

One Kaiser Plaza

Oakland CA 94612

We will review your appeal and send you a written decision within thirty (30) days after we receive your
appeal.

If we deny your appeal, our adverse benefit determination notice will tell you why we denied your appeal
and will include information regarding any further process, including External Review, that may be available
to you.

Voluntary Second Level Appeal

A Voluntary Second Level Appeal is another review by Us that occurs after the mandatory internal Appeal
decision is communicated to You if You remain dissatisfied with Our decision. This in-person review permits
You to present evidence to the Second Level Appeal Panel and to ask questions. Choosing a Voluntary
Second Level Appeal will not affect Your right, if you have one, to request an independent External
Review.

KPIC-GC-PPO-LG-2025-CO-GF 65 2025



APPEALS AND COMPLAINTS

Here is the procedure for a Voluntary Second Level of Appeal for medical benefits and Outpatient
Prescription Drugs:

Within sixty (60) days from the date of Your receipt of Our notice regarding Your First Level of Appeal
decision, we must receive your Voluntary Second Level Appeal requesting the review of the adverse
decision. We will count the sixty (60) days starting five (5) business days from the date of the First Level of
Appeal decision notice to allow for delivery time unless you can prove that you received the notice after that
5-business day period. Please include the following: (1) Your name and Medical Record Number, (2) Your
medical condition or relevant symptoms, (3) The specific Service that You are requesting, (4) All of the
reasons why You disagree with Our Adverse Benefit Determination (mandatory internal Appeal decision),
and (5) All supporting documents. Your request and the supporting documents constitute Your request for
a Voluntary Second Level of Appeal.

For medical benefits, You must either mail or fax Your Appeal to:

Kaiser Foundation Health Plan of C~ orado
Member Relations, Appeals

PO Box 378066

1-855-364-3184 (phone)

1-866466-4042 (fax)

For Outpatient Prescription Drugs, You must either r il or t x Yo < ippeal to:

KPIC Pharmacy - ‘mir. trator
Grievance and Ay e 's C ordinator
10181 Sc. ., =~ Gav wa, Court

San Diego, A v 1

1-8C .. 788-294 " (phone)

1-850 -79u 780 \rax)

Within sixty (60) calendar d¢’;s following receipt of Your request, KPIC will hold a Voluntary Second Level
Appeal meeting. KPIC shall otif= o 01 the date on which the Voluntary Second Level Appeal Panel will
meet at least twenty (20) days prior tc the date of this in-person meeting. You have the right to request a
postponement by calling Mem! >~ _appeals Program at 1-888-370-9858 and your request cannot be
unreasonably denied. You have the right to appear in person or by telephone conference at the review
meeting. We will make our decision within seven (7) days of the completion of this meeting.

You may present Your Appeal in person before the Voluntary Second Level Appeal Panel, or request a file
review. If You would like to present Your Appeal in person, but an in-person meeting is not practical, You
may present Your Appeal by telephone by calling e Member Appeals Program at 1-888-370-9858. Please
indicate in Your Appeal request how you want to present Your Appeal. Unless you request to be present
for the special meeting in person or by telephone conference, we will conduct your appeal as a file review

You may request in writing that KPIC transmit all material that will be presented to the Voluntary Second
Level Appeal Panel at least five (5) days prior to the date of the Voluntary Second Level Appeal meeting.

You may submit additional information with Your Appeal request, or afterwards but no later than five (5)
days prior to the date of Your Voluntary Second Level Appeal meeting. Any additional new material
developed after this deadline shall be provided to Us as soon as practicable. You may present Your case
to the Voluntary Second Level Appeal Panel and ask questions of the Panel. You may be assisted or
represented by an appointed representative of Your choice including an attorney (at Your own expense),
other advocate or health care professional. If You decide to have an attorney present at the Voluntary
Second Level Appeal meeting, then You must let Us know that at least seven (7) days prior to that meeting.
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You must appoint this attorney as Your representative in accordance with our procedures.

We will issue a written decision within seven (7) days of the completion of the Voluntary Second Level
Appeal meeting.

If You would like further information about the Voluntary Second Level Appeal process, to assist You in
making an informed decision about pursuing a Voluntary Second Level Appeal, please call Member
Appeals Program at 1-888-370-9858. Your decision to pursue a Voluntary Second Level Appeal will have
no effect on Your rights to any other benefits under this health insurance plan, the process for selecting the
decision maker and/or the impartiality of the decision maker.

External Review

Following receipt of an adverse First Level Appeal or Voluntary Second Level Appeal decision letter, You
may have a right to request an External Review. There is no minimum dollar amount for a claim to be
eligible for an External Review. You will not be responsible for the cost >f the External Review.

You have the right to request an independent External Review of ~ur d< ision if our decision involves an
adverse benefit determination regarding a denial of a claim, in wholc 1 in p7'., that (1) relies on ,medical
judgment including but not limited to medical necessity, appropriatenes . F . alth care setting, level of care
or effectiveness of a benefit, a denial of a pre-certification fo. 2 Service; ur (2) concludes that a treatment
or service is experimental or investigational; a denial of < .c. 'es. or S7 vices on the ground that the Service
is not Medically Necessary, appropriate; or 3) concli.es th7 parit, _xists in the non-quantitative treatment
limitation applied to Behavioral Health/Mental Heal. or/substance Use Disorder benefits; (4) involves
consideration of whether We are complying witi . »derc law requirements regarding surprise billing and
cost-sharing protections pursuant to the No Surpri e . st; ¢ (5) involves a decision related to rescission of
your coverage

If our final adverse decision does nc’ ‘2 olve ai adverse benefit determination described in the preceding
sentence, then your claim is not elig. \le ic ~xte.nal Review. However, independent External Review is
available when we deny your anneal L .use you request medical care that is excluded under your plan
and you present evidence fr.n a licens d Colorado professional that there is a reasonable medical basis
that the exclusion does not ' opl

To request External Review, Yci =~ st submit a completed Independent External Review of Carrier’s Final
Adverse Determination form (you may call Member Relations at 1-800-788-0710 to request another copy
of this form) which will be included with the mandatory internal appeal decision letter and explanation of
Your Appeal rights, to Member Relations within four (4) months of the date of receipt of Our mandatory
First Level Appeal decision or of Our Voluntary Second Level Appeal decision. We shall consider the date
of receipt for Our notice to be three (3) days after the date on which Our notice was postmarked, unless
You can prove that You received our notice after the three (3)-day period ends.

You must include in your written request a statement authorizing us to release your claim file with your
health information including your medical records; or, you may submit a completed Authorization for
Release of Appeal Information form which is included with the mandatory internal appeal decision letter
and explanation of your appeal rights (you may call Member Relations at 1-800-788-0710 to request a
copy of this form).

If We do not receive Your External Review request form and/or authorization form to release your health

information, then We will not be able to act on Your request. We must receive all of this information prior
to the end of the applicable timeframe (4 months) for Your request of External Review.
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Expedited External Review

With respect to an Urgent Pre-Service Claim, You may request an Expedited External Review if (1) You
have a medical condition for which the timeframe for completion of a standard review would seriously
jeopardize Your life, health, or ability to regain maximum function; or, (2) If You have a physical or mental
existing disability that creates an imminent and substantial limitation to Your existing ability to live
independently, or (3) In the opinion of a Physician with knowledge of Your medical condition, the timeframe
for completion of a standard review would subject You to severe pain that cannot be adequately managed
without the medical services that You are seeking.

You may request Expedited External Review simultaneously with your expedited internal appeal as
permitted under this Plan. A request for an Expedited External Review must be accompanied by a written
statement from Your Physician that Your condition meets the expedited criteria. You must include the
Physician’s certification that You meet External Review criteria when You submit Your request for External
Review along with the other required information (described, above).. No Expedited External Review is
available when You have already received the medical care that is th< subject of Your request for External
Review. If You do not qualify for Expedited External Review, We<.vill tre".c Your request as a request for
Standard External Review.

Additional Requirements for External Review regarding “xperimen. or Investigational Services
You may request External Review or expedited External = ~vie. involvi* g an adverse benefit determination
based upon the Service being experimental or inv/ stiga onai. . our request for External Review or
expedited External Review must include a written s. teme .t from your physician that either (a) Standard
health care services or treatments have not beei’ ffec. "= in improving your condition or are not medically
appropriate for you, or (b)There is no available s 2, Yara »ealth care service or treatment covered under
this plan that is more beneficial than the r~comm: na. 1 or requested health care service (the physician
must certify that scientifically valid studies u ‘fy 2cc. oted protocols demonstrate that the requested health
care service or treatment is more likelv to be 1. ~re veaeficial to you than an available standard health care
services or treatments), and the ph sicon is < 'icensed, board-certified, or board-eligible physician to
practice in the area of medicine to tre t v-ur < ndition. If you are requesting expedited External Review,
then your physician must als< Cortify 1 at the requested health care service or treatment would be less
effective if not promptly init ated. - Thes. certifications must be submitted with your request for External
Review.

