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KAISER PERMANENTE INSURANCE COMPANY
One Kaiser Plaza
Oakland, California 94612

SCHEDULE OF BENEFITS (Who Pays What) and MEMBER PAYMENT RESPONSIBILITY
Gold POS Plan
Off Exchange

COVERED PERSONS: Employees and Dependents, if elected

. the month in which the child attains
age 26

Dependent Child Age Limit: Up to the end

Domestic Partner:

(See DEFINITIONS section) San S «/ Opposite Sex

LIFETIME MAXIMUM BENEFIT WHILE INSURED: Not applicable

NON-PARTICIPATING PROVIDER TIER

Calendar Year
January 1 through December 31

Accumulation Period:

Accumulation Period DEDUCTIBLES

Individual Deductible: $3,750

Family Deductible: $7,500
Accumulation Period Oy -OF-PZ 7 <E\ MAXIMUMS

Individual Out-of-Pocket May: aum: $13,750

Family Out-of-Pocket Maximum: $27,500

NOTE:

1. Covered Charges applied to satisfy Deductibles and Cost Shares on Covered Services applied to satisfy
Out-of-Pocket Maximums at the HMO-In-Network Provider Tier will not be applied towards satisfaction of
Deductibles or Out-of-Pocket Maximums at the Non-Patrticipating Provider Tier. However, Covered Charges
applied to satisfy Deductibles and Cost Shares on Covered Services applied to satisfy Out-of-Pocket
Maximums at the Non-Participating Provider Tier will be applied towards satisfaction of Deductibles or Out-
of-Pocket Maximums at the HMO-In-Network Provider Tier.

2. Essential Health Benefits, as defined under the Policy are not subject to the Maximum Benefit While Insured
or any dollar Benefit Maximum. Unless otherwise prohibited by applicable law, day or visit limits may be
imposed upon Essential and non-Essential Health Benefits.

3. Deductibles, Coinsurance and Copayments do not apply to Preventive Benefits required under the Patient
Protection Affordable Care Act (PPACA) at the HMO In-Network Tier. Preventive Benefits required under the
Patient Protection and Affordable Care Act (PPACA) that are received at the Non-Participating Provider Tier
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however, may be subject to Cost Sharing. Covered non-preventive services provided during a preventive
exam may be subject to the Deductible and applicable Cost Share.

IMPORTANT: Read the HOW TO ACCESS YOUR SERVICES AND OBTAIN APPROVAL OF BENEFITS
section in Your Certificate of Insurance regarding Pre-certification carefully.

No portion of a balance billing that exceeds the level of the Maximum Allowable Charge will count towards any
Deductible, Coinsurance, or Out-of-Pocket Maximum, which is applicable under the Group Policy.

For a complete understanding of the benefits, exclusions, and limitations applicable to your coverage, this
SCHEDULE OF BENEFITS (Who Pays What) must be read in conjunction with the Certificate of Insurance.

COVERED SERVICES

Outpatient Services

Physician Office Visits

Primary Care Provider:
Office Visit/Outpatient Clinic Visit
Virtual Care Services™:
Video Visit
Email/Online Visit

Telephone Vig™

YOUR COST SHARE
(What You Pay)

NON-PARTIC’PATING PROVIDER TIER

Lab and X-ra; -ervices’ und all other covered
procedures perform i d¢.ing the visits are subject to
Coinsurance after Deductible.

37 Copayment per visit (Deductible does not apply)

$60 Copayment per visit (Deductible does not apply)

$60 Copayment per visit (Deductible does not apply)

$60 Copayment per visit (Deductible does not apply)

*Includes | irtua'c ~arc Sei sices obtained from Behavioral Health/Mental Health and Substance

Use Disoruc: Provide s.
Specialty Care Provider:
Office Visit/Outpatient Clinic Visit
Virtual Care Services:
Video Visit
Email/Online Visit
Telephone Visit
Allergy Diagnosis and Testing:
By a Primary Care Physician

By a Specialty Care Physician
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$90 Copayment per visit (Deductible does not apply)

$90 Copayment per visit (Deductible does not apply)
$90 Copayment per visit (Deductible does not apply)

$90 Copayment per visit (Deductible does not apply)

$60 Copayment per visit (Deductible does not apply)

$90 Copayment per visit (Deductible does not apply)
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COVERED SERVICES

Allergy Treatment and Materials:
Injection Visit

Serum

Routine Prenatal and postnatal Care:

Outpatient Surgery

Chiropractic Care

Medically Necessary Bariatric Surgery

Inpatient Hospital Care

Medically Necessary Bariatric Surgery

Ambulance

Autism Spectrum Disorders

Applied Behavior Analysis

Physical, Occupational and Spee h .=

Behavioral Health/Mental He~'¢h

Inpatient

Outpatient:

Individual Visits

Group Therapy

Partial Hospitalization

Dialysis Care
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YOUR COST SHARE
(What You Pay)

NON-PARTICIPATING PROVIDER TIER

$60 Copayment per visit (Deductible does not apply)
40%
All other covered procedures performed during the visits
are subject to Coinsurance after Deductible
40%
40%

Covered in the HY 'O In-Network Provider Tier only.
Covered in th \HMC®.n-Network Provider Tier only.
5%

Camprea hthe HVM D In-Network Provider Tier only.

Coverr J at the "1IMO In-Network Provider benéefit level
2 /dless of the participating status of the provider.

$60 Copayment per visit (Deductible does not apply)

$60 Copayment per visit (Deductible does not apply)

40%

$60 Copayment per visit (Deductible does not apply)
All other covered procedures performed during the visits
are subject to Coinsurance after Deductible.

$30 Copayment per visit (Deductible does not apply)
All other covered procedures performed during the visits
are subject to Coinsurance after Deductible.

$60 Copayment per day (Deductible does not apply)
All other covered procedures performed during the visits
are subject to Coinsurance after Deductible.

40%
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COVERED SERVICES YOUR COST SHARE
(What You Pay)

NON-PARTICIPATING PROVIDER TIER
Drugs, Supplies and Supplements

Drugs administered in the Office 40%
Setting/Outpatient Hospital Setting

Medical Foods $3 Copayment per product per day
(Deductible does not apply)

Outpatient Prescription Drugs:

Oral Anti-Cancer Medication 40% (Deductible does not apply)

Other Outpatient Prescription Drugs Covered in the HY O In-Network Provider Tier only.
Diabetic Supplies 20% Dedi uble does not apply)

Day Supply 37 day

Mail Order {ot Available

Durable Medical Equipment/External Prosthetics
and Orthotics

Durable Medical Equipment Covi 2d in the HMO In-Network Provider Tier only.

Oxygen: Covered in the HMO In-Network Provider Tier only.

External Prosthetic Devices to re, 'ac ian arm™ =

aleg: 20%

Dressing, casts and sp! ts 40%

Other covered External'.".Usthetic; Covered in the HMO In-Network Provider Tier only.
Early Childhood Intervention Scivices No Charge (Deductible does not apply)

Limited to a combined Benefit Maximum across HMO
In-Network Provider and Non-Participating Provider
Tiers of 45 Therapeutic Visits per Accumulation Period
for Dependents from birth up to age 3.

Emergency Services Covered at the HMO In-Network Provider benefit level
regardless of the facility or hospital accessed.

Hearing Services
Routine Exams by Audiologist: $60 Copayment per visit (Deductible does not apply)

All other covered procedures performed during the visits
are subject to Coinsurance after Deductible
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COVERED SERVICES

Hearing Aids for:
Minors (under the age of 18)
Hearing Aid Fitting and Recheck Visit for:
Minors (under the age of 18)
Home Health Care
Hospice Care
Infertility Services
Preventive Care Services
Exams:
Screenings:
Health Promotion:

Certain Prescribed and Over- the-Counter
Drugs, and Contraceptives

Disease prevention:
Other Preventive Care:

Family Planning

Rehabilitation and Habilitation Ser  ices
Inpatient:
Multidisciplinary Rehabilitation Program,

including one in Comprehensive
Rehabilitation Facility

Outpatient:

Pulmonary Therapy

Cardiac Rehabilitation
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YOUR COST SHARE
(What You Pay)

NON-PARTICIPATING PROVIDER TIER

40%

$60 Copayment per visit (Deductible does not apply)
40%
40%

Covered in the H".O In-Network Provider Tier only.

$60 Copaymer: “Deaf uctible does not apply)
250 C maymer (Deductible does not apply)

$7 ) Copay.nent (Deductible does not apply)
No Charge (Deductible does not apply)

$60 Copayment (Deductible does not apply)
$60 Copayment (Deductible does not apply)

40%

40%

Limited to a combined Benefit Maximum across HMO
In-Network Provider and Non-Participating Provider

Tiers of 60 days per condition per Accumulation Period.

$60 Copayment (Deductible does not apply)

$60 Copayment (Deductible does not apply)
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COVERED SERVICES

Rehabilitative Physical Therapy,
Occupational Therapy and Speech Therapy

Habilitative Physical Therapy, Occupational

Therapy and Speech Therapy

Skilled Nursing Facility Services

Substance Use Disorder Services

Inpatient

Outpatient:
Individual| isits
Group Therapy

Partial Hospitalization

Transgender Surgery Services

Transplant Services

Urgent Care Facility Services
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YOUR COST SHARE
(What You Pay)

NON-PARTICIPATING PROVIDER TIER

$60 Copayment (Deductible does not apply)

Limited to a combined Benefit Maximum across HMO
In-Network Provider and Non-Participating Provider
Tiers of 20 visits per therapy per Accumulation Period.

$60 Copayment (Deductible does not apply)

Limited to a combined Benefit Maximum across HMO
In-Network Provider and Non-Participating Provider
Tiers of 20 visits pa’ (herapy per Accumulation Period.
Visit Limits ar’ not apnlicable to treat a Covered

Person’s congeni. ' iefects< .id birth abnormalities for
physical, occupatior. ,an< speech therapies from birth
~age 6.

40%
‘mi‘.d to a combined Benefit Maximum across HMO

Ik Metwork Provider and Non-Participating Provider
‘ars of 100 days per Accumulation Period.

40%

$60 Copayment per visit (Deductible does not apply)
All other covered procedures performed during the visits
are subject to Coinsurance after Deductible.

$30 Copayment per visit (Deductible does not apply)
All other covered services performed during the visits
are subject to Coinsurance after Deductible.
$60 Copayment per day (Deductible does not apply)
All other covered services performed during the visits
are subject to Coinsurance after Deductible.
Covered in the HMO In-Network Provider Tier only
Covered in the HMO In-Network Provider Tier only.

Covered at the HMO In-Network Provider benéefit level
regardless of the facility accessed.
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COVERED SERVICES YOUR COST SHARE
(What You Pay)

NON-PARTICIPATING PROVIDER TIER
Vision Services
Routine Eye Exam and Refractive Eye Test:

By an Optometrist for children (up to end of
the month in which the child turns age 19) $60 Copayment per visit (Deductible does not apply)

By a Specialist for children (up to end of the
month in which the child turns age 19) $90 Copayment per visit (Deductible does not apply)

Prescribed Pediatric Vision Hardware for
children (up to the end of the month in which a

child turns age 19) Covered in the H.O In-Network Provider Tier only.

X-Ray, Lab and Special Procedures

Outpatient CT/MRI/PET and Nuclear Medicine

Scans: 40%
All other X-ray, Lab and Special procedures 40%
All Other Covered Services* 40%

*Other Covered Services refer to Covered ¢ wices lis 2d ¢ \der the BENEFITS/COVERAGE (What is Covered)
Section of the Certificate of Insurance that a ) ricipdeniled under the SCHEDULE OF BENEFITS (Who Pays
What). Unless otherwise stated, Your Cost Share ar otric. Covered Services is as shown above. Unless specifically
stated in this SCHEDULE OF BENE. '+ 2»Who F s What), Other Covered Services are subject to applicable
Deductible and Coinsurance.
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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. 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 effecti > date of the change. Any such
amendment will not affect a claim initiated before the amendment .kes effect. The Group Policy is
available for inspection at the Policyholder’s office.

This Certificate supersedes and replaces any and all certificates tha. may ! .ve been issued to You
previously for the coverage described herein.

In this Certificate, Kaiser Permanente Insurance Cori ar, will » ref« /ed to as: “KPIC”, “we”, “us”, or
“our”. The Insured Employee named in the attache. SCHE JULE“» BENEFITS (Who Pays What)
section will be referred to as: “You”, or “Your”.

This Certificate is important to You, so please rea ! i zareic v and keep it in a safe place.

Please refer to the LIMITATIONS and E. .. 8210 'S (What is Not Covered) section of this Certificate
for a description of this health insurancc mlan'Z jeneral limitations and exclusions. Likewise, the
SCHEDULE OF BENEFITS (Wi »3avs Wi at) section contains specific limitations for specific
benefits.

Note: If you are insured unuer a s\ »arate group medical insurance policy, you may be subject to
coordination of benefil ; as exainec 'n the TERMINATION/NON-RENEWAL/CONTINUATION section.
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CONTACT US

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.

A Covered Person is entitled to choose between two types of coverage at the Point-of-Service when
treatment or service is requested and or rendered.

Kaiser Foundation Health Plan of Colorado (hereafter referred to as “H¢ alth Plan”) provides the HMO In-
Network coverage, which includes specified medical and Hospita® servicd s provided, prescribed, or
directed by Medical Group Physicians, Affiliated Physicians and othe: 2la¢ Providars (hereafter referred
to as “Plan Providers”). These services (hereafter referred to as “HMO Ii.\letwoi - 'services”) rendered by
Plan Providers, are set forth in the Health Plan Evidence of ©average issuc ‘¢ you separately. HMO In-
Network services also include Emergency Care received frori mon-Plan Providers. Kaiser Permanente
Insurance Company (KPIC) provides the Out-of-Netwo:'."cc arag ) As 1< iected in Your SCHEDULE OF
BENEFITS (Who Pays What), Your Out-of-Networ' cover: Je prc ¢ s the Non-Participating Provider
level of benefits under the Non-Participating Proviac \Tierd « he benefits provided under the In-Network
and Out-of-Network are not the same. Some s{ vices' ¢ : covered by both Health Plan and KPIC, and
others are covered only by Health Plan or KPIC.  fii :arovic ar You select can affect the dollar amount You
must pay. This Certificate describes only.the ber fitc af the Out-of-Network coverage of Your Point-of-
Service Plan.