After we receive your request tor cxternal Review, we shall notify you of the information regarding the
independent External Review entity that the Division of Insurance has selected to conduct the External
Review.

If We deny Your request for Standard or Expedited External Review, including any assertion that We have
not complied with the applicable requirements related to Our Internal Claims and Appeals Procedure, then
We may notify You in writing and include the specific reasons for the denial. Our notice will include
information about your right to appeal the denial to the Division of Insurance. At the same time that We
send this denial notice to You, We will send a copy of it to the Division of Insurance.

You will not be able to present Your Appeal in person to the Independent External Review Organization.
You may, however, send any additional information that is significantly different from information provided
or considered during the Internal Claims and Appeal Procedure and, if applicable Voluntary Second Level
of Appeal process. If You send new information, We may consider it and reverse our decision regarding
Your Appeal.

You may submit Your additional information to the Independent External Review Organization for

consideration during its review within five (5) working days of Your receipt of Our notice describing the
Independent Review Organization that has been selected to conduct the External Review of Your Claim.
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Although it is not required to do so, the Independent Review Organization may accept and consider
additional information submitted after this five (5)-working day period ends.

The Independent External Review entity shall review information regarding Your benefit claim and shall
base its determination on an objective review of relevant medical and scientific evidence. Within forty (45)
days of the Independent External Review entity’s receipt of Your request for Standard External Review, it
shall provide written notice of its decision to You. If the Independent External Review entity is deciding
Your Expedited External Review request, then the Independent External Review entity shall make its
decision as expeditiously as possible and no more than seventy-two (72) hours after its receipt of Your
request for External Review and within forty-eight (48) hours of notifying You orally of its decision provide
written confirmation of its decision. This notice shall explain that the External Review decision is the final
appeal available under state insurance law. An External Review decision is binding on KPIC and You except
to the extent KPIC and You have other remedies available under federal or state law. You or your
designated representative may not file a subsequent request for External Review involving the same
adverse determination for which you have already received an Externa!. Review decision.

If the Independent External Review Organization overturns Our der” 1l of p< yment for care You have already
received, We will issue payment within five (5) working days. If . e .ndepsident Review organization
overturns Our decision not to authorize Pre-service or Concurrent Ca » C/.ms, KPIC will authorize care
within one (1) working day. Such Covered Services shall bc nrovided su .ject to the terms and conditions
applicable to benefits under this health insurance plan.

Except when External Review is permitted to occur . mult<.ieously with your urgent pre-service appeal or
urgent concurrent care appeal, You must exhau< Dur . 2rnal Claims and Appeals Procedure (but not the
Voluntary Second Level of Appeal) for Your Claii 1 « >fore You may request External Review, unless We
have failed to comply with federal and/c® state i »w  ~quirements regarding Our Claims and Appeals
Procedures.

Additional Review

You may have certain additional right. .if"iou emain dissatisfied after You have exhausted Our Internal
Claims and Appeals Procedu :s, and if . oplicable, External Review. If You are enrolled through a plan that
is subject to the Employee Retir« .. nt " ycome Security Act (ERISA), You may file a civil action under
section 502(a) of the federa. —_RISA/ statute. To understand these rights, you should check with your
benefits office or contact the Emnle’ ce Benefits Security Administration (part of the U.S. Department of
Labor) at 1-866-444-EBSA (3272). Alternatively, if Your plan is not subject to ERISA (for example, most
state or local government plans and church plans), You may have a right to request review in state court.
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Entire Contract and Changes

The Policyholder will act on behalf of all the Insured Employees in all matters pertaining to the Group Policy,
and the following will be binding upon all Covered Persons: (1) every act done by the Policyholder; (2) every
agreement between KPIC and the Policyholder; and (3) every notice given by either party to the other.

The entire contract between the Policyholder and KPIC consists of the Group Policy, certificates,
amendments or riders incorporated by reference, the attached application of the Policyholder; and the
applications, on file, if any, of the Insured Employees. All statements made by the Policyholder or
Insured Employees will, in the absence of fraud, be deemed representations and not warranties. No
statement made by the Policyholder or Insured Employees will be used in defense to a claim under
the Group Policy, unless it is contained in a written application.

No change in the Group Policy will be valid unless:
1. Itis noted on, or attached to, the Group Policy;
2. Signed by an executive officer of KPIC; and

3. Delivered to the Policyholder.

KPIC may change, cancel, or discontinue coverage, to the extent | ~= utted ¥, law, provided under the
Group Policy without the consent of the Policyholder or Insured Emplo, ~es< -ayment of premium, after a
change has been made and incorporated into the Group olicy, will.e deemed acceptance of the
changes made by KPIC. The Policyholder must mail or.<"ver  atice # cancellation or discontinuance to
all Insured Employees at least thirty-one (31) days p'.or to' he a. ‘<" of cancellation or discontinuance of
the Group Policy. Notice to the Insured Employee wi. he ¢ .nsidered notice to any Insured Dependent of
the Insured Employee.

No agent has the authority to:

1. Change the Group Policy;

2. Waive any provisions of the Groun Policy,

3. Extend the time for payment of p. 2n..s; ol
4. Waive any of KPIC’s rights or requ rer cnw

Premium Rates

KPIC may change any of thc /" cmiun rates as of any Group Policy Anniversary, or at any other time by

written agreement between the Policiolder and KPIC on any premium due date when:

1. The terms of the Group Policy are changed;

2. Adivision, a subsidiary or an affiliated company is added to the Group Policy; or

3. For reasons other than the above, such as, but not limited to, a change in factors bearing on the risk
assumed. The rate may not be changed within the first six months following the Group Policy Effective
Date.

KPIC will give the Policyholder thirty-one (31) days advance written notice of any change in premium.

KPIC will give the Policyholder a thirty-one (31) day grace period for the payment of any premium.
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The following terms have special meaning throughout this Certificate. Other parts of this Certificate
contain definitions specific to those provisions. Terms that are used only within one section of the
Certificate are defined in those sections.

“A” Recommendation means a recommendation adopted by the Task Force, which strongly
recommends that clinicians provide a preventive health care service because the Task Force found there
is a high certainty that the net benefit of the preventive health care service is substantial.

Accumulation Period — The time period set forth in the SCHEDULE OF BENEFITS (Who Pays What)
section.

ACIP means the Advisory Committee on Immunization Practices to the Centers for Disease Control and
Prevention in the Federal Department of Health and Human Services, #*any successor entity.

Air Ambulance Service means medical transport by a rotary \ 'ng 7. ambulance, or fixed wing air
ambulance, as defined under applicable federal law, for patients.

Applied Behavior Analysis means the use of beh~.iui ! ai »lyticimethods and research findings to
change socially important behaviors in meaningful w ys.

Approved Clinical Trial means a phase |, phas» ' ph. ze lll, or phase IV clinical trial that is conducted
in relation to the prevention, detection, or treatmer: 0. ~anc i or other life-threatening disease or condition
and is one of the following: (a) A federally’ ...7ed c: ap, roved trial; (b) a clinical trial conducted under an
FDA investigational new drug application; o. c)." rug that is exempt from the requirement of an FDA
investigational new drug application.