Neither Health Plan nor KPIC isg@asoonsible ‘or any Covered Person’s/Member’s decision to receive
treatment, services or supplies un. 2r ¢. »ar type of coverage. Neither Health Plan nor KPIC is liable for
the qualifications of providers or trea. mer’, se..'ces or supplies provided under the other party’s coverage.
The Group Policy sets fort'@@» comp. * e terms of the coverage underwritten by KPIC.

IMPORTANT: No payi ent« i b\ made by KPIC under the Group Policy for treatment (including
confinements), services, ur supplie = to the extent such treatment, services or supplies were provided,
arranged, paid for or payableyhv.!c zalth Plan as In-Network services under the Evidence of Coverage.

Payments will be made under either the In-Network or Out-of-Network portions of the Point-of-Service
Plan, but not under both.

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 Your benefits, Your current eligibility status,
or name and address changes, please have Your ID card available when You call:

1-855-364-3184 (Toll-free)
711 (TTY)
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Or You may write to the Administrator:

Kaiser Foundation Health Plan of
Colorado

PO Box 370897

Denver, CO 80237-0897

For Pre-certification of Covered Services or Utilization Review of medical benefits other than Outpatient
Prescription Drugs, please call the number 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).
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ELIGIBILITY

The following persons will be eligible for insurance:

All employees of the Policyholder and their Dependents who are eligible for and enrolled under the Health
Plan as Point-of-Service Members.

Effective Date of an Eligible Employee’s or Dependent’s Insurance
The Effective Date of an employee’s or Dependent’s insurance will be the date the person becomes
covered by the Health Plan as a Point-of-Service Member.

Eligibility of an Eligible Employee's Dependent
See the DEFINITIONS section for the definition of a Dependent.

Age Limits for Dependent Children

The age limit for Dependent children is under 26 years. If your emploizr elected to make coverage
available under Your Plan beyond this age limit for Dependent childres who are full-time students, then
a Dependent child beyond this age limit who is a full-time studer’ inay k¢ covered. The Dependent
child must be of an age within the Student Age Limit as shown in yc = S¢edulesof Coverage. A "full-
time student” is a Dependent child who is enrolled at a high school, coi. 2e, unif &rsity, technical school,
trade school, or vocational school on a full-time basis. A “fudl time stua 24 may also include, those
who are on medical leave of absence from the school o those who nave any other change in
enrollment in school) due to a Medically Necessary o¢ ... on ¢ certif _d by the attending Physician.
Such student coverage shall commence on the earlic. of: th | first'_» of the medical leave of absence;
or on the date certified by the Physician. Coverage i ystud< its on medical leave of absence is subject to
a maximum of 12 months and shall not continugf =yori. *' e effective date of the termination of the Group
Policy.

Proof of status as a "full time student" < .Zyhe fuihishe bto KPIC at time of enrollment or within 31 days
after attaining such status and subsequenti; as .24 e required by KPIC.
Exceptions

The Dependent Age Limit for Depei lent .. b2n does not apply to a Dependent child who is unmarried
and continues to be bothiawnhysic C.y or mentally disabled and 2) dependent upon You for support
and maintenance. Suck’ child will coi inue to qualify as a Dependent until the earlier of the following
dates: a) the date the cl. 'd rea® ver. fro i the physically or mentally disabling sickness, injury or condition;
or b) the date the child nciunger de ends on You for support and maintenance.

The above exception also applies to a “full time student” who is on medical leave of absence as
described above, if, as a result of the nature of the sickness, injury, or condition, would render the
dependent child physically or mentally disabled and dependent upon You for support and maintenance.

Proof of such incapacity and dependency must be submitted to KPIC within sixty (60) days of Your
receipt of KPIC's notice of the child’s attainment of the limiting age and subsequently as may be required
by KPIC, but not more frequently than annually after the two-year period following the child’s attainment
of the limiting age.

IMPORTANT

KPIC will not deny enroliment 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.
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ELIGIBILITY

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. A foster child qualifies as Your Dependent on the
date of placement in foster care.

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

1.

Initial Open Enrollment
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 enrollment for newly Eligible Employees and Dependents is effective following
completion of any waiting period (not to exceed 90 days), if required b he Policyholder. In the absence
of a waiting period, the enrollment becomes effective according to 1 = eligibility rules established by the
Policyholder.

If You did not enroll Yourself and/or Your Dependents during the initic. 2nrol'< .ent period, You will need
to wait until the next annual open enrollment period to e all or during ti ¥ .pecial enrollment period as
described below.

Annual Open Enroliment

Annual open enrollment refers to a standardizea™ anua’ period of time, of no less than 30 days prior to
the completion of the employer’s plan year fi Zligib.. =mployees and Dependents to enroll. During the
annual open enroliment period, Eligible Empi iy« »s arn Dependents can apply for or change coverage
by submitting an enrollment application to yo r C aup uuring the annual open enroliment period.

Effective date. Enroliment is effective ¢ sthe .z day following the end of the prior plan year. Annual
open enrollment occurs only ¢ W=, every y ar. The Policyholder will notify You when the annual open
enrollment is available in adva. ce . mch peliod. Your Group will let you know when the annual open
enrollment period begins and el !s 4 d tric effective date.

Special Enrollmen

You or your Depeni_2nt .ay € neilence a qualifying event that allows a change in your enroliment.
Examples of qualifying events/ re the loss of coverage, a Dependent’s aging off this plan, marriage,
and birth of a child. Theh=urying event results in a special enroliment period that usually (but not
always) starts on the date of the 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 enrollment periods, how to enroll or
change your plan (if permitted), timeframes for submitting information to Kaiser Permanente and other
requirements, call Customer Service 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 the 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.
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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.

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
Enrollment Rules. If a Dependent does not enroll when eligible during the special enrollment period
he/she may be excluded from all coverage until the next Annual Open Enrollment 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. Enrollment 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 2" .y delays in the processing of any
claim that may be submitted on behalf of the child. Coverage wi!' .ot comdmence until the enroliment
process has been completed.

If the Covered Person, employee, administrator, or employer fails to appliy “ors sverage for the Dependent
child pursuant to the Order, the custodial parent, district <. arney, child’s'iegal custodian or the State
Department of Health Services may submit the applica® ™. for  ssurancs vor the eligible child. Enrollment
period restrictions will not apply in these circumst{.ices., Howc =rf (ne child must be enrolled within
thirty-one (31) days of the Order to avoid any< <lays /  the prucessing of any claim that may be
submitted on behalf of the child.

The coverage for any child enrolled under this g ov.ion w. ) continue pursuant to the terms of this health

insurance plan unless KPIC is provides' witten e\ der. = that:

1. The Order is no longer in effect;

2. The child is or will be enrolled in compc able .- alth coverage through another insurer which will take
effect on or before the requt siciitarmina. an date of the child’s coverage under the Group Policy;

3. All family coverage is elimina xd for .. .»mbers of the employer group; or

4. Nonpayment of premixm,

Newborns
A newborn Dependent ¢ s insul :d from birth, whether or not You have applied for coverage, for a period
of thirty-one (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.

Nogakwd
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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.

The Health Plan Evidence of Coverage more fully explains the eligibility, effective date, and the termination
provisions.
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HOW TO ACCESS YOUR SERVICES AND OBTAIN APPROVAL OF BENEFITS

This section describes how to access your services; contains provisions regarding Deductible 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 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 Out-of-
Network (Non-Participating) Providers. In addition to higher Deductibles, Coinsurance or Copayments, a
Non-Participating Provider may balance bill you. Balance billing occurs when a Non-Participating Provider
bills you for the difference between the billed amount and the Maximum Allowable Charge.

KPIC is not responsible for the qualifications of providers nor the treatments, services or supplies under
this coverage.

Pre-certification through the Medical Review Program

This sub-section under the HOW TO ACCESS YOUR SERVICES «ND Qf TAIN APPROVAL OF

BENEFITS section describes:

1. The Medical Review Program and Pre-certification p. cedures for “nedical benefits other than
Outpatient Prescription Drugs;

2. How failure to obtain Pre-certification affects cove’ .ge;

3. Pre-certification administrative procedures; ana

4. Which clinical procedures require Pre-certifigatior.

If Pre-certification is not obtained, benefits payabi \ b, "KPIC »will be reduced by 20 percent each time Pre-
certification is required. This 20 percer’ aductior wili »ot count toward any Deductible, Coinsurance, or
Out-of-Pocket Maximum applicable undei the Zrot 2 Policy. Such reduction only applies if You receive
services, which have not been pre-certified, 1. ym a’iv.n-Participating Provider.

IMPORTANT: When You receive' ervic . iam a Non-Participating Provider, and Pre-certification is not
obtained, benefits payable »« KPIC" 4" ne reduced even if the treatment or service is deemed Medically
Necessary. If the treatm« it or service s deemed not to be Medically Necessary, the treatment or service
will not be covered. If{ | Hos~" .. Zor_nement or other inpatient care is extended beyond the number
of days first pre-certifiec.mout fi ther Pre-certification, benefits for the extra days: (1) will similarly be
reduced; or (2) will not be coverec’ if deemed not to be Medically Necessary.

Medical Review Program means the organization or program that: (1) evaluates proposed treatments
and/or services to determine Medical Necessity; and (2) assures that the care received is appropriate and
Medically Necessary to the Covered Person’s health care needs. If the Medical Review Program
determines that the care is not Medically Necessary, Pre-certification will be denied. The Medical Review
Program may be contacted twenty-four (24) hours a day, seven days a week at 1-888-525-1553.

The following treatment or services must be pre-certified by the Medical Review Program when identified as
a Covered Service (see the SCHEDULE OF BENEFITS (Who Pays What) section) under your 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 Services;

c. Long Term Acute Care and Sub-acute admissions

2. Skilled Nursing Facility,
3. Amino Acid-Based Elemental Formulas
4. Clinical Trial
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HOW TO ACCESS YOUR SERVICES AND OBTAIN APPROVAL OF BENEFITS

5. Medical Foods

6. Applied Behavior Analysis (ABA)

7. Cardiac Rehabilitation

8. Dental and Endoscopic Anesthesia

9. Durable Medical Equipment

10. Genetic Testing

11. Habilitative Services (Physical Therapy, Occupational Therapy and Speech Therapy)

12. Home Health and Home Infusion Services

13. Hospice Care

14. 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)

15. Infertility Services

16. Observation stays

17. Outpatient Injectable Drugs

18. Outpatient Procedures

19. Outpatient Surgery

20. Pain Management Services

21. Prosthetic and Orthotic Devices

22. Radiation Therapy Services

23. Reconstructive Surgery

24. Outpatient Rehabilitation Therapy (Physical Therapy, \ =cupational Tnerapy, Speech Therapy and
Pulmonary Therapy)

25. TMJ/Orthognathic Surgery

26. Transplant Services including pre-transplanc »ad ps .t-transplant services

27. Transgender Surgery Services

*Pre-certification is not required for emeraency ac nis. ‘ons.“rou or Your attending Physician should notify
the Medical Review Program of the admi._ \apnot lc ter ti wn twenty-four (24) hours following an emergency
admission or as soon as reasonably possit )

NOTE: The above list is subject to' har.gmEor ti. > most current information, please call the Medical Review
Program at 1-888-525-1553.

Pregnancy Pre-certifi¢' cion: MWhen a Covered Person is admitted to a Hospital for delivery of a child,
the Covered Person is ¢ 'thes” ca ¢ stey in the hospital not less than:

1. Forty-eight (48) hoursior a nor; .al vaginal delivery; or

2. Ninety-six (96) hours forg.Ca .arean section delivery.

A stay longer than the above may be allowed provided the attending provider obtain authorization for an
extended confinement through KPIC's Medical Review Program. In no case will KPIC require that a
provider reduce the mother's or child's Hospital Confinement below the allowable minimums cited above.
Treatment for Complications of Pregnancy is subject to the same Pre-certification requirements as any
other Sickness.

Pre-certification Procedures

The Covered Person or the attending Physician must notify the Medical Review Program as follows:

1. Planned Hospital Confinement - as soon as reasonably possible after the Covered Person learns of a
Hospital Confinement, but at least three (3) 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 treatments or procedures requiring Pre-certification - as soon as reasonably possible after the
Covered Person learns of the need for any other treatment or service requiring Pre-certification but at
least three days prior to performance of any other treatment or service requiring Pre-certification.

4. During the first trimester of pregnancy if the Covered Person intends to have Birth Services covered
under this health insurance plan.
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5. Hospital Confinement - as soon as reasonably possible upon stabilization following any emergency
admission.

A Covered Person or the attending Physician 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:

1. Obtain a second opinion from a Physician selected from a panel of three (3) or more Physicians
designated by the Medical Review Program. If the Covered Person is required to obtain a second
surgical opinion, it will be provided at no charge to the Covered Person;

2. Participate in the Medical Review Program's case management, Hospital discharge planning, and long-
term case management programs; and/or

3. 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.

If the Covered Person or the attending Physician 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-S¢vice Claims of this Certificate of
Insurance for Pre-certification request process. Also, refer to the gf ne ses’.on where a benefit is denied,
in whole or in part, due to a failure to obtain Pre-certification for servic »s¢ enderesh>by a Non-Participating
Provider.

For prior authorization of certain Outpatient Prescription Drugs, 'ease refer to the BENEFITS/COVERAGE
(What is Covered) section under the Outpatient Prescri ... »Dru s subg .ction.
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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 receipt of satisfactory notice of claim and proof of loss, KPIC will pay the Percentage Payable of the

Maximum Allowable Charge for Covered Charges incurred to treat a covered Injury or Sickness, provided:

1. The expense is incurred while the Covered Person is insured for this benefit;

2. The expense is for a Covered Service that is Medically Necessary;

3. The expense is for a Covered Service prescribed or ordered by the attending Physician or those
prescribed or ordered by any other providers, who are duly licensed by the State to provide medical
services without the referral of a Physician;

4. The Covered Person has satisfied the applicable Deductibles, Coinsurance, Co-payments, and other
amounts payable; and

5. The Covered Person has not exceeded the Maximum Benefit Whi"_ Insured or any other maximum
shown in the SCHEDULE OF BENEFITS (Who Pays What) seg® on.

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

1. May be subject to the limitations shown in the SCHEDUL¢: OF BENEF: = wWho Pays What) section;
2. May be subject to the General Limitations and Exclusions, ad

3. May be subject to Pre-certification.

Covered Services: Refer to the DEFINITIONS se tion f. the meaning of capitalized terms. Unless
specifically stated otherwise elsewhere in th{ »Ceri ‘ate of Insurance or in the SCHEDULE OF
BENEFITS (Who Pays What) section, coverage' s = follc xs:

Outpatient Care

1. Physicians' services including evaluau. 2 ar.ipt anagement services during office visits, outpatient
clinic visits or virtual care serfizes consic ing o1 Telehealth visits such as video visits; email/online
visits; and telephone visits.

2. Nursing care by a Registered ' urs¢ (. vor, if none is available, as certified by the attending
Physician, nursing cara™»a Lice _ed Vocational Nurse.

3. Services by a Certifi¢ 4 Nurse Prac iioner; Certified Psychiatric-Mental Health Clinical Nurse Specialist;
Licensed Midwife, | r Ca Liiec \Nuise-Midwife. This care must be within the individual's area of
professional competerice.

4. Respiratory therapy rendered @y a certified respiratory therapist.

5. Allergy testing materials and allergy treatment material.

6. Casts and splints not otherwise classified as Durable Medical Equipment; and dressings.

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. 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

11. 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.

12. 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 physician with documented experience in pain management and whose practice

includes up-to-date treatment;

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.
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13. 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.

14. Administration of drugs including Chemotherapy Services

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

16. Chiropractic Care which includes:

a) Diagnosis and evaluation

b) Medically necessary laboratory and x-ray services required for chiropractic services and
musculoskeletal disorders; and

¢) Spinal manipulation.
Chiropractic Care is covered in the HMO In-Network Tier only as described in the Health Plan
Evidence of Coverage issued to you separately.

17. Medically Necessary Bariatric Surgery (covered in the HMO In-Network Tier only as described in the
Health Plan Evidence of Coverage issued to you separately)

18. Fecal Microbiota Treatment

19. Necessary Services and Supplies

Inpatient Hospital Care
1. Room and Board in a Hospital, such as semi-private room or . ‘vate 4..om 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 respirat€.y < =rap .

4. Physicians' services.

5. Nursing care by a Registered Nurse (RN) or, € nor( is available, as certified by the attending
Physician, nursing care by a Licensed Vocg' »al I\ ¥ se.

6. Services by a Certified Nurse Practitione ;« Serti. d Psychiatric-Mental Health Clinical Nurse
Specialist; Licensed Midwife, or Certified Nurs: -Ivi. wife.“rhis care must be within the individual's area
of professional competence.

7. Private duty nursing in an inpatient hos, *al v..p2t \medically necessary.

8. Dressings, casts, splints.

9. Anesthesia and its administrat \n v,y licenc yd anesthesiologist or licensed nurse anesthetist.

10. Inpatient Birth Services in a Ho »ita’ oiu. »Center or any other duly licensed facility. Pregnancy and

Complications of Preamiiacy wi. ‘e covered on the same basis as any other physical Injury or
Sickness.

11. Hospital Confineme ts ind S stic.1 with childbirth for the mother or newborn child will not be limited
to less than forty-eigic(48) ho! s following a normal vaginal delivery and ninety-six (96) following a
Cesarean section, unless_a®#i 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 (covered in the HMO In-Network Tier only as
described in the Health Plan Evidence of Coverage issued to you separately).

13. Necessary Services and Supplies.

Ambulance Services

Transportation by an ambulance service for non-Emergency Care when the use of other means of
transportation would adversely affect Your condition. Emergency ambulance services received for an
Emergency Medical Condition are covered under the HMO In-Network benefit level described in the Health
Plan Evidence of Coverage issued to you separately.

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.

No gk w

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, effective, and efficient for the purpose of
treating ASD, and not to be regarded as either experimental or investigatia® al.

Behavioral Health and Mental Health Services

Diagnosis, treatment, services, or supplies are covered under this Gro. » 77 iicy for/2ehavioral | Health and
Mental Health disorders except Autism Spectrum Disorder or ASD, wi. n recs ved as an inpatient or on
an outpatient basis in an office, Hospital, Residential Treat{ ent facility or » er licensed medical facility
including a community mental health facility, and when diaanosc ,and treated by a provider duly licensed to
diagnosis and treat such conditions. Coverage for Autig® i 5, xctru » Dis« der or ASD is described under a
separate header in this section.

Benefits will be limited to treatment, services of woplic. otherwise covered under this Group Policy and
will be provided on the same terms and conditi richand ™ a less extensive than, those provided for the
treatment and diagnosis of other physical diseaset or ‘soraers.

Services include:

1. Inpatient Hospital services sug¢ uns testing, reatment, therapy including electroconvulsive therapy, and
counseling.

2. Partial hospitalization. Intensive ang struc dred outpatient treatment offered for several hours during
the day or evening. $7..tes ca_ oe as intensive as inpatient care but do not require an overnight
confinement in an if satient haspit. "\ setting.

3. Outpatient and Offic ».bad _u se, vices such as testing, treatment, therapy and counseling.

Clinical Trials

We cover Services you receive In connection with a clinical trial if all of the following conditions are met:

1. We would have covered the Services if they were not related to a clinical trial.

2. You are eligible to participate in the clinical trial according to the trial protocol with respect to treatment
of cancer or other life-threatening condition (a condition from which the likelihood of death is probable
unless the course of the condition is interrupted), as determined in one of the following ways:

a) A Physician makes this determination
b) You provide us with medical and scientific information establishing this determination

3. If any Physician participate in the clinical trial and will accept you as a participant in the clinical trial,
you must participate in the clinical trial through a Physician unless the clinical trial is outside the state
where you live.

4. The clinical trial is a phase |, phase Il, phase Ill, or phase IV clinical trial related to the prevention,
detection, or treatment of cancer or other life-threatening condition and it meets one of the following
requirements:

a) The study or investigation is conducted under an investigational new drug application
reviewed by the U.S. Food and Drug Administration.
b) The study or investigation is a drug trial that is exempt from having an investigational new
drug application.
c) The study or investigation is approved or funded by at least one of the following:
i) The National Institutes of Health.
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ii) The Centers for Disease Control and Prevention.
iii) The Agency for Health Care Research and Quality.

iv) The Centers for Medicare & Medicaid Services.

v) A cooperative group or center of any of the above entities or of the Department of
Defense or the Department of Veterans Affairs.

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

vii) The Department of Veterans Affairs or the Department of Defense or the Department
of Energy, but only if the study or investigation has been reviewed and approved
though a system of peer review that the U.S. Secretary of Health and Human Services
determines meets all of the following requirements:

1. Itis comparable to the National Institutes of Health system of peer review of
studies and investigations.

2. It assures unbiased review of the highest scientific standards by qualified
people who have no interest in the outcome of the review.

For covered Services related to a clinical trial, you will pay the Cost Sharir) you would pay if the Services
were not related to a clinical trial. For example, see “Hospital Inpati€ it Care” in this SCHEDULE OF
BENEFITS (Who Pays What) section for the Cost Sharing that app! s to ha® pital inpatient care.

Clinical trials exclusions

1. The investigational Service.

2. Services provided solely for data collection and analysis < d that are,not used in your direct clinical
management.

Dental Services
1. Hospitalization and Anesthesia for Dental P{ »adurc © Covered Services includes hospitalization and
general anesthesia administered to a covery a“ eper. ‘=nt child for dental procedures. The general
anesthesia must be provided in a Hospital, ou. atieri. surgical facility, or other licensed facility.
Treatment must be provided by an & :=%=sia j rovic. 2r who is either:
a) An educationally qualified specialis.n pciia iic dentistry; or
b) Any other dentist who is eycationally” ualified in a recognized dental specialty for which Hospital
privileges are granted or w0 s attifiea™ y virtue of completion of an accredited program of post-
graduate Hospital training ti be< .ar.. % Hospital privileges.

In order for the child’, hospitalizati. a and general anesthesia to be covered, the child’s treating dentist

must provide a writi 0 oxf on )\ Ki¥IC indicating that:

a) The Dependent criid has & shysical, mental, or medically compromising condition; or

b) The Dependent chilgyh2a® sental 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.

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.

3. Pediatric Dental
Pediatric dental services are covered in the HMO In-Network Tier as described in the Health Plan
Evidence of Coverage issued to you separately.

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.
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Drugs, Supplies and Supplements

1. Drugs and materials that require supervision or administration by medical personnel during a covered
hospital confinement or other covered treatment.

2. Medical Foods, as defined, when related to the treatment of inherited enzymatic disorders caused by
single-gene defects involved in the metabolism of amino, organic, and fatty acids as well as severe
protein allergic conditions include, but are not limited to the following diagnosed conditions:
phenylketonuria (PKU), maternal PKU, maple syrup urine disease, tyrosinemia, homocystinuria,
histidinemia, urea cycle disorders, hyperlysinemia, glutaric acidemias, methylmalonic academia,
propionic acidemia, immunoglobin E and immunoglobin E-mediated allergies to multiple food proteins;
severe food protein induced enterocolitis syndrome; eosinophilic disorders as evidenced by the results
of a biopsy; and impaired absorption of nutrients caused by disorders affecting the absorptive surface,
function, length, and motility of gastrointestinal tract. Medical Foods may also be for home use, for
which a Physician has ordered a prescription, whether written, oral or electronic transmission. Except
for PKU, there is no age limit on benefits for inherited enzymatic disorders, as specified above. The
maximum age to receive benefits for PKU is twenty-one (21) years o¢fHage except that the maximum
age to receive benefits for PKU for women, who are of child-beari 4 age, is thirty-five (35) years of
age.

3. Outpatient Prescription Drugs

Covered Charges include charges for drugs or medicinesor supplies ti.

a. Can be lawfully obtained only with the written prescripu. » of a Physician or prescribing provider or
dentist; and

b. Are purchased by Covered Persons on an o4 satient Hasis.

c. Are covered under Group Plan; and

d. Do not exceed the maximum daily supy® ssho. = .n the SCHEDULE OF BENEFITS (Who Pays
What) section, except that in no case m_y e sc aly be larger than that normally prescribed by
a Physician, prescribing provider or dentis

Such charges are subject to all of the teri 3 a.iycu nditions of the Group Policy including Deductibles,
Copayment, Coinsurance, exclusiaas and litv ations, unless otherwise set forth in the SCHEDULE OF
BENEFITS (Who Pays What) sec ‘or.

Drugs Covered:

Covered Charges for ¢ (patient_pres ription drugs are limited to charges from a licensed pharmacy

for:

1. Any medication whoschiabel is / ‘quired to bear the legend “Caution: federal law prohibits dispensing
without a prescription.” Experi iental 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

(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;

Legend prenatal vitamins.

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 not need to be tested, or has been

No
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satisfactorily tested; and

(d) The medication has been prescribed for self-administration at home.

(e) Self-administered injectable medications must be written on a prescription filled by a
pharmacy, and self-administered by the patient or caregiver at home (not administered by
providers in medical offices.

8. Prescribed oral anti-cancer medication, which has been approved by the Federal Food and Drug
Administration, covered at a cost not to exceed the Coinsurance or Copayment level as any
intravenously administered or any injected anti-cancer medication prescribed for the same purpose.

9. Insulin and the following diabetic supplies, unless related to the Covered Service for outpatient self-
management of diabetes as described in the BENEFITS/COVERAGE (What is Covered) section:

(a) Home glucose monitoring supplies covered under the Other Preventive Care section;

(b) Disposable syringes for the administration of insulin and needles;

(c) Acetone and glucose test tablets; and

(d) Glucose test strips

10. Prescription drugs and prescribed over the counter medicines for smoking cessation are covered under
Your Preventive Care Services.

11. Off-label use of drugs used for the treatment of cancer if the drug is<2cognized for the treatment of
cancer in the authoritative reference compendia as identified by 02 Secretary of the United States
Department of Health and Human Services.

12. Renewal of prescription eye drops when:

(a) the request for renewal is made:
(i) atleast 21 days for a 30-day supply; or
(i) atleast 42 days for a 60-day supply; or
(iif) at least 63 days for a 90-day supply, from<".C" xter (the ¢f e the original prescription was
dispensed or last renewed; and
(b) the original prescription states that additiona. :uantit 2s are needed and the renewal request does
not exceed the number of additional qug ‘ities' ¥ .ded. One additional bottle (limited to one bottle
every 3 months of prescription eye drops '« »over  when:
(i) the additional bottle is requested at thi \tii » the Uriginal prescription is filled; and
(i) the original prescription stat. et it is nee. »d for use in a day care center, school or adult
day program.

13. A five-day supply of at least ¢ae.of the FiA-appioved drugs for the treatment of opioid dependence

limited to a first (15" request w_ii3%2-moi- » period.

Coverage under Other Pa""ms Provi. .ns: Charges for services and supplies that qualify as Covered
Charges under this bef efit provisiol \will not qualify as Covered Charges under any other benefit
provision of the Group F alicv

This Outpatient PrescriptionQruaf senefit uses an open formulary. An open formulary is a list of all FDA-
approved drugs, unrestricted arugs 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 utilization management program.

Age Limits

Age requirements/limits apply to some outpatient prescription drugs and are part of the utilization
management program to help ensure You are receiving the right medication at the right time. Such limits
restrict coverage for a drug to a certain age for reasons of safety and/or efficacy and as may be
recommended to be necessary to promote appropriate use. In addition to age limitations determined by
FDA approved guideline, outpatient prescription drugs will be subject to requirements based on the
recommendations of the U.S. Preventative Services Task Force (USPSTF) and the Centers for Disease
Control and Prevention (CDC).
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Step Therapy process

Selected outpatient prescription drugs require step therapy. Step therapy is a process that defines how
and when a particular outpatient prescription drug can be dispensed by requiring the use of one or more
prerequisite drugs (first line agents), as identified through Your drug history, prior to the use of another
drug (second line agent). The step therapy process encourages safe and cost-effective medication use.
Under this process, a “step” approach is required to receive coverage for certain high-cost medications.
This means that to receive coverage You may first need to try a proven, cost-effective medication before
using a more costly medication. Treatment decisions are always between You and Your Prescribing
Provider. Refer to the formulary for a complete list of medications requiring step therapy. The following
outpatient prescription drugs shall not be subject to any Step Therapy requirement: (1) FDA-approved
prescription medication for the treatment of substance use disorder; (2) FDA-approved medication for the
treatment of Stage four (4) advanced metastatic cancer; and (3) FDA-approved prescription medication
for the prevention of HIV infection when prescribed and dispensed by a pharmacist. 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 preventive of HIV infection.