Autism Services Provider means ar ‘< erson, who provides direct services to Covered Persons with
Autism Spectrum Disorder, /. licensed, ertified, or registered by the applicable state licensing board or
by a nationally recognized ¢ 1ari” _.uc ., &.1d who meets one of the following:

1. Has a doctoral degree with a sr 2cialty in psychiatry, medicine, or clinical psychology, is actively
licensed by the Colorado me''i~ . poard, and has at least one (1) year of direct experience in behavioral
therapies that are consistent with best practice and research on effectiveness for people with Autism
Spectrum Disorders; or

2. Has a doctoral degree in one of the behavioral or health sciences and has completed one (1) year of
experience in behavioral therapies that are consistent with best practice and research on effectiveness
for people with Autism Spectrum Disorders; or

3. Has a master’s degree or higher in behavioral sciences and is nationally certified as a “Board Certified
Behavior Analyst” or certified by a similar nationally recognized organization; or

4. Has a master’s degree or higher in one (1) of the behavior or health sciences, is credentialed as a
“Related Services Provider,” and has completed one (1) year of direct supervised experience in
behavioral therapies. Related Services Provider means physical therapist, an occupational therapist or
speech therapist that are consistent with best practice and research on effectiveness for people with
Autism Spectrum Disorders; or

5. Has a baccalaureate degree or higher in behavioral sciences and is nationally certified as a Board-
Certified Associate Behavior Analyst or certified by a similarly recognized organization; or

6. Is nationally registered as a "registered behavior technician" by the behavior analyst certification board
or by a similar nationally recognized organization and provides direct services to a person with an
Autism Spectrum Disorder under the supervision of an autism services provider described in sub-
subparagraph (1), (2), (3), (4), or (5) above.
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Autism Spectrum Disorders (ASD) means a disorder as defined in the most recent edition of the
Diagnostic and Statistical Manual of Mental Disorders in effect at the time of the diagnosis; and includes
the following disorders as defined in the most recent edition of the Diagnostic and Statistical Manual of
Mental Disorders in effect at the time of the diagnosis: Autistic Disorder, Asperger’s Disorder, and atypical
Autism, as a diagnosis within pervasive developmental disorder, not otherwise specified.

Autism Treatment Plan means a plan developed for a Covered Person by an Autism Services Provider
and prescribed by a Physician and licensed psychologist pursuant to comprehensive evaluation or
reevaluation for a Covered Person consisting of the Covered Person’s diagnosis, proposed treatment by
type, frequency, and anticipated treatment; the anticipated outcomes stated as goals; and the frequency
by which by which the plan will be updated. The Treatment Plan shall be developed in accordance with
patient-centered medical home, as defined under applicable Colorado law.

“B” Recommendation means a recommendation adopted by the Task Force, which recommends that
clinicians provide a preventive health care service because the Task Force found there is high certainty
that the net benefit is moderate or there is a moderate certainty <.iat the net benefit is moderate to
substantial.

Behavioral Health/Mental Health and Substance Use Disorder:

1. Means a condition or disorder, regardless of etiology, th. " maybe the  _sult of a combination of genetic
and environmental factors and that falls under anv=* the diagne tic categories listed in the Mental
Disorders section of the most recent version of:

(a) The International Statistical Classification o1 Yisea< 2s and Health Related Problems;
(b) The Diagnostic and Statistical Manual of ‘entc Jisorders; or
(c) The Diagnostic Classification of Mental h a Y ar. " Developmental Disorders of Infancy and Early
Childhood; and
2. Includes Autism Spectrum Disorder

Benefit Maximum means a maximu. Y «. ~unt ¢ benefits that will be paid by KPIC for a specified type of
Covered Charges incurred during a ive'« poviod of time. The charges to which a Benefit Maximum
applies are not considered C_.. ved C arges after the Benefit Maximum has been reached. Covered
Charges in excess of the F znefit **~xir um will not be applied toward satisfaction of the Accumulation
Period Deductible and Out- “7 ucket Maximum. Benefit Maximum does not apply to Essential Health
Benefits, as defined under this healft insurance plan, received at either the Participating Provider level or
the Non-Participating level.

Birth Center means an outpatient facility which:

1. Complies with licensing and other legal requirements in the jurisdiction where it is located;

2. Is engaged mainly in providing a comprehensive Birth Services program to pregnant individuals who
are considered normal to low risk patients;

3. Has organized facilities for Birth Services on its premises;

4. Has Birth Services performed by a Physician specializing in obstetrics and gynecology, or at his or her
direction, by a Licensed Midwife or Certified Nurse Midwife; and

5. Has 24-hour-a-day Registered Nurse services.

Birth Services means ante partum (before labor); intrapartum (during labor); and postpartum (after birth)
care. This care is given with respect to: (1) uncomplicated pregnancy and labor; and (2) spontaneous
vaginal delivery.

Benefits payable for the treatment of complications of pregnancy will be covered on the same basis as
any other Sickness.

KPIC-GC-PPO-LG-2025-CO-GF 72 2025



DEFINITIONS

Calendar Year means a period of time: (1) beginning at 12:01 a.m. on January 1st of any year; and (2)
terminating at midnight on December 31st of that same year.

Certificate of Insurance (Certificate) means a certificate issued to the Policyholder that summarizes the
coverage to which Covered Persons are entitled. It is a part of the Group Policy with Your Employer and is
also subject to the terms of the Group Policy.

Certified Nurse-Midwife or Licensed Midwife means any person duly certified or licensed as such in
the state in which treatment is received and is acting within the scope of his or her license at the time the
treatment is performed.

Certified Nurse Practitioner means a Registered Nurse duly licensed in the state in which the treatment
is received who has completed a formal educational nurse practitioner program. He or she must be
certified as such by the: (1) American Nurses' Association; (2) National Board of Pediatric Nurse
Practitioners and Associates; or (3) Nurses' Association of the American College of Obstetricians and
Gynecologists.

Certified Psychiatric-Mental Health Clinical Nurse Specialist me 0 any Rogistered Nurse licensed in
the state in which the treatment is received who: (1) has completed forr al educational program as a
psychiatric-mental health clinical nurse specialist; and™ ‘?2) is certi. -d by the American Nurses'
Association.

Child Health Supervision Services means those . 2ver’ ve services and immunizations required to be
provided in a Colorado basic and standard healt” “ene ™ plan in accordance with Colorado Code Section
10-16-105 (7.2), as then constituted and later ar. €. ded ~» covered Dependent children up through age
twelve (12). Services must be provided ba Phy: ‘cic. . or pursuant to a physician’s supervision or by a
primary health care provider who is a Pi. sic'>n’s assistant or Registered Nurse who has additional
training in child health assessment and who is ‘orkui. 4 in collaboration with a Physician.

Clean Claim means a claim for pa, mei.. ¢. health care expenses that is submitted to KPIC on an
industry or standard claim for . iith ai (equired fields completed with correct and complete information
in accordance with KPIC’s/ publisk=4 fi_1g requirements. A Clean Claim does not include a claim for
payment of expenses incuri = .dring a period of time for which premiums are delinquent, except to the
extent otherwise required by law.

Clinical Social Worker means a person who is licensed as a clinical social worker, and who has at least
five years of experience in psychotherapy (as defined by the state of Colorado) under appropriate
supervision, beyond a master’s degree.

Clinical Trial means an experiment, in which a drug or device is administered to dispensed to, or used by
one or more human subjects. An experiment may include the use of a combination of drugs, as well as
the use of drug in combination with alternative therapy or dietary supplement.

Coinsurance means a percentage of charges that You must pay as shown in the SCHEDULE OF
BENEFITS (Who Pays What) section when You receive a Covered Service as described under the
BENEFITS/COVERAGE (What is Covered) section and the Policy Schedule. Coinsurance amount is
applied against the Covered Charge.

Complications of Pregnancy means:

1. Conditions when the pregnancy is not terminated and whose diagnoses are distinct from pregnancy
but are adversely affected by pregnancy or are caused by pregnancy, such as acute nephritis,
nephrosis, cardiac decompensation, missed abortion, pre-eclampsia, intrauterine fetal growth
retardation, and similar medical and surgical conditions of comparable severity;
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2. Non-elective cesarean section, ectopic pregnancy which is terminated and spontaneous termination of
pregnancy, which occurs during a period of gestation in which a viable birth is not possible.

Complications of Pregnancy will not include conditions such as false labor, occasional spotting, physician
prescribed rest during the period of pregnancy, morning sickness, hyperemesis gravidarum, and similar
conditions associated with the management of a difficult pregnancy not constituting a nosologically
distinct complication of pregnancy.

Complications of Pregnancy are covered under this Certificate as any other Sickness or Injury.

Comprehensive Rehabilitation Facility means a facility primarily engaged in providing diagnostic,
therapeutic, and restorative services through licensed health care professionals to injured, ill or disabled
individuals. The facility must be accredited for the provision of these services by the Commission on
Accreditation of Rehabilitation Facilities or the Professional Services Board of the American Speech-
Language Hearing Association.

Confinement means physically occupying a room and being char zd for< vom and board in a Hospital or
other covered facility on a twenty-four hour a day basis as a rey >t7 ed inratient upon the order of a
Physician.