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

Prior Authorization

Prior Authorization is a review and approval procedure that ¢»olies to some =f.(patient prescription drugs
and is used to encourage safe and cost-effective medication uc», Prior authorization is generally applied
to outpatient prescription drugs that have multiple use®, a. \hig. ar in 4 st, or have a significant safety
concern. The following outpatient prescription drugs<.nall n¢ be su ¥ ct to Prior Authorization: (1) FDA-
approved prescription medication for the treatment »f su¥ .tance use disorder; and (2) FDA-approved
prescription medication for the prevention of MV " ction when prescribed and dispensed by a
pharmacist. For purpose of this provision medic 2. s 1c wthe prevention of HIV infection include pre-
exposure, post exposure or other drugs approve. by e FuUA for the preventive of HIV infection.

The purpose of Prior Authorization is to e yure 232 \You receive the right medication for Your medical
condition. This means that when A aur Presci. ing Provider prescribes a drug that has been identified as
subject to Prior Authorization, the I 2aic.an mu: be reviewed by the utilization management program to
determine Medical Necessity before thed res iption is filled. Prior authorization reviews address clinical
appropriateness, includins nomic, _sting, safety issues, dosing restrictions and ongoing treatment
criteria.

o

If a drug requires prior auuiorizatio' , Your Prescribing Provider must work with Us to authorize the drug
for Your use. Drugs requiringyPric " Authorization have specific clinical criteria that You must meet for the
prescription to be eligible for coverage. Refer to the formulary for a complete list of medications requiring
Prior Authorization. The most current Formulary can be obtained by visiting https://kp.org/kpic-colorado.
If You have questions about the Prior Authorization or about outpatient prescription drugs covered under
Your plan, you can call 1-800-788-2949 (Pharmacy Help Desk) or 711 (TTY) 24 hours a day, 7 days a
week (closed holidays).

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:
(a) Could seriously jeopardize the life or health of the covered person or the ability to regain
maximum function; or
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(b) 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.

“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 (Pharmacy Help Desk). Prior authorization requests contained on a
form other than KPIC'’s Uniform Pharmacy Prior Authorization Reques *Form will be rejected;

We will accept KPIC’s Uniform Pharmacy Prior Authorization Reg:( _st Form through any reasonable
means of transmission, including, but not limited to, paper, electr¢ «c, or 2"y other mutually accessible
method of transmission, by sending it via fax to 1-858-790-7100.

Within one (1) business day upon Our receipt of a compi{ ted Urgent Pr. ¢ authorization Request, We
will process the Urgent Prior Authorization Request and we" il notify Yau or Your Prescribing Provider
and dispensing pharmacy (if applicable) that:
a) The request is approved; or
b) The request is denied for any of the follo. ing ¢ asons:
(i) Not Medically Necessars
(i) The patient is no longer € g. \'e foi hoverage;
(i) The request is not submiti >d » the prescribed KPIC’s Uniform Pharmacy Prior
Authorization Rey, =-a%=ormi and i iust be resubmitted using the prescribed request
form.
c) Thereis missing mated »'informau. = necessary to determine Medical Necessity. We will notify
and request Your Pres_ribi._2rcovia.r to submit additional information needed to process the
Urgent Prior Authorizati 1 B.qued
(i) Upa® . ceipt ¢ Our request for additional information, Your Prescribing Provider
his a periad ¢ \two (2) business days within which to submit the requested
il_arma .on;« ad
(i) Upun Our re eipt of the requested additional information from Your Prescribing
Provider 2« shall make a determination within one (1) business day of receipt.
(iiiy 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.

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;
(i) The request is 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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BENEFITS/COVERAGE (What is Covered)

¢) Thereis 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 denied.

The Request shall be deemed to have been approved for failure .n Ours art to:
a) Request additional information from Your Prescribing Pro. ded or
b) To provide the notification of approval to You and Your Pres. ibing.” .ovider; or
c) To provide the notification of denial to You and aur Prescribiri 27 ‘ovider

within the required time frames set fort’ o ave om £ ar receipt of an Urgent Prior
Authorization Request or a Non-Urgent< “rior A' thorizc © n Request from Your Prescribing
Provider.

We shall provide You, Your Prescribing Pro\ G sana 2e dispensing pharmacy (if applicable) with a
confirmation of the deemed approval,as follov s:
a) For Urgent Prior Authorizatic. i “paues: - wiwin one (1) business day of the date the request
was deemed approved,;
b) For Non-Urgent Prior £thorizatic. '\Request submitted electronically — within two (2) business
days of the date the re ues_ s ded ned approved; and
c) For Non-Urgent Prior £ ithef.zauc & Request submitted via fax or electronic mail or verbally
with associated™ itten ¢ firmation — within three (3) business days of the date the request
was deeme’ approved.

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

In the 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.

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.

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.

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.
To request for an exception or waiver, please call: 1-800-788-2949 (Phar:(.acy Help Desk).

If Your request for Outpatient Prescription Drug Prior Authorization cf wvaiverd . the Step Therapy process,
Quantity and Age limits, is denied, altered, or delayed, You have the i b .0 appes* the denial, alteration
or delay. Please refer to the APPEALS AND COMPLAINTS section™ ¢ a ¢¢ ailed discussion of the
grievance and appeals process and Your right to an External Review.

Exclusions for Outpatient Prescription Drug Benefits:

The following are not covered under the Outpatient & escript’ n Druy, .enefit:

1. Internally implanted time-release medications, ex =pt 4" .ntraceptives required by law;

2. Compounded dermatological preparation, vi. =h mc_ be prepared by a pharmacist in accord with a
Physician’s prescription, with ingredients of v 3 are™ \ailable over the counter;

3. Antacids;

4. For Covered Persons with enterostc. tcyand ( rinai, diversions, the following ostomy supplies and

equipment:
a. Appliances;
b. Adhesives;

c. Skin barriers and skin ¢, re/f:ms;
d. Belts and clan’ .,
e. Internal ang appliance,det lorants;

5. Drugs when used 1z caf etic surposes, including loniten (Minoxidil) for the treatment of alopecia,

Tretinon (Retin A) for individua! ' 26 years of age or older and anti-wrinkle agents (e.g., Renova);

Non-legend drugs and ng=-'a" ;end vitamins;

Charges for the administration or injection of any drug

Therapeutic devices or appliances, support garments and other non-medical substances, regardless

of intended use, unless specifically listed above;

9. Drugs labeled “Caution - limited by federal law to investigational use.” or experimental drugs, even
though a charge is made to the 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. Infertility medications;

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

16. Fluoride supplements except as required by law;

© N
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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 Prescribing Provider.

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 Medimpact 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.

Outpatient Prescription Drug Exception Request:

You, Your authorized representative, or Your Prescribing Provider may request access to clinically
appropriate drugs not otherwise covered by Us through a special excerions process. We will make a
coverage determination within 72 hours of receipt for standard request .«nd within 24 hours of receipt for
expedited process. If the exception request is granted, we will provid¢ covera,e of the non-formulary drug
for the duration of the prescription. If the exception request is denied, \ yu< . our avthorized representative
or Your Prescribing Provider may request an external review of the dec zion b an independent review
organization. Please refer to the APPEALS AND COMPLAITS section 1v ¢ detailed discussion of the
grievance and appeals process and Your right to an External kK xiew.

For additional information about the prescription drugd.xceptit 1s proc i ses for drugs not included on Your
plan’s Formulary, please contact Pharmacy Help Des hat 1.4 00-788-2949.

Durable Medical Equipment, Prosthetics and € rti »tics
1. Rental of Durable Medical Equipmer wRurchz e ¢. such equipment may be made if in the judgment
of KPIC:
a. The purchase of equipment wou. ‘be ic. . expensive than rental; or
b. Such equipment is no_=.'able for =ntal.
2. Prosthetic devices (External) ai \ cov: - hinciuding:
a. External prosthetics rela 24 0 breast reconstruction resulting from a covered mastectomy; or
b. When neceg’ ary, to reple e, in whole or in part, an arm or a leg; or
c. Required t¢ reat o' 'n ¢ _cleft palate such as obturators, speech and feeding appliances
3. Prosthetic devices (i «lly im lanted) are covered as part of the surgical procedure to implant them.
4. Orthotics including therapeutic noes for persons who are diabetic are covered. Repair or replacement
of orthotic devices are cc.".ed when necessary due to growth. Arch supports and other devices for
the foot, except for therapeutic shoes for persons who are diabetic, are not covered. Repair or

replacement of orthotic devices due to loss or misuse is not covered.

Early Childhood Intervention Services

Eligible Insured Dependents, from birth up to age three (3), who have significant delays in development or
have a diagnosed physical or mental condition that has a high probability of resulting in significant delays
in development as defined by State law, are covered for Early Intervention Services (EIS) up to the
maximum number of visits as determined by the State.

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

Emergency Services received for an Emergency Medical Condition are covered under the HMO In-
Network benefit level described in the Health Plan Evidence of Coverage issued to you separately.
Covered Services received in an Emergency Department that do not meet the definition of an Emergency
Medical Condition will be covered as indicated in the SCHEDULE OF BENEFITS (Who Pays What)
section.

Family Planning Services — See Preventive Care and Services

Hearing Services
1. Hearing exams and tests needed to determine the need for hearing correction.
2. Minor Dependents under the age of 18 years old with a verified hearing loss, coverage shall also
include:
a. Initial hearing aids and replacement hearing aids not more fretjuently than every five years
b. A new hearing aid when alterations to the existing hearins® aid cannot adequately meet the
needs of the child; and
c. Services and supplies including, but not limited to, the iniv 2\ ag’ essment, fitting, adjustments,
and auditory training that is provided according to acceptea’, ‘ofessi< ial standards.

Home Health Care
Home Health Services. The following services provids . by \Hori » Ha'uth Agency under a plan of care
to Covered Persons in their place of residence aref overed
a) Skilled nursing services;
b) Certified or licensed nurse aid service . wnde. the supervision of a Registered Nurse or a
qualified therapist;
c) Physical therapy;
d) Occupational therapy;
e) Speech therapy and audiology;
f) Respiratory and inhalatioll «."y20y;
g) Nutrition counseling by a ni tritior, ar dictitian;
h) Medical social services, mec =2’ suppliies; prosthesis and appliances suitable for home use; rental
or purchase of df auic medic_{ equipment; and
i) Drugs, medicin{ s, or ipasa

Home health services do not inclug :
a) Food services or mec i siher than dietary counseling;
b) Services or supplies for personal comfort or convenience, including Homemaker Services;
c) Services related to well-baby care.

Covered Home Health Services are limited to intermittent care services. Intermittent care services mean
services are limited to 28 hours per week and less than 8 hours a day.

Such services must be provided in the Covered Person’s home and according to a prescribed treatment
plan established by a Physician in collaboration with the home health provider. Home health care must be
required in lieu of Confinement or in place of continued Confinement. Services of up to four (4) hours by a
home health aide shall be considered as one visit.

Hospice Care
This provision only applies to a Terminally Il 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 Ill 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.
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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;

6. Nutrition counseling by a nutritionist or dietitian;

7. Rental or purchase of durable medical equipment;

8. Prosthetic and orthopedic appliances;

9. Medical supplies including drugs and biologicals;

10. Diagnostic testing necessary to manage the terminal iliness;

11. Medically necessary transportation needed for hospice services;

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

13. Respite care.

Covered Persons who elect to receive Hospice Care are not enti* :d to a'.y other benefits under the
Group Policy for the terminal Sickness. Services and charges inc wre. by the Covered Person in
connection with an unrelated illness will be processed in accordance wit. covers je provisions applicable
to all other illnesses and/or injuries.

No payments will be made for expenses that are part of #7.1u hice « are px gram that started after coverage
under the Group Policy ceases.

Infertility Services

Infertility Services which are limited to:

1. X-ray and laboratory procedures;

2. Services for diagnosis;

3. Treatment of underlying medical conditio. 3 cau<. g involuntary infertility; and
4. Artificial insemination.

Infertility Services are coverad in the F VO In-Network Tier as described in the Health Plan Evidence of
Coverage issued to you £ _parately.

Preventive Care Services

Unless otherwise stated, thehsaat.rement that Medically Necessary Covered Services be incurred as a
result of Injury or Sickness will not apply to the following Covered Services. Please refer to Your
SCHEDULE OF BENEFITS (Who Pays What) section regarding each benefit in this section:

As shown in the SCHEDULE OF BENEFITS (Who Pays What) section as a Covered Service, the
following Preventive Services, received from Non-Participating Providers, are covered under this Policy
and may be subject to the applicable Cost Share. Preventive services are not subject to Deductibles,
Copayments or Coinsurance if received from In-Network Providers as described in the Health Plan
Evidence of Coverage issued to you separately. Consult with Your physician to determine what preventive
services are appropriate for You.

1. Exams
a) Well-Baby, Child, Adolescent Exam according to the Health Resources and Services
Administration (HRSA) guidelines
b) Well woman exam visits including preconception counseling and routine prenatal office visits.
Routine prenatal office visits include the initial and subsequent histories, physical
examinations, recording of weight, blood pressure, fetal heart tones, and routine chemical
urinalysis according to the Health Resources and Services Administration (HRSA) guidelines.
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BENEFITS/COVERAGE (What is Covered)

2. Screening:

a)
b)

c)

d)
e)

2)

Abdominal aortic aneurysm screening

Anxiety screening in adolescent and adult women, including those who are pregnant or post-
partum

Asymptomatic bacteriuria screening

Breast cancer mammography screening

Cervical dysplasia screening including HPV screening

Colorectal cancer screening using fecal occult blood testing, sigmoidoscopy, or colonoscopy.
This includes anesthesia required for colonoscopies, pathology for biopsies resulting from a
screening colonoscopy, over the counter and prescription drugs necessary to prepare the
bowel for the procedure, and a specialist consultation visit prior to the procedure.