Copayment means the predetermined amount, as sho»~.in . = SCH”DULE OF BENEFITS (Who Pays
What) section, which is to be paid by the Insured<.or ¢ Cov . Service, usually at the time the
health care is rendered. All Copayments applicable > the/ overed Services are shown in the SCHEDULE
OF BENEFITS (Who Pays What) section

Cost Share means a Covered Person's sare of Jo. »rea Charges. Cost Share includes and is limited
only to the following: 1) Coinsurance; 2) Co, ~v...2nt, 3) per benefit deductibles; and 4) Deductible.

Covered Charge or Covered Charg 's .. ~ans i » Maximum Allowable Charge(s) for a Covered Service.

Covered Person means a ps _c i cove <d under the terms of the Group Policy. A Covered Person who
is enrolled as an Insured En bloyee-~=.In. ured Dependent under the Plan. Also, sometimes referred to as
member. No person may be = .cred 1s both an Insured Employee and a Dependent at the same time
under a single Group Policy.

Covered Services means those services and items which a Covered Person is entitled to receive
pursuant to the Group Policy and are defined and listed under the section entitled
BENEFITS/COVERAGE (What is Covered) subject to the exclusions and limitations set forth in this
Certificate.

Deductible means the amount of Covered Charges a Covered Person must incur, while insured under
the Group Policy, before any benefits will be payable during that Accumulation Period. The Deductible
will apply to each Covered Person separately, and must be met within each Accumulation Period. When
Covered Charges equal to the Deductible are incurred and submitted to Us, the Deductible will have been
met for that Covered Person.

Some Covered Services are subject to additional or separate deductible amounts as shown in the
SCHEDULE OF BENEFITS (Who Pays What) section. These additional or separate deductibles are
neither subject to, nor do they contribute towards the satisfaction of the Self-Only Deductible or Individual
Deductible or the Family Deductible Maximum except if there is an additional or separate deductible that is
applicable..
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Dependent means:

1. Your lawful spouse, partner in a civil union or Domestic Partner (if Domestic Partner is covered under
this plan); or

2. Your or Your spouse’s, Your partner in a civil union or Your Domestic Partner natural or adopted or
foster child, if that child is under age the age of 26.

3. Other unmarried dependent person who meet all of the following requirements:

a) Is under the dependent limiting age specified in the SCHEDULE OF BENEFITS (Who Pays What)
section; and

b) You or Your Spouse or Your partner in a civil union or Your Domestic Partner is the court-appointed
permanent legal guardian or was before the person reached age 18.

4. Your or Your Spouse's Your partner in a civil union, Your Domestic Partner unmarried child of any age;
who is medically certified as disabled and dependent upon You, Your Spouse, Your partner in a civil
union or Your Domestic Partner, are eligible to enroll or continue coverage as Your Dependents if the
following requirements are met:

a) They are financially dependent on You or Your Spouse, Your partner in a civil union or Your
Domestic Partner; and
b) You give us proof of the Dependent's disability and depens zncy = nually if We request it.
5. An individual who:
a) Meets the criteria listed in paragraphs numbers 1,2,3 and  of t+ s definition, and
b) Is eligible for and enrolled in the Group Ppolicy.

Detoxification means the process of removing toxic < .ostai :es . > the body.

Domestic Parther means an unmarried adult ¢ ~o re  Jdes with the Insured Employee for at least six

(6) months in a committed relationship and is enro ‘e as L »nendent. A Domestic Partner may be regarded

as a Dependent, upon meeting Our prescri' ~d requ ‘reir =2nts, which include the following:

1. Both persons must have a common rex Je..2=2 1 r a period of at least six months prior to eligibility for
this coverage;

2. Both persons must agree to be jo. iy "2soon. Yle for each other’s basic living expenses incurred during
the domestic partnership;

3. Neither person is marriec"..c” a m. nber of another domestic partnership or have been a party to a

domestic partnership th it was*>=mi. ated within twelve (12) months before becoming eligible for this

coverage;

The two persons are not related * y blood in a way that would prevent them from being married to each

other in conformity with state iaw;

Both persons must be at least 18 years of age and be the same sex;

Both persons must be capable of consenting to the domestic partnership;

Neither person is legally married to or legally separated from another person; and

Both persons must have duly executed a declaration of domestic partnership on a form agreed to by

Us.

B

®NoOO

Durable Medical Equipment means equipment which:

Is designed for repeated use; and

Can mainly and customarily be used for medical purposes; and

Is not generally of use to a person in the absence of a Sickness or Injury; and

Is approved for coverage under Medicare, including insulin pumps and insulin pump supplies; and
Is not primarily or customarily for the convenience of the Covered Person; and

Provides direct aid or relief of the Covered Person’s medical condition; and

Is Appropriate for use in the home; and

Serves a specific therapeutic purpose in the treatment of an illness or injury; or

Is an infant apnea monitor.

CoNOGOAWN =
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Durable Medical Equipment does not include:

1. Oxygen tents;

2. Equipment generally used for comfort or convenience that is not primarily medical in nature (e.g., bed
boards, bathtub lifts, adjust-a-beds, telephone arms, air conditioners, and humidifiers);

3. Deluxe equipment such as motor driven wheelchairs and beds, except when such deluxe features are
necessary for the effective treatment of a Covered Person’s condition and in order for the Covered
Person to operate the equipment;

4. Disposable supplies, exercise and hygiene equipment, experimental or research equipment, and

devices not medical in nature such as sauna baths, elevators, or modifications to the home or

automobile. This exclusion does not apply to disposable diabetic supplies;

Devices for testing blood or other body substances, except diabetic testing equipment and supplies;

Electronic monitors of bodily functions, except infant apnea monitors;

Replacement of lost equipment;

Repair, adjustments, or replacements necessitated by misuse;

More than one piece of Durable Medical Equipment serving essentially the same function; except for

replacements other than those necessitated by misuse or loss; ar'.

10. Spare or alternate use equipment.

©oo~NOO

Early Childhood Intervention Services (ECIS) means service . as’ defined by the Colorado
Department of Human Services in accordance with Part C of the Indiv. uJals with Disabilities Education
Act of 2004, as then constituted and later amended, tha* ~re  ‘thorizei through an Insured Dependent’s
Individualized Family Service Plan, but excluding n<.i-em -ger. << .edical transportation; respite care;
service coordination, as defined under applicable fec ral re julation; and assistive technology.

Eligible Employee means a person who, at the tir. € >f ong "mal enroliment: (a) is working for a Policyholder
as a full-time employee as described belo . or is e ativ. 4 to coverage under an employment contract; (b)
by virtue of such employment or contract nic''s L ader the Group Policy and (c) reached an eligibility
date. Eligible Employee includes sola propric ars, . artners of a partnership, or independent contractor
if they are included as employees ur e, »healu benefit plan of the Policyholder, engaged on a full-time
basis in the employer’s business or ar« er’ dew "0 coverage under an employment contract.

The term Eligible Employee Joes =~*.inc 1de employees who work on a temporary seasonal or substitute
basis.

Eligible Insured Dependent meaiis an infant or toddler, from birth up to the child’s third birthday, who
has significant delays in development or has a diagnosed physical or mental condition that has high
probability or resulting in significant delays in development or who is applicable is eligible for Early
Childhood Intervention Services pursuant to applicable Colorado law. Please refer to the definition of
Insured Dependent.

Emergency Care or Emergency Services All of the following with respect to an Emergency Medical

Condition:

1. A medical screening examination (as required under the Emergency Medical Treatment and Active
Labor Act) or as would be required under such section if such section applied to an independent
freestanding emergency department) that is within the capability of the emergency department of a
hospital or of an independent freestanding emergency department, including ancillary services routinely
available to the emergency department to evaluate the Emergency Medical Condition; and.

2. Within the capabilities of the staff and facilities available at the hospital or the independent freestanding
emergency department, as applicable, further medical examination and treatment that the Emergency
Medical Treatment and Active Labor Act (EMTLA) or as would be required under EMTLA if such section
applied to an independent freestanding emergency department, requires to Stabilize the patient.

3. Covered Services that are furnished by a Provider (regardless of the department of the hospital in which
such items or services are furnished) after the Covered Person is stabilized and as part of outpatient
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observation or an inpatient or outpatient stay with respect to the visit in which the services described in
paragraphs 1 and 2 of this definition are furnished provided, however, if the Provider obtains consent of
the Covered Person pursuant to applicable law, then such Covered Services will not be considered to
be Emergency Care or Emergency Services.