Depression screening

Diabetes screening for non-pregnant women with a history of gestational diabetes who have
not previously been diagnosed with type 2 diabetes mellitus.

Gestational Diabetes screening

Hepatitis B and Hepatitis C virus infection screening

Hematocrit or Hemoglobin screening in children

High blood pressure screening

Lead Screening

Lipid disorders screening to determine need for ¢*atin use

Lung cancer screening with low-dose computed « mography.including a counseling visit to
discuss the screening (in adults who have ad o' sk-y ar sm« ing history and currently smoke
or have quit within the past 15 years. @' .e pack year i. ¥ jyual to smoking one pack per day
for one year, or two packs per day for ha. ha yed.)

Newborn congenital hypothyroidisn¢ =reer.

Newborn hearing loss screening

Newborn metabolic/hemoglohin screeing

Newborn sickle cell disease® . pning

Newborn Phenylketonuria scre  ainy

Obesity screening

Osteoporosis screenir:

Rh (d) incompatibility s« eertig .. ppregnant women

Sexually trans#ed int. ‘uon screening such as chlamydia, gonorrhea, syphilis and HIV
screening

Type 2 dial »tes« _iiw ) st.eening

Tuberculin (1'oj resting

aa) Urinary incontineaced Creening in women
bb) Visual impairmentin children screening

3. Health Promotion:

a)

b)
c)

d)
e)

9)

Unhealthy alcohol use and drug misuse screening or assessment and behavioral counseling
interventions in a primary care setting to reduce alcohol misuse

Healthy diet behavioral counseling

Offer Intensive counseling and behavioral interventions to promote sustained weight loss for
obese adults and children

Sexually transmitted infections counseling.

Tobacco use screening, tobacco use and tobacco-caused disease counseling and
interventions including behavioral interventions. FDA-approved tobacco cessation
prescription or over-the-counter medications prescribed by a licensed health care professional
authorized to prescribe drugs, are also covered for men and women who are not pregnant.
NOTE: There are resources available to You under the Colorado Quit Line. Please call 1-800-
QUIT-NOW or visit its website at https://www.coquitline.org for more information

Referral for testing for breast and ovarian cancer susceptibility, referral for genetic risk
assessment and BRCA mutation testing

Discuss chemoprevention with women at high risk for breast cancer and at low risk for adverse
effects of chemoprevention and when prescribed by a physician for asymptomatic women,
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h)

)

K)
1)

m)

n)

BENEFITS/COVERAGE (What is Covered)

over age 35 with an increased risk of breast cancer and no history of breast cancer, risk
reducing medication such as aromatase inhibitors, tamoxifen and raloxifene.
When prescribed by a licensed health care professional authorized to prescribe drugs:
(i) Aspirin in the prevention of cardiovascular disease and preeclampsia in pregnant
women and colorectal cancer.
(ii) Iron supplementation for children from 6 months to 12 months of age.
(iii) Oral fluoride supplementation at currently recommended doses to preschool children
older than 6 months of age whose primary water source is deficient in fluoride.
(iv) Topical fluoride varnish treatments applied in a primary care setting by primary care
providers within the scope of their licensure, for prevention of dental caries in children.
(v) Folic acid supplementation for women planning or capable of pregnancy.
Interventions to promote breastfeeding. The following additional services are covered:
breastfeeding support and counselling by a provider acting within the scope of his or her
license or certified under applicable state law during pregnancy and/or in the post-partum
period, and the purchase of a breast pump. A hospital-grade electric breast pump, including
any equipment that is required for pump functionality, is covered when Medically Necessary
and prescribed by a physician. KPIC may decide to purckiise the hospital-grade electric
breast pump if purchase would be less expensive than« :ntal or rental equipment is not
available.
All prescribed FDA-approved contraceptive methods for ord_n with#eproductive capacity,
including but not limited to drugs, cervical caps, vaginal . 2gs, ¢f.itinuous extended oral
contraceptives and patches. Also included #re contracep > which require medical
administration in Your doctor’s office, implanted au sices and proiessional services to implant
them, female sterilization procedures, f€.c.up “ nd minagement of side effects of
contraceptives, counseling for continues” adhere ice, ¢ ¢ _e removal and patient education
and counseling. Over-the-counter FDA-c horov< . female contraceptive methods are covered
only when prescribed by a license¢ »ealti. .re professional authorized to prescribe drugs.
The benefit will be provided as follov: 5.
(i) For athree-month period the i st me thi2 prescription contraceptive is dispensed and
(i) For a twelve-month¢, -4 or ti rouy »the end of Your coverage whichever is shorter
for any subsequent dic hens. . f the same prescription contraceptive regardless of
whether Youayere enron d in uie plan at the time the prescription coverage was
dispensed.
(iii) For a three-mo: th pd.ioe or a prescribed vaginal contraceptive ring.
In adg@ms, ferti ¢ awareness-based methods, including the lactation amenorrhea
met’ od, although' =ss effective, is covered for women desiring an alternative method.
Screening « ad ca7 ise. ag or interpersonal and domestic violence.
Physical therapy to prer 2nt falls in community-dwelling adults aged 65 years or older who are
at increased risksfor f=©.5. Community dwelling adults means those adults not living in assisted
living, nursing horries or other institutions.
Counseling of parents of young children, children, adolescents, and young adults; from age 6
months to 24 years, who have fair skin about minimizing their exposure to ultraviolet radiation
to reduce risk for skin cancer.
Counseling intervention for pregnant and postpartum persons who are at increased risk of
perinatal depression.

4. Disease prevention:

a)
b)

c)

d)

Immunizations as recommended by the Centers for Disease Control and HRSA including the
cervical cancer vaccine as required under state law.
Prophylactic gonorrhea medication for newborns to protect against gonococcal ophthalmia
neonatorum.
Low to moderate dose statin drugs for the prevention of cardiovascular disease events and
mortality when all the following criteria are met:

i) individuals are aged 40-75 years;

i) they have 1 or more cardiovascular risk factors; and

iii) they have a calculated 10-year risk of a cardiovascular event of 10% or greater.
Pre-exposure prophylaxis (PrEP) with at least one drug providing effective antiretroviral
therapy to persons who are at high risk of HIV acquisition.
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BENEFITS/COVERAGE (What is Covered)

(Refer to the Step Therapy process and Prior Authorization provisions under the Drugs,
Supplies and Supplements sub-section.)

Preventive services may change upon Policy renewal according to federal guidelines in effect as of January
1 of each year in the calendar year in which this Group Policy renews. You will be notified at least sixty (60)
days in advance, if any item or service is removed from the list of covered services. For a complete list of
current preventive services required under the Patient Protection Affordable Care Act please call: 1-800-
464-4000. You may also visit: _www.healthcare.gov/center/requlations/prevention.html. Please note,
however, for recommendations that have been in effect for less than one year, KPIC will have one year
from the effective date to comply.

Note: The following services are not Covered Services under this Preventive Exams and Services
benefit but may be Covered Services elsewhere under this BENEFITS/COVERAGE (What is Covered)
section:

e Lab, Imaging and other ancillary services associated with prenatal care not inclusive to routine
prenatal care
Non-routine prenatal care visits
Non-preventive services performed in conjunction with a sterili€ ation
Lab, Imaging and other ancillary services associated with st¢_izatia*.s

Treatment for complications that arise after a sterilization procc % e

5. Exclusions for Preventive Care
a) Personal and convenience supplies associated«#ith L »ast-feefng equipment, such as pads,
bottles, and carrier cases; and
b) Replacement or upgrades of purchased ¢ east-fe ding e dipment unless determined to be
Medically Necessary and prescribed by Xour", ays'.ian

6. Other Preventive Care including:

a) Adult physical exam.

b) Annual Mental Wellness check-G,

c) Iron deficiency anemia screening fo. aregiit » women

d) FDA-approved tobacco c| -antion prec xiption or over-the-counter medications prescribed by a
licensed health care profes ionar thori-ed to prescribe drugs for women who are pregnant.

e) Prostate Screening as follov, 52 1en performed by a qualified medical professional, including but
not limited to a ux* ogist, intel. st, general practitioner, doctor of osteopathy, nurse practitioner, or
Physician assis ant:

(1) For men ag ‘a7, (40) | wrough age forty-nine (49), one screening per Accumulation Period if
the Covered Person’s{ hysician determines he is at high risk of developing prostate cancer;
and

(2) For men age fifty (50) and older, one 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.

f) Colorectal screening services are covered for:

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

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

(i) a family medical history of colorectal cancer;

(i) a prior occurrence of cancer or precursor neo-plastic polyps;

(i) a prior occurrence of a chronic digestive disease condition, such as inflammatory bowel
disease, Crohn’s disease, or ulcerative colitis, or other predisposing factors, as determined
by a duly authorized provider.

Benefits are provided for tests, as determined by a duly authorized provider, that detect

adenomatous polyps or colorectal cancer consistent with modalities that are included in “A”

Recommendation or a “B” Recommendation of the Task Force

g) Expanded coverage of breast cancer screening services which includes:

(1) The use of non-invasive imaging modality as recommended by the provider and within the
appropriate use guidelines as determined by determined by the American College of
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BENEFITS/COVERAGE (What is Covered)

Radiology and the National Comprehensive Cancer Network, for all individuals possessing at
least one (1) risk factor for breast cancer including:
(i) A family history of breast cancer;
(i) Being 40 years of age or older; or
(iii) Anincreased lifetime risk of breast cancer determined by a risk factor model such as tyrer-
cuzick, BRCAPRO, or GAIL by or other clinically appropriate risk assessment models.
(2) Diagnostic imaging for further evaluation or supplemental imaging within the same policy year
based on factors including a high lifetime risk for breast cancer or high breast density when
deemed appropriate by the provider and the appropriate use guidelines as determined by
determined by the American College of Radiology and the National Comprehensive Cancer
Network.
h) Fecal DNA screening
i) Family planning services:
(1) Voluntary termination of pregnancy
(2) Vasectomies
i) The following services and items are covered as preventive care only when prescribed to treat an
individual diagnosed with the associated chronic condition as d4'scribed below, and only when
prescribed for the purpose of preventing the chronic condition f=£\n becoming worse or preventing
the development of a secondary condition:
(1) Hemoglobin A1C testing for individuals diagnosed with dic hetd 5.
(2) Retinopathy Screening for individuals diagnosed with diabei >
(3) Low Density Lipo-Protein testing for individuals £‘agnosed witti 4 .t disease.
(4) International Normalized Ratio (INR) testing for i 'ividuals diagnosed with liver disease or
bleeding disorders.
(5) Durable Medical Equipment items:
(i) Peak flow meters for individuals diag yosed( vith asthma.
(i) Glucometers including lancets,¢ rios, « ¢ ol solution and batteries for individuals
diagnosed with diabetes.

Reconstructive Services

1. Reconstructive surgery including reco. xtrucian of both the diseased and non-diseased breast after
mastectomy to produce symmetrical appe rance, and treatment of physical complications at all stages
of the mastectomy, including I} mg.pdemas.

2. Treatment of Covered Persons; withs s mard to age, born with cleft lip and/or cleft palate, including
the following procedurammwhen ' ».nd to be Medically Necessary: oral and facial surgery; surgical
management and fo' ow-up care k_: plastic surgeons and oral surgeons;

3. Treatment necessa / fora® g hita_hemangiomas and port wine stains.

Rehabilitation and Habilit& oervices

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.

Skilled Nursing Facility Care

Room and Board and other services rendered in a Skilled Nursing Facility. Care must follow a Hospital
Confinement, and the Skilled Nursing Facility confinement must be the result of an Injury or Sickness that
was the cause of the Hospital Confinement. Benefits will not be paid for custodial care or maintenance care
or when maximum medical improvement is achieved, and no further significant measurable improvement
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BENEFITS/COVERAGE (What is Covered)
can be anticipated.

Substance Use Disorder Services

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 treatment services including court-ordered services or supplies otherwise covered under
the Group Policy if received in connection with Substance Use Disorder. Treatment is limited to a
program of therapy in:

(a) A facility established primarily for the treatment of Substance Use Disorder; or

(b) A part of a Hospital used primarily for such treatment; or

(c) Any public or private facility providing services for the treatment of Substance Use Disorder,
which is licensed by the Department of Health; or

(d) Any mental health facility approved by the Department of Institutions.

Transgender Surgery Services:

Medically Necessary surgery to treat gender dysphoria limited to genit{. surgery, mastectomy, tracheal
shave and facial hair removal, is covered in the HMO In-Network Ti . as dascribed in the Health Plan
Evidence of Coverage issued to you separately.

Transplant Services

Transplant services in connection with an organ or tissue transg ant procecure, including charges incurred
by a donor or prospective donor who is not insured urf.cr v 's G. wup PCucy are covered in the HMO In-
Network Tier as described in the Health Plan Evidens . of Co) :rage . ' ued to you separately.

Urgent Care Facility Center Services
Treatment in an Urgent Care Center is covered u de rthe 1 MO In-Network benefit level described in the
Health Plan Evidence of Coverage issued \/ou seara ly.

Vision Services
Unless otherwise stated, the requi 2me.. rhat N.adically Necessary Covered Services be incurred as a
result of Injury or Sickness will not a; 2ly4 0 the“.ollowing Covered Services.

Exams

Routine eye exams for ¢ »ild#" v 'up 1 \the end of the year in which the child turns age 19 and refractive eye
tests to determine the need for vis' sn correction and to provide a prescription for eyeglasses or contact
lenses. This exam includes ¢ 2 if medically indicated.

All vision services not listed above are not covered, including but not limited to:

Laser Vision Correction

Orthoptics

Radial keratotomy or any other surgical procedure to treat a refractive error of the eye.
Replacement of lenses, frames or contacts.

Contact lens modification, polishing and cleaning.

Optical Hardware

Refraction exams for adults age 19 and older

Low vision aids

ONoOR~WONE

X-ray, Laboratory and Special Procedures

1. Diagnostic X-ray, pathology services and laboratory tests, Services and materials, including isotopes
2. Diagnostic mammograms

3. Electrocardiograms and electroencephalograms.
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BENEFITS/COVERAGE (What is Covered)

4. 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. Special procedures such as MRI, CT, PET and nuclear medicine.

COVID-19 Services
Testing, treatment and other services that are related to COVID 19 to the extent required by applicable
federal and state laws, regulations and bulletins.
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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, or in
the SCHEDULE OF BENEFITS (Who Pays What) section, or any Rider or Endorsement that may be
attached to the Group Policy. Refer to the DEFINITIONS section for the meaning of capitalized terms.

Charges in excess of the Maximum Allowable Charge.

Charges for non-Emergency Care in an Emergency Care setting.

Non-Emergency services outside the United States.

Weekend admission charges for non-Emergency Care 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.

5. Confinement, treatment, services or supplies that are not Medically Necessary. This exclusion does
not apply to preventive or other health care services specifically covered under the Group Policy.

6. Confinement, treatment, services or supplies not prescribed, authoriz4d or directed by a Physician or
that are received while not under the care of a Physician.

7. Injury or Sickness for which the Covered Person has or had( . rightd o payment under worker's
compensation or similar law.

8. Injury or Sickness for which the law requires the Covered Person '« .mainfs .1 alternative insurance,
bonding, or third-party coverage.

9. Injury or Sickness arising out of, or in the course of, past ¢ surrent work ror pay, profit or gain, unless
workers' compensation or benefits under similar laywe_.c ot auired ur available.

10. Injury or Sickness contracted while on duty wit'"any n itary, ».al, or air force of any country or
international organization.

11. Treatment, services, or supplies provided¢ » (a, ** ¢ Covered Person; (b) the Covered Person’s
spouse, partner in a civil union or Domestic - stner  %.covered); (c) a child, sibling, or parent of the
Covered Person or of the Covered Person's' oG ze, portner in a civil union or Domestic Partner (if
covered); or (d) a person who reside. . the Cc erec Person's home.

12. Confinement, treatment, services or su, nlieciac ived where care is provided at government expense.
This exclusion does not apply4#: (a) there = a legal obligation for the Covered Person to pay for such
treatment or service in the abs \ncowf .cover ge; or (b) payment is required by law.

13. Dental care and dental X-rays \der 4 liances; orthodontia; and dental services resulting from
medical treatment, inclsnting sur, 'y on the jawbone and radiation treatment, except as provided for
covered dependent/ Aildren undei the Hospitalization and Anesthesia for Dental Procedures provision
or Medically neces¢ ry o7 Suc utia .or the treatment of cleft lip and palate.

14. Cosmetic Surgery, piaouC SUrge y, or other services that are indicated primarily to improve the Covered
Person's appearance and will< .ot result in significant improvement in physical function. This exclusion
does not apply to services uiat: (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.

15. 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.

16. Non-prescription drugs or medicines; vitamins, nutrients, and food supplements even if prescribed or
administered by a Physician.

17. 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:

a) 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 is authorized by law
or used in testing or in other studies on human patients; or

b) 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.

pPoNPE

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
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18.

19.

20.

21.
22,

23.

24,
25.
26.
27.
28.
29.
30.

31.

32.
33.
34.

35.
36.

37.
38.
39.
40.
41.
42.
43.

LIMITATIONS/EXCLUSIONS (What is not covered)

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.

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

disorders or other disturbances.

Services or supplies rendered for the treatment of obesity including bariatric surgery; however,

Covered Charges made to diagnose the causes of obesity or charges made for treatment of diseases

causing obesity or resulting from obesity are covered.

Confinement, treatment, services or supplies that are required:

a) Only for insurance, travel, employment, school, camp, government licensing, or similar purposes;
or

b) Only by a court of law except when medically necessary and otherwise covered under the plan.

Personal comfort items such as telephones, radios, televisions, or grooming services.

Custodial care. Custodial care is: (a) assistance with activities of daily living which include, but are not

limited to, activities such as walking, getting in and out of bed, bathing, dressing, feeding, toileting, and

taking drugs; or (b) care that can be performed safely and effectively by persons who, in order to

provide the care, do not require licensure or certification or the pressnce of a supervising licensed

nurse.

Intermediate care. This is a level of care for which a Physiciang ztermiz’.s the facilities and services

of a Hospital or a Skilled Nursing Facility are not Medically Neces: »rv

Routine foot care such as trimming of corns and calluses except whe ), Medi< .lly Necessary.

Confinement or treatment that is not completed in accorgance with the™ ¢ ding Physician's orders.

Hearing Therapy except where Medically Necessary to tre. hcleft lip and cleft palate.

Hearing aids for adults over the age of 18.

Outpatient private-duty nursing

Acupuncture; biofeedback; massage therapy; o vpne .erapy.

Health education, including but not limited? »: (a) ¢ ess reduction; (b) weight reduction; or (c) the

services of a dietitian.

Medical social services except those_ services rei 2d tc discharge planning in connection with: (a) a

covered Hospital Confinement; (b) ¢ vr=d Hume ' 2alth Agency Services; or (c) covered Hospice

Care.

Living expenses or transportatian, excepu s provided for under Covered Services.

Second surgical opinions, unle »s rcitired u. Yer the Medical Review Program.

Eye refractions, orthoptics, conu ct la*.sc. sr the fitting of glasses or contact lenses; radial keratotomy

or any other surgical sedure .0 treat a refractive error of the eye, except as specified in the

BENEFITS/COVER/ .GE (What is Covered) section for Vision Services.

Reversal of sterilize_on.

Services provided in"wi.c home,' his exclusion does not apply to Covered Services provided through a

Home Health Agency or, rel=‘ :d to Hospice Care, autism or home dialysis, as set forth under the

BENEFITS/COVERAGE (what is Covered) provision.

Repair or replacement of Prosthetics resulting from misuse or loss.

Diagnosis and treatment for infertility.

Maintenance therapy for rehabilitation.

Chiropractic Care regardless of the license the provider performing the Service holds.

Travel immunizations.

Non-human and artificial organs and their implantation.

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 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 be financially responsible for Covered Services the baby

(or babies) receive

NOTE: This plan does not impose any Pre-existing condition exclusion.
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MEMBER PAYMENT RESPONSIBILITY

Deductible

For certain benefits, 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. 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.

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 Deductible, Coinsurance and Copayment amounts and any
amounts in excess of the Maximum Allowable Charge for a Covered Service. (Refer to the definition of
Maximum Allowable Charge shown in the DEFINITIONS section.)

Unless otherwise indicated in the SCHEDULE OF BENEFITS (Who Pax . What) section or elsewhere in
the Policy, the Accumulation Period Deductible as shown in the SCH” ODULE, OF BENEFITS (Who Pays
What) section applies to all Covered Charges incurred by a Covered & -rson £ .ring an Accumulation Period.
However, Co-payment amounts and outpatient pharmacy cost shares =ef .0t subifct to Deductible.

Individual Deductible

The Deductible applies separately to each Covered Person  'uring each Accumulation Period. When
Covered Charges equal to the Deductible are incurredf.uri  the ccus .ulation Period and are submitted
to Us, the Deductible will have been met for that Co_red Pe son. bo @ cfits will not be payable for Covered
Charges applied to the Deductible.

Family Deductible Maximum

The Deductible for a family has been satisfied for a \ AC ytmuiation Period when a total of Covered Charges,
shown in the SCHEDULE OF BENEFIT. tvi2a Pe ¢s Wwaat) section, has been applied toward the family
members’ Individual Deductibles.

If the Family Deductible Maximun' shov. win the 'SCHEDULE OF BENEFITS (Who Pays What) section
is satisfied in any one Accumulatic \ P{vioa cy persons in covered family members, then the Individual
Deductible will not be fur.ci“appliec (0 any other Covered Charges incurred during the remainder of that
Accumulation Period by  iny othesners nin Your family.

Benefit-specific deductibles

Some Covered Services a7’ vject to additional or separate deductible amounts as shown in the
SCHEDULE OF BENEFITS (Who Pays What) section. These additional or separate deductibles do not
contribute towards the satisfaction of the 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.

Out-of-Pocket Maximums

Any part of a charge that does not qualify as a Covered Charge, will not be applied towards the satisfaction
of the Out-of-Pocket Maximum. Covered Charges applied to satisfy any Deductibles under this Group Policy
count towards the satisfaction of the Out-of-Pocket Maximum. Copayment amounts and outpatient
pharmacy cost shares are not subject to Deductible and do not count towards the satisfaction of the Out-
of-Pocket Maximum.
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Charges 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.

Individual Out-of-Pocket Maximum: When the Covered Person’s Cost Share equals the Out-of-Pocket
Maximum shown in the SCHEDULE OF BENEFITS (Who Pays What) section during an Accumulation
Period, the Percentage Payable will increase to 100% of further Covered Charges incurred by that same
Covered Person for the remainder of that Accumulation Period.

Family Out-of-Pocket Maximums: When the family’s Cost Share equals the Out-of-Pocket Maximum
shown in the SCHEDULE OF BENEFITS (Who Pays What) section during an Accumulation Period, the
Percentage Payable will increase to 100% of further Covered Charges incurred by all family members for
the remainder of that Accumulation Period.

Deductible and Out-of-Pocket Maximum Takeover Credit

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

towards the satisfaction of Deductibles and Out-of-Pocket Maximums, as 2 plicable, under the Group Policy

if:

1. The expenses were incurred during the ninety (90) days before # < Effes .ve Date of the Group Policy;

2. The expenses were applied toward satisfaction of the deductibles « »\@¢ -of-Posiet Maximum under the
Prior Coverage during the ninety (90) days before the Effective Date' £ the £ .oup Policy; and

3. The expenses would be considered Covered Charges uier the Group > icy.

For Group Policies with effective dates of coverags’ aui hg u . mefins of April through December,
Expenses Incurred from January 1 of the current v ar thror jh the iective date of coverage with KPIC
may be eligible for credit.

For Group Policies with effective dates of coverag \t xing « 2 months of January through March, Expenses
Incurred up to ninety (90) days prior to the,effective da. ywith'KPIC may be eligible for credit.

You must submit all claims for the Deductib hana D' -of-Pocket Maximum Takeover Credit within 90 days
from the effective date of coverag’ wyith KPIC:

Prior Coverage means the Policyt lda"'s gicdp medical plan that the Group Policy replaced. KPIC will
insure any eligible persos  ai.ier the sroup Policy on its Effective Date, subject to the above provisions
which apply only to C¢ vered Parsori \who on the day before the Group Policy's Effective Date were
covered under the Prior. Sow age.

Maximum Allowable Charg

Payments 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. Covered Persons
are responsible for payment of any amounts in excess of the Maximum Allowable Charge for a Covered
Service. (Refer to the definition of Maximum Allowable Charge shown in the DEFINITIONS section of the
Certificate.)

Other Maximums

To the extent allowed by law, certain treatments, services and supplies are subject to internal limits or
maximums. These additional items are shown in the SCHEDULE OF BENEFITS (Who Pays What)
section.

NOTE: Please refer also to the SCHEDULE OF BENEFITS (Who Pays What) section at the beginning
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

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.

Claim Filing Requirements

Set forth below is a description of Our claim filing requirements. You4 .ay alssrequest a separate copy of
Our claim filing requirements by writing to Us. We will respond™ » sug’. requests within fifteen (15)
calendar days. If We change any of the requirements, We will provic  You wi*. a copy of the revised
requirements within fifteen (15) calendar days of the revision,

Claim Forms

We will provide the claimant with the Notice of Claim/ 'm. Y u mu . e’ e Us written notice of claim within
twenty (20) days after the occurrence or commenc¢ ent of/ .ny loss covered by the Policy, or as soon as
reasonably possible. You may give notice or maxshave »0i .cone do it for You. The notice should give Your
name and Your policy number. The notice shoul. . » mai. d to Us at Our mailing address or to Our Claims
Administrator at the address provided above.

When We receive Your notice of claim, W< winana You forms for filing Proof of Loss. The forms may be
obtained from and must be filed with KPIC's_ Admui.._wrator’s office at the address set forth above. If We
do not send You these forms with i".Z%2en (15, days after receipt of Your Notice of Claim, You shall be
deemed to have complied with the Proa: - 1%ass requirements by submitting written proof covering the
occurrence, character and_extent of\ b i0ss, the within the time limit stated in the Proof of Loss section.
Clean Claims, as defines, wili be pa ', denied or settled within thirty (30) calendar days after receipt
if submitted electronice vy, oraan fC y-five (45) calendar days, if the claim is submitted by any other
means. If a claim is der. .. whol¢ or in part, the written notice of denial will contain: (1) reasons for the
denial; (2) reference to the pertinel . provisions of the Group Policy on which the denial is based; and (3)
information concerning the Cc'_ied 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
areconsideration. Therequest must be in writing and filed with KPIC’s Administrator at the address
set forth above. The written request for reconsideration must be filed within thirty (30) days after
the notice of denial is received. A written decision on reconsideration will be issued within thirty
(30) days after KPIC's Administrator receives the request for reconsideration.
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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 ninety (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. 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 directly to a person or institution on whose
charges a claim is based. Any such payments will discharge KPIC to the extent of payment made.
Unless allowed by law, KPIC’s payments may not be attached, nor be« ubject to, a Covered Person’s
debts.

At the Covered Person’s option, any benefits for health expenses™ w.« overed¢medical transportation
services may be assigned, in writing to KPIC, to the provider of these s wicesd No benefits are payable
to the Covered Person to the extent benefits for the same ex{ anses are pai % the provider.

KPIC shall not retroactively adjust a claim based on elif s if:
(1) The provider received verification of eligibilit® "within® wo (-, usiness days prior to delivery of
services unless the Policyholder notified KPIC,

(a) That Employee is no longer eligible;

(b) That Policyholder no longer intends to' ac atain® average for the Group;

(c) Within ten (10) business days.after thi\de » tha. Employee is no longer eligible or covered
because the employee left™ . avme it w.hout notice to the Policyholder/Employer or
employment was terminated becc ise ¢t 1ss misconduct.