Emergency Medical Condition: A medical condition, including psychiatric conditions, manifesting itself

by acute symptoms of sufficient severity (including severe pain) such that a prudent layperson, who

possesses an average knowledge of health and medicine, could reasonably expect the absence of

immediate medical attention to result in any of the following:

1. Placing the person’s health (or, with respect to a pregnant woman, the health of the woman or her
unborn child) in serious jeopardy

2. Serious impairment to bodily functions

3. Serious dysfunction of any bodily organ or art

Essential Health Benefits means the general categories of benefits including the items and services
covered within these categories of benefits that comprise an essenti. health benefit package as defined
under the Patient Protection and Affordable Care Act of 2010 .°PAC’\) as then constituted or later
amended. Essential Health Benefits, as defined under the Policy are 2¢” subjer* to any annual and lifetime
dollar limits or any Dollar Benefit Maximum. Unless otherwise prohibite " by = Jplicable law, day or visit limit
may be imposed on Essential Health Benefits. Adult routii. . eye exam. routine eye refraction tests for
adults and hearing aids for adults are not Essential Hea!*'= Sel. fits.

Expense(s) Incurred means expenses a Covered . =rsor incurs ror Covered Services. An expense is
deemed incurred as of the date of the service, tre’ men. . purchase of the item that is a Covered Service.

Formulary means a list of prescription drus= or de ‘ice ~we cover.

Free-Standing Surgical Facility means a Ic :ally Cperated institution which is accredited by the Joint

Commission on the Accreditation of } 2a.».Orga. ‘zations (JCAHO) or other similar organization approved

by KPIC that:

1. Has permanent operating< .. as;

2. Has at least one recove' y roor-:

3. Has all necessary equip. = .1or u e pbefore, during and after surgery;

4. Is supervised by an organized - edical staff, including Registered Nurses available for care in an
operating or recovery room;

5. Has a contract with at least one nearby Hospital for immediate acceptance of patients requiring Hospital
care following care in the Free-Standing Surgical Facility;

6. Is other than: a) a private office or clinic of one or more Physicians; or b) part of a Hospital; and

7. Requires that admission and discharge take place within the same working day.

Group Policy means the health insurance contract issued by KPIC to the Policyholder that establishes
the rights and obligations of KPIC and the Policyholder.

Habilitative Services means services and devices that help a person retain, 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. These services may include physical and occupational therapy, speech-language
pathology and other services for people with disabilities in a variety of outpatient settings.

Health Plan means Kaiser Foundation Health Plan of Colorado.

Home Health Agency means an agency which has been certified by the Colorado Department of Public
Health and Environment as meeting the provisions of Title XVIII of the Federal “Social Security Act,” as
amended, for home health agencies and is engaged in arranging and providing nursing services, Home
Health Services, and other therapeutic and related services.
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Home Health Visit is each visit by a member of the home health team, provided on a part-time and
intermittent basis as included in the plan of care. Services of up to four hours by a home health aide shall
be considered as one visit

Homemaker Services means services provided to a Covered Person for Hospice Care which include:

1. General household activities including the preparation of meals and routine household care; and

2. Teaching, demonstrating and providing the Covered Person or their family with household management
techniques that promote self-care, independent living and good nutrition.

Hospice Care means home-based palliative and supportive care by a licensed hospice for terminally ill
patients. The care must be provided: (1) directly; or (2) on a consulting basis with the patient's Physician
or another community agency, such as a visiting nurses' association. For Hospice Care, a terminally ill
patient is any patient whose life expectancy, as determined by a Physician, is not greater than 6 months.

Hospital means an institution which is accredited by the Joint Comn= ssion on the Accreditation of Health
Organizations (JCAHO) or other similar organization approved by }.°IC th .t

1. Is legally operated as a Hospital in the jurisdiction where it is loc. ‘o7,

2. Is engaged mainly in providing inpatient medical care and treatmer. ‘or I7,dry and Sickness in return for
compensation;

Has organized facilities for diagnosis and major surc~=+or ‘s pren:'ses;

Is supervised by a staff of at least two Physicians:

Has 24-hour-a-day nursing service by Registerec Nurs< s; and

Is not: a facility specializing in dentistry; or & insu. “.on which is mainly a rest home; a home for the
aged; a place for drug addicts; a place for alco. ¢. =s; a aonvalescent home; a nursing home; or a Skilled
Nursing Facility or similar institution.

ok w

The term Hospital will also include a2 psychic sic helith facility which is currently licensed or certified by
the Colorado Department of Public k. »a..»and £ vironment pursuant to the Department’s authority under
applicable Colorado law.

Hospital Confinement mean- __ing re_ stered as an inpatient in a Hospital upon the order of a Physician.

Individualized Education i '= ineai 5 a written plan for an Insured Dependent with a disability that is
developed, reviewed, and revised /. accordance with Colorado’s applicable statutory and regulatory
standards.

Individualized Family Service Plan is a written plan developed pursuant of to applicable federal statutory
and regulatory standards, which authorizes the provision of Early Childhood Intervention Services to an
Eligible Insured Dependent and to his or her family.

Individualized Plan means a written plan designed by an interdisciplinary team for the purpose of
identifying the following: (a) needs of the Covered Person or family receiving the services; (b) the specific
services and supports appropriate to meet such needs; (c) the projected date of initiation of services and
supports; and (d) the anticipated results to be achieved by receiving the services and supports.

Insured Dependent means a Covered Person who is a Dependent of an Insured Employee.

Insured Employee means a Covered Person who is an Eligible Employee of the Policyholder or is one
entitled to coverage under a welfare trust agreement.

Intensive Care Unit means a section, ward or wing within the Hospital which:
1. Is separated from other Hospital facilities;
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2. Is operated exclusively for the purpose of providing professional care and treatment for critically-ill
patients;

3. Has special supplies and equipment necessary for such care and treatment available on a standby basis

for immediate use;

Provides Room and Board; and

Provides constant observation and care by Registered Nurses or other specially trained Hospital

personnel.

o s

Interdisciplinary Team means a group of qualified individuals, which includes, but is not limited to, a
Physician, Registered Nurse, clergy/counselors, volunteer director and/or trained volunteers, and
appropriate staff who collectively have expertise in meeting the special needs of Hospice patients and
their families.

Intractable Pain means a pain state in which the cause of the pain cannot be removed and which in the
generally accepted course of medical practice no relief or cure of the cause of the pain is possible or
none has been found after reasonable efforts including, but not lir"..ed to, evaluation by the attending
Physician and one or more Physicians specializing in the treatme’.c of tk. area, system, or organ of the
body perceived as the source of the pain.

Licensed Vocational Nurse (LVN) means an individual© o has (1) pecialized nursing training; (2)
vocational nursing experience; and (3) is duly licensed t=~artc m nurs’.g service by the state in which he
or she performs such service.

Maximum Allowable Charge means:
1. For Covered Services from Participating Pro it rs, .. » Negotiated Rate as defined under Paragraph
3 (b).
2. For Covered Services from Non-Partic a2 F -oviuers rendering the following services:
(a) Emergency or Non-Emergency Ser. ~es i.ndered in Participating facilities by physicians and
other professionals that are \u. Rartici, ating Providers
(b) Emergency Services rende 2d.a . non-Denver Health Hospital Authority operated Non-
Participating facility
(c) Emergency Servic' s rend===d » a Denver Health Hospital Authority operated Non-Participating
Provider facility
(d) Air Ambulance Services

the reimbursement rate according to state and federal law.

Other than applicable cost sharing (Deductible, Coinsurance or Copayments) Non-Participating
Providers rendering services in the state of Colorado may not balance bill a Covered Person for the
difference between the Maximum Allowable Charge and the Actual Billed Charges. However, a Non-
Participating Provider may balance bill a Covered Person when the Covered Person chooses to use
the Non-Participating Provider.
3.. For all other Covered Services from a Non-Participating Provider, the lesser of:
(@) The Usual, Customary and Reasonable Charge (UCR):
The Usual, Customary & Reasonable (UCR) Charge is the lesser of: or

(i) The charge generally made by a Physician or other supplier of services, medicines, or
supplies;

(i) The general level of charge made by Physicians or other suppliers within an area in which
the charge is incurred for a Covered Service comparable in severity and nature to the Injury
of Sickness being treated. The general level of charges is determined in accord with
schedules on file with the authorized Claims Administrator. For charges not listed in the
schedules, KPIC will establish the UCR. KPIC reserves the right to periodically adjust the
charges listed in the schedules.
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The term "area" as it would apply to any particular service, medicine or supply means a city or such
greater area as is necessary to obtain a representative cross section of level of charges.