(2) The provision of benefit is a@nauired pu sy provision pursuant to state law unless the Policyholder

notified KPIC of Employee’s| aeng ity wic in the timeframe provided in (1) (c).

Reimbursement of Provia_.

Reimbursement for ser’ ces covered ' nder this health insurance plan which are lawfully performed by a
person licensed by the Stata® i C 'oredo for the practice of osteopathy, medicine, dentistry, optometry,
psychology, chiropractic, ur podiatr: shall not be denied when such services are rendered by a person so
licensed. Licensed personsasha’ include registered professional nurses and licensed Clinical Social
Workers within the scope of protessional 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 (3) 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.

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
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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 insurance with respect to which such
statement was made or to reduce benefits under such policy after such izburance has been in force for a
period of two years during the lifetime of the Covered Person unless.uch statement is contained in a
written instrument signed by the person making such statement and a cop of that instrument is or has
been furnished to the person making the statement or to the beneficia. »off iy such,person.

Misstatement of Age

If the age of any person insured under this health insurance L »n has been misstated: 1) premiums shall
be adjusted to correspond to his or her true age; ard -, ¢ be. xfits 2’2 affected by a change in age,
benefits will be corrected accordingly (in which casef.ne pre lium ¢ ' .stment will take the correction into
account).

Medical Examination and Autopsy

KPIC, at its own expense, shall have the right a.d ¢ ortunity to examine the person of any individual
whose Injury or Sickness is the basis 0.« J2im wen ¢ id as often as it may reasonably require during
the pendency of a claim hereunder and to . »ake . utopsy in case of death, where it is not forbidden by
law.

Money Payable
All sums payable by or ta7"DIC or' ., Administrator must be paid in the lawful currency of the United
States.

Rights of a Custodial Parent

If the parents of a covered Danes.ent 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 thirty-one (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 provision, including contribution or group
participation rules; or

4. No longer has any Covered Persons living, residing or working in tk®» service area of the Preferred
Provider Organization with respect to a Group Policy providing« overage, in whole or in part, in
connection with a Preferred Provider plan.

If KPIC decides to discontinue offering this particular health benefit plari 1 thed,joup market, KPIC may
discontinue all coverage under the Group Policy. KPIC will {\e written no. »¢ of this type of nonrenewal
to each Policyholder ninety (90) days before the date cc wrage terminates. KPIC will offer each
Policyholder whose coverage is discontinued the orfuii a pu thasa another group health benefits
plan currently offered by KPIC in the applicable sta’ = withc t rege ¥ 0 any health status-related factor
of any Covered Person, including any individuals whe may/ zcome eligible for the replacement coverage.
Health benefit plan under this section means a j{ ‘ticule. " .roduct and not a plan design.

If KPIC stops offering all health insurance,coverag: iri 2e group market, in the applicable state, KPIC has
the right not to renew all policies isst._ 2, thic\forii.» KPIC will give written notice of this type of
nonrenewal to the Policyholders and all Co\ reu 2t 'ons one hundred eighty (180) days before the date
coverage terminates. Notice to andasured En. 'oyee will be deemed notice to the Insured Dependents of
that Insured Employee.

The Policyholder will be lia®".Cor all ¢ paid premiums for the period during which the Group Policy was in
force with respect to any’ Covered.Pert \n whose coverage terminates.

Coordination of Benefits Provisig 1s Application
This Coordination of Benefs /4 _OB") 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
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.
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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; benefits for non-
medical components of long-term care policies; Medicare supplement policies; Medicaid
policies; or coverage under other federal governmental plans, unless permitted by law.

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

B. This plan means, in a COB provision, the part of the contract providing the health care benefits to
which the COB provision applies and which may be reduced because of the benefits of other plans.
Any other part of the contract providing health care benefits is separate from this plan. A contract may
apply one COB provision to certain benefits, such as dental benefits, coordinating only with similar
benefits, and may apply another COB provision to coordinate other benefits.

C. The order-of-benefit payment rules determine whether this Plan is a “Primary plan” or “Secondary
plan” when compared to another plan covering the person.

When this plan is Primary, its benefits are determined before ¢ ose off.ny other Plan and without
considering any other Plan’s benefits. When this Plan is Secondea 47, benefis are determined after
those of another Plan and may be reduced because of the primary alan’s¢ Jenefits, so that all Plan
benefits do not exceed 100% of the total Allowable expe{:e.

D. Allowable Expense is a health care service or & pc se, . =ludix’, Deductibles, Coinsurance and
Copayments, that is covered at least in part by« .1y Plar cover. ¢ the person. When a Plan provides
benefits in the form of services, the reasonabic \cask value of each service will be considered an
Allowable Expense and a benefit paid. An el _»nse" " service or portion of an expense or service that
is not covered by any of the Plans covering it nersc his not an Allowable Expense. In addition, any
expense that a provider by law or in accort anc »withi a contractual agreement is prohibited from
charging a Covered Person is not af._ . able =xpe ise.

The following are examples offnenses ti it are not Allowable Expenses:

1. The difference between thi \cos. 52 sel. -private hospital room and a private hospital room is not
an Allowable Expense, un,ss<.ne .7 the Plans provides coverage for private hospital room
expenses.

2. If a Covered P¢ son is covere by two or more plans that compute their benefit payments on the
basis of usual a_d c4.oma v fees or relative value schedule reimbursement methodology or other
similar reimburseriient met! bdology, any amount in excess of the highest reimbursement amount
for a specific benefités ra""an Allowable Expense.

3. If a person is covered by two or more plans that provide benefits or services on the basis of
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, pre-certification of admissions, and preferred provider
arrangements.

E. Claim determination period is usually a calendar year, but a plan may use some other period of time
that fits the coverage of the group contract. A person is covered by a plan during a portion of a claim
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determination period if that person’s coverage starts or ends during the claim determination period.
However, it does not include any part of a year during which a person has no coverage under this plan,
or before the date this COB provision or a similar provision takes effect.

F. Closed Panel Plan is a plan that provides health benefits to Covered Persons primarily in the form of
services through a panel of providers that have contracted with either directly or indirectly or are
employed by the Plan, and that limits or excludes benefits for services provided by other providers,
except in cases of emergency or referral by a panel member.

G. Custodial parent means a parent awarded primary custody by a court decree. In the absence of a
court decree, it is the parent with whom the child resides more than one half of the calendar year without
regard to any temporary visitation.

Order-of-Benefit Payment Rules

When two or more plans pay benefits, the rules for determining the order-of-benefit payment are as follows:

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

B. (1) Except as provided in paragraph (2), a Plan that does n¢ conta’. a coordination of benefits

provision that is consistent with this regulation is always Pri 270 unless{the provisions of both
Plans state that the complying plan is Primary.

(2) Coverage that is obtained by virtue of being memk® s in a group, " .d designed to supplement

part of the basic package of benefits, may provide supp. mentary soverage that shall be in excess
of any other parts of the Plan provided by the caf aac holG s Exa*aples of these types of situations
are major medical coverages that are superit posed/ ver ba. ¢ plan hospital and surgical benefits,
and insurance type coverages that are writte »in of.inection with a Closed Panel Plan to provide
out-of-network benefits.

C. APlan may consider the benefits paidsar provic 2d . sanowner Plan in determining its benefits only when
it is Secondary to that other Plan.

D. Each Plan determines its ord¢ waf-benefite :sing the first of the following rules that apply:

1.

Non-Dependent or Depel len. 722 Ple i that covers the person other than as a dependent, for
example as an employee,  nei.oer, cdbscriber or retiree is the Primary plan and the Plan that
covers the Cova’_c Persol. as a dependent is the Secondary plan. However, if the Covered
Person is a M( dicare_kanefi ary and, as a result of federal law, Medicare is Secondary to the
Plan covering e« /son' s & dependent; and Primary to the Plan covering the person as other
than a dependent (e.g. a/ :tired employee); then the order of benefits between the two Plans is
reversed so that th¢yR'a7. covering the person as an employee, member, subscriber or retiree is
the Secondary and the other Plan is the Primary plan.

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 is responsible for the dependent child’s
health care expenses or health care coverage and the Plan of that parent has actual
knowledge of those terms, that Plan is primary. This rule applies to plan years
commencing after the Plan is given notice of the court decree;
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ii) If a court decree states that both parents are responsible for the dependent child’s health
care expenses or health care coverage, the provisions of Subparagraph (a) above shall
determine the order-of-benefits;

ii) If a court decree states that the parents have joint custody without specifying that one
parent has responsibility for the health care expenses or health care coverage of the
dependent child, the provisions of Subparagraph (a) above shall determine the order-of-
benefits; or

iv) If there is no court decree allocating responsibility for the dependent child’s health care
expenses or health care coverage, the order-of-benefits for the child are as follows:

e The Plan covering the custodial parent;
e The Plan covering the spouse of the custodial parent;
e The Plan covering the non-custodial parent; and then
e The Plan covering the spouse of the non-custodial parent.
¢) For a dependent child covered 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 Pland iiat covers a person as an active
employee, that is, an employee who is neither laid off nor< tired.< the Primary plan. The Plan

covering that same person as a retired or laid-off employee =< ie Secs idary plan. The same
would hold true if a Covered Person is a dependent of an actii », em: oyee and that the same
Covered Person is a dependent of a retired or laid-C ¢ employee. I\ " ¢ other Plan does not have

this rule, and as a result, the Plans do not agree_on the »rder-of-banefits, this rule is ignored. This
rule does not apply if the rule labeled D(1) ca: uetc minc the &' uer of benefits.

4. COBRA or State Continuation Coverage.  »a £ overed Person whose coverage is provided
pursuant to COBRA or under a right' . =ontii_ ation provided by state or other federal law is
covered under another Plan, the Plan cc ‘e ag thi hoerson as an employee, member, subscriber
or retiree or covering the persorpas a dej =nc at o1 an employee, member, subscriber or retiree
is the Primary plan and the C .08 or'state or other federal continuation coverage is the
Secondary plan. If the other Plan ¢ =s rici® ave this rule, and as a result, the Plans do not agree
on the order of benefits, ¢ Zyrule is iy ared. This rule does not apply if the rule labeled D(1) can
determine the order-of-be efits:

5. Longer or Shor i Length | « Coverage. The Plan that covered the Covered Person as an
employee, me' iber, patavhc ler, subscriber or retiree longer is the Primary plan and the plan
that covered th e _on th | shiorter period of time is the Secondary plan.

6. If the preceding ruitms’~ 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 plan may then reduce its payment by the
amount so that, when combined with the amount paid by the Primary plan, the total benefits paid or
provided by all Plans for the claim do not exceed the total Allowable Expense for that claim. In addition,
the Secondary plan shall credit to its plan deductible any amounts 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 Closed Panel Plans and if, for any reason, including the

provision of service by a non-panel provider, benefits are not payable by one Closed Panel Plan, COB
shall not apply between that Plan and other Closed Panel Plans.
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Right to Receive and Release Needed Information

Certain facts about health care coverage and services are needed to apply these COB rules and to determine
benefits payable under this plan and other Plans. The claims administrator may get the facts it needs from
or give them to other organizations or persons for the purpose of applying these rules and determining
benefits payable under this plan and other Plans covering the person claiming benefits. The claims
administrator need not tell, or get the consent of, any person to do this. Each Covered Person claiming
benefits under this plan must give the claims administrator any facts it needs to apply those rules and
determine benefits payable.

Facility of Payment

A payment made under another Plan 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 moref ian it should have paid under this
COB provision, it may recover the excess from one or more of the g (sons¢ nas paid or for whom it has
paid; or any other person or organization that may be responsible for. =/ -nefits 4% services provided for
the Covered Person. The “amount of the payments made” includes tri wreasa .able cash value of any
benefits provided in the form of services.

Surrogacy arrangements

If You enter into a Surrogacy Arrangement and You ' any ot' 2r pay ¢ are entitled to receive payments or
other compensation under the Surrogacy Arrangeme. i Yo must reimburse Us for covered Services You
receive related to conception, pregnancy, delivel hor pc. = sartum care in connection with that arrangement
("Surrogacy Health Services”) except that we will\ 2 aver 1. ymore than half of the monetary compensation
you receive. A "Surrogacy Arrangement’.is one ‘) w _ich a'woman agrees to become pregnant and to
surrender the baby (or babies) to anothic . zson (¢ pe.sons who intend to raise the child (or children),
whether or not the woman receives payme. \for 2git 1 a surrogate. Note: This "Surrogacy arrangements”
provision does not affect Your ob'ation to po s Your Cost Share for these Covered Services. After You
surrender the baby to the legal pai »nts, ¥*au are ot obligated to reimburse Us for any Covered Services
that the baby receives after the da » of suriider (the legal parents are financially responsible for any
Covered Services that the<"_ 20y recel .3).

By accepting Surrogacy Hea'' . Se. tices, You automatically assign to Us Your right to receive payments
that are payable to You or any othe! payee under the Surrogacy Arrangement, regardless of whether those
payments are characterized as .k« /ig 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, You must send written notice of the
arrangement, including all of the following information:
e Names, addresses, and telephone numbers of the other parties to the arrangement
e Names, addresses, and telephone numbers of any escrow agent or trustee
¢ Names, addresses, and telephone numbers of the intended parents and any other parties who are
financially responsible for Services the baby (or babies) receive, including names, addresses, and
telephone numbers for any health insurance that will cover Services that the baby (or babies)
receive
e Asigned copy of any contracts and other documents explaining the arrangement
e Any other information we request in order to satisfy our rights
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You must send this information to:
Equian
Kaiser Permanente
Surrogacy Mailbox
P.O. Box 36380
Louisville KY 40233

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, pls .se copr’ uct Customer Service at 1-
855-364-3184.
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Termination of an Insured Employee's Insurance

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

terminate on the earlier of:

1. The date the employee or employee’s Dependents cease to be covered by Health Plan as a Point-of-
Service member;

2. You cease to be covered by KPIC;

3. The date the Group Policy is terminated;

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

5. 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;

6. 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 d¢.e Your employer is no longer a
Policyholder and the date the Group Policy terminates. The Health & an Evig .nce of Coverage more fully
explains eligibility, effective date and the termination provisions.