If the Maximum Allowable Charge is the UCR, the Covered Person will be responsible for payment
to the Non-Participating Provider of any amount in excess of the UCR when the UCR is less than the
actual billed charges. Such difference will not apply towards satisfaction of the Out-of-Pocket
Maximum nor any Deductible under the Group Policy.

(b) The Negotiated Rate:
KPIC or its authorized Administrator may have a contractual arrangement with the provider or
supplier of Covered Services under which discounts have been negotiated for certain services
or supplies. Any such discount is referred to as the Negotiated Rate.

If there is a Negotiated Rate, the provider will accept the Negotiated Rate as payment in full for
Covered Services, subject to the payment of Deductibles and cr .isurance by the Covered Person.

(c) The Actual Billed Charges for the Covered Services:
The charges billed by the provider for Covered Services.

IMPORTANT: Notwithstanding the foregoing, the Max'»»im" ‘llowak': Charge for a Hospital or other
licensed medical facility confinement may not exceed:

Hospital Routine Care Daily Limit: th¢ Hosp  «'s average semi-private room rate
Intensive Care Daily Limit: the | lo. vital « ‘average Intensive Care Unit room rate

Other licensed medical facility Daily Limit: . w2 fadility's average semi-private room rate

Maximum Benefit While Insured | ear. ‘e uollar limitation of Covered Charges as shown in the
SCHEDULE OF BENEFITS (Who P: v Whar) section that will be paid for a Covered Person, while
covered under the Group Pc'.cy. Essen al Health Benefits, as defined under the Policy are not subject to
the Maximum Benefit While' nsur .« the Participating Provider level.

Medical Foods means prescrip’ i~ .netabolic formulas and their modular counterparts, obtained through
a pharmacy, that are specifically designated and manufactured for the treatment of inherited enzymatic
disorders caused by single gene defects involved in the metabolism of amino, organic, and fatty acids
and for severe allergic conditions, if diagnosed by a board-certified allergist or board-certified
gastroenterologist, for which medically standard methods of diagnosis, treatment, and monitoring exist.
Such formulas are specifically processed or formulated to be deficient in one or more nutrients. The
formulas for severe food allergies contain only singular form elemental amino acids. The formulas are to
be consumed or administered enterally either via tube or oral route under the direction of Participating
Physician. This definition shall not be construed to apply to cystic fibrosis patients or lactose- or soy-
intolerant patients.

Medically Necessary means Covered services that, in the judgment of the Medical Review Program , are:

1. Essential and medically appropriate for the diagnosis or treatment of a Covered Person's Injury or
Sickness;

2. In accord with generally accepted medical practice and professionally recognized standards in the
community;

3. Appropriate with regard to standards of medical care;

4. Provided in a safe and appropriate setting given the nature of the diagnosis and the severity of the
symptoms;
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5. Not provided solely for the convenience of the Covered Person, the Covered Person’s family, and/orr
the convenience of the health care provider or facility;

Not primarily custodial care;

Not experimental or investigational; and

Provided at the most appropriate supply, level and facility. When applied to Confinement in a Hospital
or other facility, this test means that the Covered Person needs to be confined as an inpatient due to
the nature of the Covered Services rendered or due to the Covered Person's condition and that the
Covered Person cannot receive safe and adequate care through outpatient treatment.

i

The fact that a Physician may prescribe, authorize, or direct a service does not of itself make the Covered
Service Medically Necessary or covered by the Group Policy.

Medically Necessary Leave of Absence or Medical Leave of Absence means a leave of absence
from a post-secondary educational institution or a change in enrollment of the dependent at the institution
that: (a) begins while the Dependent is suffering from a serious iliness; (b) is medically necessary, and (c)
causes the Dependent to lose student status for the purpose of Deper uent coverage

Medical Review Program means the organization or program th.* /) evalates proposed treatments
and/or services to determinate Medical Necessity; and (2) assures 1.t th< care received is appropriate
and Medically Necessary to the Covered Person’s health" are needs. . the Medical Review Program
determines that the care is not Medically Necessary, Pr=~arti. ~ation il be denied. The Medical Review
Program may be contacted twenty-four (24) hours a d' y, se =n a. ‘= a week.

Medical Social Services means those sei’ ~es = ovided by an individual who possesses a
baccalaureate degree in social work, psycholoc, or ¢ unseling, or the documented equivalent in a
combination of education, training, and e¥~arienc.. < ch services are provided at the recommendation
of a Physician for the purpose of assistiri_ a Tov. red Person or the family in dealing with a specific
medical condition.

Medicare means the Health Insurance for.ne . ged Act, Title XVIII of the Social Security Amendments of
1965, as then constituted or |17°_, umen. :d.

Mental Health. Please refe. ‘-
Disorder above.

.e de inition of Behavioral Health, Mental Health and Substance Use

Month means a period of time: (1) beginning with the date stated in the Group Policy; and (2) terminating
on the same date of the succeeding calendar month. If the succeeding calendar month has no such date,
the last day of the month will be used.

Necessary Services and Supplies means Medically Necessary Covered Services and supplies actually
administered during any covered confinement or administered during other covered treatment. Only
drugs and materials that require supervision or administration by medical personnel during a covered
confinement or other covered treatment are covered as Necessary Services and Supplies. Necessary
Services and Supplies include, but are not limited to, surgically implanted prosthetic devices, blood,
blood products, and biological sera. The term does not include charges for: (1) Room and Board; (2) an
Intensive Care Unit; or (3) the services of a private duty nurse, Physician, or other practitioner.

Negotiated Rate means the fees KPIC or its affiliate has negotiated with a Provider to accept as
payment in full for Covered Services rendered to Covered Persons.

Non-Participating Pharmacy means a pharmacy that does not have a Participating Pharmacy

agreement with KPIC or its administrator in effect at the time services are rendered. Please consult with
Your group administrator for a list of Participating Pharmacies.
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Non-Participating Provider means a Hospital, Physician or other duly licensed health care provider or
facility that does not have a participation agreement with KPIC or KPIC’s Provider network in effect
at the time services are rendered. In most instances, You will be responsible for a larger portion of Your
bill when You visit a Non-Participating Provider. Participating Providers are listed in the Participating
Provider directory.

Open Enrollment Period means a fixed period of time, occurring at least once annually, during which
Eligible Employees of the Policyholder may elect to enroll under this health insurance plan without
incurring the status of being a Late Enrollee.

Orthotics means rigid or semi rigid external devices which: a) support or correct a defective form or function
of an inoperative or malfunctioning body part; or b) restrict motion in a diseased or injured part of the body.
Orthotics do not include casts.

Out-of-Pocket means the Cost Share incurred by a Covered Person

Out-of-Pocket Maximum means the maximum amount of Co.  €.iare 7 Covered Person will be
responsible for in an Accumulation Period.

Palliative Services means those services and/or intex~ntic 's whie’: produce the greatest degree of
relief from the symptoms of a terminal Sickness.

Partial Hospitalization means continuous trea” =nt.  at least three hours, but not more than twelve
hours, in any 24-hour period.

Participating Pharmacy means a pharmc v hic.. has a Participating Pharmacy agreement in effect
with KPIC at the time services are renderea. Plea.: consult with Your group administrator for a list of
Participating Pharmacies.

Participating Provider mear " . healti care provider duly licensed in the state in which such provider is
practicing, including a Pr nary “-re' Physician, Specialty Care Physician, Hospital, Participating
Pharmacy, laboratory, othc w.unilar entity under a written contract with a Participating Provider
Organization (PPO), KPIC or its Adr .nistrator. Please consult with Your group administrator for a list of
Participating Providers.

Patient Protection and Affordable Care Act (PPACA) — means Title XXVII of the Public Health Service
Act (PHS), as then constituted or later amended.

Percentage Payable means that percentage of Covered Charges to be paid by KPIC. The Percentage
Payable is applied against the Maximum Allowable Charge for Covered Services.

Physician means a practitioner who is duly licensed as a Physician in the state in which the treatment is
received. He or she must be practicing within the scope of that license. The term does not include a
practitioner who is defined elsewhere in this DEFINITIONS section.

Placement for Adoption means circumstances under which a person assumes or retains a legal obligation
to partially or totally support a child in anticipation of the child’s adoption. A placement terminates
at the time such legal obligation terminates.

Plan means the part of the Certificate and part of the Group Policy that provides benefits for health care

expenses. If "Plan" has a different meaning for another section of this Certificate, the term will be defined
within that section and that meaning will supersede this definition only or that section.
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Policyholder means the employer(s) or trust(s) or other entity noted in the Group Policy as the
Policyholder who conforms to the administrative and other provisions established under the Group Policy.

Policy Year means a period of time: (1) beginning with this health insurance plan Effective Date of any
year; and (2) terminating, unless otherwise noted on the Group Policy, on the same date shown on the
SCHEDULE OF BENEFITS (Who Pays What) section. If this health insurance plan Effective Date is
February 29, such date will be considered to be February 28 in any year having no such date.

Pre-certification means the required assessment of the necessity, efficiency and or appropriateness of
specified health care services or treatment other outpatient prescription drugs, made by the Medical
Review Program. Consistent with applicable Colorado law, the sole responsibility for obtaining any
necessary Pre-certification rest with the Participating Provider, who recommends or orders Covered
Services, and not with the Covered Person.

Pre-certification will not result in payment of benefits that would r".( otherwise be covered under the
Group Policy.

Preferred Brand Name Prescription Drug means a prescription drug *hat! as been patented and is only
produced by one manufacturer and is listed in Our Preferrec Drug List o1, .eferred prescribed medication.

Preferred Drug List is a listing of preferred prescrit'.d m¢ lica. »v' that are covered under Your group
coverage. Such listing is subject to change. Any prc “uct, » aich is not indicated in the listing or in updates
thereof, will be considered a non-preferred mec atioi. * rou may request a copy of the Preferred Drug
List, Our Formulary, by calling toll-free at (800) 7. 5 ?94% ‘Pharmacy Help Desk) Monday through Friday.

Preferred Generic Prescription Drug mec s .nre cription drug which does not bear the trademark of a
specific manufacturer. Such drug is also listec "1 Ou. Drug Formulary of preferred prescribed medication.

Preferred Provider Organization (F YO mc s a KPIC plan type, in which Covered Persons have
access to a network of contras"__ provic .rs and facilities referred to as preferred or Participating Providers.
Generally, a higher level of | enefite-2npl s to Covered Services received from preferred or Participating
Providers and facilities. The =7 .«eDU .E OF BENEFITS (Who Pays What) section shows the plan type
under which the Covered Person is ir .ured.

Pregnancy means the physical condition of being pregnant, but does not include Complications of
Pregnancy.

Preventive Care means measures taken to prevent diseases rather than curing them or treating their

symptoms. Preventive care:

1. protects against disease such as in the use of immunizations,

2. promotes health, such as counseling on tobacco use, and

3. detects disease in its earliest stages before noticeable symptoms develop such as screening for breast
cancer.

Unless otherwise specified, the requirement that Medically Necessary Covered Services be incurred as a
result of Injury or Sickness will not apply to Preventive Care.

Primary Care Provider means a Physician or other licensed provider specializing in internal medicine,
family practice, general practice, internal medicine, and pediatrics.

Prosthetic Devices (External) means a device that is located outside of the body which replaces all or a
portion of a body part or that replaces all or portion of the function of a permanently inoperative or
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malfunctioning body part. Examples of external prosthetics includes artificial limbs, parental and enteral
nutrition, urinary collection and retention systems, colostomy bags and other items and supplies directly
related to ostomy care and eyewear after cataract surgery or eyecare to correct aphakia. Supplies
necessary for the effective use of prosthetic device are also considered prosthetics.

Prosthetic Devices (Internally implanted) means a device that replaces all or part of a body organ or
that replaces all or part of the function of a permanently inoperative or malfunctioning body organ. We cover
internally implanted prosthetic devices that replace the function of all or part of an internal body organ,
including internally implanted breast prostheses following a covered mastectomy. The devices must be
approved for coverage under Medicare and for general use by the Food and Drug Administration (FDA).
Examples of internally implanted prosthetics include pacemakers, surgically implanted artificial hips and
knees and intraocular lenses.

Psychiatric Care means direct or consultative services provided by a psychiatrist, who is duly licensed
by the State Board of Medical Examiner in accordance with applicable Colorado law.

Psychological Care means direct or consultative services provide'. by a< sychologist, who is licensed by
the State Board of Psychologist Examiners pursuant to applicable ¢ ©r orado/aw or a social worker, who
is licensed by the State Board of Social Work Examiners pursuant to a, nlicz".ie Colorado law.

Reconstructive Surgery means a surgery performed te-marre  * or rep .ir abnormal structures of the body
caused by congenital defects, developmental abnorr dlitie.  trac »<, infection, tumors, or disease to do
either of the following: (1) to improve function; o ‘2) t create a normal appearance to the extent
possible.

Registered Nurse (RN) means a duly lice~sed nu se >cting within the scope of his or her license at the
time the treatment or service is performed . ‘hic2tat . in which services are provided.

Rehabilitation means services and ¢ »v..2= orov Yed to restore previously existing physical function which
has been lost as a result of illness or in; 'ry-.nc. a physician determines that therapy will result in a practical
improvement in the level of fu:'_.uning ' ithin a reasonable period of time.

Residential Treatment mec = .iedic lly Necessary services provided in a licensed residential treatment
facility that provides 24-hour individi ized Substance Use Disorder or Mental Health treatment. Services
must be above the level of custouial care and include:

room and board;

individual and group Substance Use Disorder therapy and counseling;

individual and group mental health therapy and counseling;

physician services;

medication monitoring;

social services; and

drugs prescribed by a physician and administered during confinement in the residential facility.

Nooabkrwd -~

Room and Board means all charges commonly made by a Hospital or other inpatient medical facility on
its own behalf for room and meals essential to the care of registered bed patients.

Routine Patient Care Costs means the costs associated with the provision of health care services,
including drugs, items, devices, and services that would otherwise be covered under the plan or contract
if those drugs, items, devices, and services were not provided in connection with an Approved Clinical
Trial program, including the following:

1. Health care services typically provided absent a clinical trial.

2. Health care services required solely for the provision of the investigational drug, item, device, or service.
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3. Health care services required for the clinically appropriate monitoring of the investigational item or
service.

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

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

Routine Patient Care Costs do not include the costs associated with the provision of any of the following:

1. Drugs or devices that have not been approved by the federal Food and Drug Administration and that
are associated with the clinical trial.

2. Services other than health care services, such as travel, housing, companion expenses, and other non-
clinical expenses, that a Covered Person may require as a result of the treatment being provided for
purposes of the clinical trial.

3. Any item or service that is provided solely to satisfy data collection and analysis needs and that is not
used in the clinical management of the patient.

4. Health care services which, except for the fact that they are not<.eing provided in a clinical trial, are
otherwise specifically excluded from coverage under the Grour .“olicy

5. Health care services customarily provided by the research spoi. o7 free ¢ charge for any enrollee in
the trial.

Sickness means an iliness or a disease of a Covered P=1~on. Sicknes 5 will include congenital defects or
birth abnormalities.

Skilled Nursing Facility means an institution ¢ = a ¢ “uanct part of an institution) which:

provides 24-hour-a-day licensed nursing care,

has in effect a transfer agreement with.2ne or r. ore Hospitals;

is primarily engaged in providing skillea' 'ir.2a «are as part of an ongoing therapeutic regimen; and
is licensed under applicable state.law.

i NS

Specialty Care Provider means a F 1ys'.iai. ur other licensed provider whose practice is limited to a
certain branch of medicine<...ich ir iudes non-standard medical-surgical services because of the
specialized knowledge req ired f~=.se. ‘ice delivery and management. Such services may include
consultations with Physicic 227 or Pividers other than Primary Care Physicians or Providers in
departments other than those listec under the definition of Primary Care Provider.

Specialty Care Visits means consultations with Specialty Care Providers.

Specialty Drugs means prescribed medications such as self-injectable medications, as listed in Our Drug
Preferred List. The level of coverage of Specialty Drugs is set forth in Your SCHEDULE OF BENEFITS
(Who Pays What) section.

Stabilize means to provide the medical treatment of the Emergency Medical Condition that is necessary
to assure, within reasonable medical probability that no material deterioration of the condition is likely to
result from or occur during the transfer of the person from the facility. With respect to a pregnant woman
who is having contractions, when there is inadequate time to safely transfer her to another hospital before
delivery (or the transfer may pose a threat to the health or safety of the woman or unborn child),
“Stabilize” means to deliver (including the placenta).

Substance Use Disorder— Please refer to the definition
of Behavioral Health/Mental Health and Substance Use Disorder above.
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DEFINITIONS

Task Force means the U.S. Preventive Services Task Force, or any successor organization, sponsored
by the Agency for Healthcare Research and Quality, the health services research arm of the federal
Department of Health and Human Services

Telehealth, means a mode of delivery of health care services through HIPAA-compliant
telecommunications systems, including information, electronic, and communication technologies, remote
monitoring technologies, and store-and-forward transfers, to facilitate the assessment, diagnosis,
consultation, treatment, education, care management, or self-management of a Covered Person's health
care while the Covered Person is located at an originating site and the provider is located at a distant site.

Terminally Il means that a Covered Person’s life expectancy, as determined by a Physician, is not
greater than six months.

Urgent Care means non-life threatening medical and health services. Urgent Care services may be
covered under the Group Policy the same as a Sickness or an Injury.

Urgent Care Center means a facility that meets all of the tests tha*".ollow:

1. It mainly provides urgent or emergency medical treatment for ac. *e . onditicns;

2. It does not provide services or accommodations for overnight stays

3. Itis open to receive patients each day of a calendar yea.

4. It has on duty at all times a Physician trained in eme=22nc, medici 2 and nurses and other supporting
personnel who are specially trained in emergency: .are;

5. It has: x-ray and laboratory diagnostic facilities; =« *d en~ .rgency equipment, trays, and supplies for use
in life threatening events;

6. It has a written agreement with a local acute <. = hc nital for the immediate transfer of patients who
require greater care than can be furnish2 at the fac. ‘tv; written guidelines for stabilizing and transporting
such patients; and direct communicatio. <i..2ne s with the acute care hospital that are immediate and
reliable;

7. It complies with all licensing and « fric '=aal i< quirements.

Virtual Care Services mear_ ..e mc ¢ of delivery of health care services via Telehealth, voice only
telephone or HIPAA-compliz 1t em='~nli. 2 chat or video visits.

Well-child Care Services means th7 ,e preventive services and immunization services as set forth in the
BENEFITS/COVERAGE (What 1> Covered) section of this Certificate. Services must be provided by a
Physician or pursuant to Physician’s supervision or by a primary health care provider who is a Physician’s
assistant or Registered Nurse, who has additional training in child health assessment and who is working
in collaboration with a Physician.

Well-child Visit means a visit to a primary care provider that includes the following elements:

1. Age appropriate physical exam, but not a complete exam, unless the exam is age appropriate;

2. History;

3. Anticipatory guidance and education (e.g., examine family functioning and dynamics, injury prevention
counseling, discuss dietary issues, review age appropriate behavior, etc.);

4. Growth and development assessment, which also includes safety and health education counseling for
other children.

You/Your refers to the Insured Employee who is enrolled for benefits under this health insurance plan.
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Emergency and Non-emergency Services Disclosure

Your Rights and Protections Against Surprise Medical Bills

When you get emergency care or get treated by an out-of-network provider
at an in-network hospital or ambulatory surgical center, you are protected
from surprise billing or balance billing.

What is “balance billing” (sometimes called “surprise billing”)?

When you see a doctor or other health care provider, you may owe certain out-of-pocket costs, such
as a copayment, coinsurance, and/or a deductible. You may have other costs or have to pay the entire
bill if you see a provider or visit a health care facility that isn’t in your health plan’s network.

“Out-of-network” describes providers and facilities that haven’t si<.ied a contract with your health plan.
Out-of-network providers may be permitted to bill you for the di” ecrenc between what your plan agreed
to pay and the full amount charged for a service. This is called »2"ance k'lling.” This amount is likely
more than in-network costs for the same service and might not cou °f tor” ard your annual out-of-pocket
limit.

“Surprise billing” is an unexpected balance bill. T+ s can/ app. = vhen you can’t control whois involved
in your care—like when you have an emergency ~r w* :n you schedule a visit at an in- network facility
but are unexpectedly treated by an out-of-r.  ~orn  covider.

You are protected from balance bi’" ..~ for.

Emergency services

If you have an emergency medi al ¢ .. “tion and get emergency services from an out-of- network
provider or facility, the me=*the pi+.der or facility may bill you is your plan’s in- network cost- sharing
amount (such as copa’ ments and :oinsurance). You can’t be balance billed for these emergency
services. This includes zer _es  ou may get after you're in stable condition, unless you give written
consent and give up your protect uns not to be balanced billed for these post- stabilization services.

Certain services at an in-network hospital or ambulatory surgical center

When you get services from an in-network hospital or ambulatory surgical center, certain providers
there may be out-of-network. In these cases, the most those providers may bill you is your plan’s in-
network cost-sharing amount. This applies to emergency medicine, anesthesia, pathology, radiology,
laboratory, neonatology, assistant surgeon, hospitalist, or intensivist services. These providers can’t
balance bill you and may not ask you to give up your protections not to be balance billed.

If you get other services at these in-network facilities, out-of-network providers can’t balance bill you,
unless you give written consent and give up your protections.

You’re never required to give up your protections from balance billing.
You also aren’t required to get care out-of-network. You can choose a
provider or facility in your plan’s network.
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Surprise Billing -- Know your rights

When balance billing isn’t allowed, you also have the following protections:

e You are only responsible for paying your share of the cost (like the copayments, coinsurance, and
deductibles that you would pay if the provider or facility was in-network). Your health plan will pay
out-of-network providers and facilities directly.

e Your health plan generally must:

o Cover emergency services without requiring you to get approval for services in advance
(prior authorization).

o Cover emergency services by out-of-network providers.

o Base what you owe the provider or facility (cost-sharing) on what it would pay an in-
network provider or facility and show that amount in your explanation of benefits.

o Count any amount you pay for emergency services or out-of-network services toward
your deductible and out-of-pocket limit.

If you believe you’ve been wrongly billed, please contact your insurance company at the number
on your ID card, or the Division of Insurance at 303-894-7490, 1-800-930-3745, or
DORA Insurance@state.co.us.

Visit the CMS No Surprises Act website (https://www.cms jov/nc urprises/consumers) for more
information about your rights under federal law.

Visit DOI Out-of-Network website (httns:;, 'oi.colorado.gov/insurance-products/health-
insurance/health-insurance-initiatives/out-of-netw k-1, altr. ~ar, for more information about your
rights under Colorado state law.

Ambulance Information: Balance billing ci 1. 's re. ted to services provided by air ambulances are
governed by federal law. Services provided by Jrc :nd c.mbulances are regulated by Colorado state law
and do not allow private companies to =..nce i ill. F .owever, you may be balance billed for emergency
services you receive if the ambulance ~ervi.i- provider is a publicly funded fire agency or if the
ambulance services are for a nc + = merger. 7, such as ambulance transport between hospitals, that is
not a post- stabilization service.
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Kaiser Permanente Insurance Company
One Kaiser Plaza
Oakland, CA 94612
KPIC-GC-PPO-LG-2025-CO-GF



	Front Cover
	NONDISCRIMINATION NOTICE
	Certificate of Insurance - Large Group PPO Grandfathered
	TITLE PAGE (Cover Page)
	Grandfathered Coverage
	CONTACT US
	TABLE OF CONTENTS
	ELIGIBILITY
	HOW TO ACCESS YOUR SERVICES AND OBTAIN APPROVAL OF BENEFITS
	BENEFITS/COVERAGE (What is Covered)
	Insuring Clause
	Outpatient Care
	Inpatient Hospital Care
	Ambulance Services
	Autism Spectrum Disorders
	Behavioral/Health and Mental Health Services
	Clinical Trials
	Dental Services
	Dialysis Care
	Drugs, Supplies and Supplements
	Durable Medical Equipment/External Prosthetics and Orthotics
	Early Childhood Intervention Services
	Emergency Services
	Family Planning Services
	Gender Affirming Care Services
	Hearing Services
	Home Health Care
	Hospice Care
	Infertility Services
	Laboratory Services
	Preventive Care Services
	Reconstructive Services
	Rehabilitation and Habilitation Services
	Treatment of Sexually Transmitted Infection
	Skilled Nursing Facility Care
	Substance Use Disorder Services
	Transplant Services
	Urgent Care Services
	Vision Services
	X-ray and Special Procedures


	LIMITATIONS/EXCLUSIONS (What is Not Covered)
	MEMBER PAYMENT RESPONSIBILITY
	CLAIMS PROCEDURE (How to File a Claim)
	GENERAL POLICY PROVISIONS
	TERMINATION/NON-RENEWAL/CONTINUATION
	APPEALS AND COMPLAINTS
	INFORMATION ON POLICY AND RATE CHANGES
	DEFINITIONS
	Emergency and Non-emergency Services Disclosure