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 whig® "the pe son cc ¢ cs to qualify as a Dependent;

3. The date Your insurance ends, unless continua. »n of« overage Is available to the Dependent under
the provisions of the Group Policy;

4. The end of the grace period after the Policyh¢ ¢ s fails: » pay any required premium to KPIC when due
or KPIC does not receive the premium payme 't i, » timciy fashion;

5. The date the Group Policy is terminé. .,

6. The date the Dependent, or the Depe. Herncipt aresentative, commits an act of fraud or makes an
intentional misrepresentation %2 materia. ‘act;

7. The date the Dependent relocatec A pla 2 outside of the geographic service area of a provider
network, if applicable, unless s|. cifi< iy, Javided otherwise in the Group Policy.

Medically Necessary L/ .ave of Abse ce for Student Dependent

If You, as a Dependen_.are< .iror. d i1 a post-secondary educational institution, Your coverage will not
terminate due to a Medicany Neces: iry Leave of Absence before the date that is the earlier of: (a) one year
after the first day of the Medicalb< Jecessary 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 thirty-one (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
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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.

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).

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 that are *ised on Expenses Incurred for
medical care.

A "Qualifying Event" is any one of the following events if it would ¢ ws . the Cfvered Person to lose
health coverage under the policy:

"A" The death of the covered employee;

"B" The termination (other than by reason of the covered € »nloyee's aross misconduct), or reduction
in hours, of such employee's employment;

"c" The divorce or legal separation of the cover u empl: yee ar. “.iis or her spouse, partner in a civil
union or Domestic Partner (if covered);

"D" The covered employee's becoming entii. ‘to M. .care benefits;

"E" A child’s ceasing to be an eligible Depen: = hunade hthe terms of this health insurance plan.

Written Notices and Election RequireG

Covered Persons must notify their employe. »of . lifying event set forth in "C" or "E". That notice must
be given within sixty (60) days afttthe evenu hccurs. If such timely notice is not given, the event will not
entitle the Covered Person to contii weu . »alth ccerage.

The employer will notify @7 Cad Pei. ons who become entitled to elect continued health coverage. That
notice will be furnished y ithin fousteen 14) days of: (a) the date timely notice of a qualifying event set forth
in "C" or "E" is received, 2 27 "ine ¢ te'any other qualifying event occurs. If that notice from the employer
is not given or is late, the qualify 1g event will not entitle the Covered Person to continued health
coverage. Should a court oo™ /'nment 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 (if covered) 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
spouse, partner in a civil union or Domestic Partner (if covered) 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 (if covered) or child will not end sooner than it would have under this provision.
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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 provision will end at the earliest of the following

dates:

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

2. The date that This Plan no longer covers the employer that spfisored the coverage before the
Qualifying Event;

3. The date ending the last period for which the Covered Person fi. s 4 ade amdrequired payment for
continued Health Coverage on a timely basis; or

4. The date after electing continued Health Coverage on «hich the Cove . Person first becomes: a)
covered under any other group health plan (as an employc »or otherwise) which does not exclude or
limit any pre-existing condition of the Covered Pergf.i,« \b) ¢ titled< ., Medicare benefits.

The "Maximum Period" referred to above will start v ' the® Jate of the Qualifying Event and will end: (a)
with the date eighteen (18) months after a qual 'ing € = at set forth in "2"; or (b) with the date thirty-six
(36) months after any other Qualifying Event.\'ri aoply. a this maximum period, if continued health
coverage is already in effect when a qualifying evnt™ ther wnan as set forth in "2" occurs, the maximum
period will not end less than thirty-six (37 ..ianths' rom* he date of the original qualifying event; and if a
Qualifying Event set forth in "4" occurs, U » M« 'm Period as to the Covered Employee's spouse,
partner in a civil union or Domeg®n, Partner' %.covered) or child for that or any subsequent Qualifying
Event will not end less than thirty-x (< Jwmonti.» from the date the Covered Employee became entitled
to Medicare benefits.

Extension for Disablef Covered Pei ons

If Social Security, undei. ts " 5, ac erriines that a Covered Person was disabled when a Qualifying Event
set forth in "2" occurred, trie 18-ma: .h maximum period of continued health coverage for such a Qualifying
Event may be extended to twen“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.

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.
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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 sixty (60) days after Your call to active
duty.

Please contact Your Employer to find out how to elect USERRA coverage 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 continuation of this health insurance plan for himself or

herself and any Dependents if:

1. The Covered Person’s eligibility to receive coverage has ended for any reason other than
discontinuance of the Group Policy in its entirety or with respect to arf nsured class;

2. Any premium or contribution required from or on behalf of the Co.red Person has been paid to the
termination date; and

3. The Covered Person has been continuously insured under the Groc »Filcy, orsmder any Group Policy
providing similar benefits which it replaces, for at least six (6) months. ameg” «tely prior to termination.

A Covered Person has the right to continue coverage for: (¢ »a period,of eighteen (18) months after
termination of employment; or (b) until the Covered Perf i« xcori s re« .nployed, whichever occurs first.
Should new coverage exclude a condition covered< .nder tt : conu  ed plan, coverage under the prior
employer’s plan may be continued for the excludea »ondi un only for the eighteen (18) months or until
the new plan covers the condition, whichever o€ s firc

The Covered Person must elect to continite cover. ge" nd pay the applicable amount to apply toward the
premium within twenty (20) days after tei “w.2¢ian ¢ .emp.oyment. If proper notification is not given to the
Covered Person, the Covered Person may  ecit.iy antinue coverage and pay the applicable amount to
apply toward the insurance within ¢ st (30) de._ = after termination of employment.

Reduced Work Hours

The Policyholder may eles”".ccontra. with KPIC to continue coverage under the same conditions and for

the same premium for G vered Parsor. even if the Policyholder reduces the working hours of such Covered

Person to less than thirl, (32 ,ours »erweek, provided the following conditions are met:

1. The Covered Person has beg . continuously employed as a full-time employee of the Policyholder
and has been insured #n44a7 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 hours;

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. AClaim 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) Adenial, inwhole or in part, of a pre-service claim (preauthorization for a Service), a concurrent
care claim (continue to pay for a Service that you are currently receiving) or a post-service
claim (a request to pay for a Service) in whole or in part; or

(i) A denial of a request for Services on the ground that the Sepfice is not Medically Necessary,
appropriate, effective or efficient or is not provided in or at/ .e appropriate health care setting
or level of care; or,

(i) A denial of a request for Services on the ground tr % . Servise is experimental or
Investigational.

b) Terminate your coverage retroactively except as the sesult of non-payment of premiums (also
known as Rescission or Retroactive Cancellatia?.,

¢) Uphold our previous Adverse Benefit Deteri. natiof .vhen You appeal.

In addition, when we deny a request for mea <. care" ncause it is excluded under this policy, and
you present evidence from medical professioral I anseu pursuant to the Colorado Medical Practice
Act acting within the scope of his or¢_i=ense hat' rere is a reasonable medical basis that the
contractual exclusion does not apply t¢_we uinit 1 medical care , then our denial shall be considered
an adverse benefit determinatina

3. An Appeal is a request for Us' 1 refiew ur initial Adverse Benefit Determination. If You miss a
deadline for making a«<7._m or A, .eal, We may decline to review it.

Except when simultanel s =7 .crna, Review can occur, You must exhaust the Internal Claims and Appeals
Procedure as described below in th 5 “APPEALS and COMPLAINTS” section unless we fail to follow the
claims and appeals processg'2sa .0ed in this Section.

Language and Translation Assistance

You may request language assistance with Your Claim and/or Appeal by calling Member Services at 1-
800-632-9700:

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

TAGALOG (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-632-9700.
CHINESE ("1'30): #anRFEE BB, 1B T 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 (Toll Free) 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 Regarding 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 the Member Appeals Program
at 1-877-370-9858 or 711 (TTY).

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

Providing Additional Information Regarding Your Claim and/or5 2pnea!

When You appeal, You may send Us additional information including co. * ients, ¢¢ cuments, and additional
medical records that You believe support Your Claim. If We,asked for actioi 4l information and You did
not provide it before We made Our initial decision about Your C.im, then You i..ay still send Us the additional
information so that We may include it as part of Our resmy o ‘our Apfeal. Please send all additional
information to the Department that issued the Adversef.enel; Dete ninf.don.

When You appeal, You may give testimony in writing ¢ clephone. Please send Your written testimony
to the Member Appeals Program. To arrange  qive  astimony by telephone, you should contact the
Member Appeals Program at 1-888-370-9858 0. \1-. 23-3= 7933 or 711 (TTY).

We will add the information that You provi 2 u.24d: \testimony or other means to Your Claim file and We
will review it without regard to whether this aforriicdon was submitted and/or considered in Our initial
decision regarding Your Claim.

Sharing Additional Information Th t.ve Collect

If We believe that Your / ppeal of Our nitial Adverse Benefit Determination will be denied, then before We
issue Our next Adversel Yenefil _Clrmi jation We will also share with You any new or additional reasons for
that decision. We will se..."vou a; tter explaining the new or additional information and/or reasons and
inform You how You can respand.i( the information in the letter if You choose to do so. If You do not respond
before We must make Our nexcuecision, 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).

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.
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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
guestions about Pre-service Claims or Appeals, please call Customer Service at 1-855-364-3184 or
711 (TTY).

Here are the procedures for filing a Pre-service claim, a Non-Urgent Pre-service Appeal, and an Urgent
Pre-service Appeal.

a.

Pre-Service Claim

Tell KPIC in writing that You want Us to pay for a Service Yo nave ' ( yet received. Your request
and any related documents You give us constitute Your Clairi %> .u or Yahr Provider must either
mail or fax Your Claim:

Permanente Advantage

5855 Copley Drive, Suite 250
San Diego, CA 92111
1-888-525-1533 (office)
1-866-338-0266 (fax)

If You want Us to consider Your Pre-serv.:e \aim on an urgent basis, the request should tell us
that. We will decide whether You. ..im.is U :gericor Non-Urgent unless Your attending health care
provider tells Us Your Claim is Urge . 1.0 determine that Your Claim is not Urgent, We will treat
Your Claim as Non-Urgen:u&enerally, » Claim is Urgent only if using the procedure for Non-Urgent
Claims (a) Could seriously: 2opc.ize Ycur life, health, or ability to regain maximum function or (b)
If You have a physical or ni \nta disc. iiity that creates an imminent and substantial limitation on
Your existing abili*®"._Tive inC. vendently; or (c) Would, in the opinion of a physician with knowledge
of Your medica!’ conditior,.suk. >ct You to severe pain that cannot be adequately managed without
the Services Y 1 araf cque ting.

Non-Urgent Pre-Sertisad_iaim

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 fifteen (15) days if circumstances beyond
Our control delay Our decision so long as We notify 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.

If We tell You 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
any of the requested 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 Your Provider.
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Urgent Pre-Service Claim

If Your Pre-service Claim was considered on an urgent basis, and We have 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-two (72) hours after We receive Your
Claim. Within twenty-four (24) hours after We receive Your Claim, We may ask You and Your
Provider for more information. We will notify You and Your Provider of Our decision within two (2)
business days but no longer than forty-eight (48) hours of receiving the first piece of requested
information. If We do not receive the additional information (including documents) from You and
Your Provider within two (2) business days after receipt of Our Request, We will make a decision
based in the information We have and We will notify You of Our decision either orally or in writing.
If We notify You of Our decision orally, We will send You and Your Provider written confirmation
within three (3) days after that.

Your Pre-Service Claim shall be deemed to have been approved for failure on Our part to:
a) Request the specific additional information needed from You and your Provider; or
b) Provide the notification of approval to You and your Provider; or
c) Provide the notification of denial to You and Your Provide

within the required time frames set forth above.

Validity of Approval of a Pre-Service Claim
An approval of a Pre-Service Claim is valid for a peri:d of one hunc . eighty (180) days after the
date of approval and continues for the duration_of = authorized course of treatment. Once
approved, We cannot retroactively deny a pre-«_iu. atior_seque’ « for a treatment or service. This
180- day approval does not apply if:
a) The Pre-Service Claim approval was »ases on Fraud;
b) The provider never performed  »servi " s that were requested,;
c) The service provided did not alig» v th the service that was approved,;
d) The person receiving the,service' 0 i 2ger niad coverage under the plan on or before the
date the service was dei. = or
e) The covered person’s bend it mciin ums were reached on or before the date the service
was delivered.

If We deny Your Claim (if W \def ot «._’ee to pay for all the Services You requested), Our Adverse
Benefit Determinat"_. notice' .l tell You why We denied Your Claim and how You can appeal.

b. Non-Urgent Pre Serd _c Fi 't Level Appeal
Within one hundrea eighty/ .80) days after You receive our Adverse Benefit Determination notice,
You must tell us by ethaif_alling 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
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. In addition, you may also tell Us 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 the Appeals Program at:

Permanente Advantage

5855 Copley Drive, Suite 250
San Diego, CA 92111
1-888-525-1533 (office)
1-866-338-0266 (fax)
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For Outpatient Prescription Drugs, You can appeal orally by calling Pharmacy Help Desk at 1-800-
788-2949 or in writing by mailing to:

KPIC Pharmacy Administrator
Grievance and Appeals Coordinator
10181 Scripps Gateway Court

San Diego, CA 92131

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
members of the appeals committee who will review your appeal (who was 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 developeg  after that five-(5) day deadline.
You will have the option to elect to have a recording made of th¢ appeal meeting, if applicable, and
if you elect to have the meeting recorded, we will make a cef « avails .ie to you.

We will review Your Appeal and send you a written c{ zision within <. ¥ asonable period of time that
is appropriate given your medical condition but not moi« than thirty,(30) days after we receive Your
Appeal.

If we deny Your Appeal, our Adverse Benefit' \ater:.ination notice will tell you why we denied Your
Appeal and will include information reg{ ‘ing a. further process, including External Review, that
may be available to You.

c. Urgent Pre-Service First Level A| et
Tell us that You want to urgently < wea: ' \Adverse Benefit Determination regarding your Pre-
service Claim. Please inc/{i'a,.the follc ¥ing: (1) Your name and Medical Record Number, (2) Your
medical condition or symj onis, 2\ The 'specific Service that You are requesting, (4) all of the
reasons why You disagre \ wii G Adverse Benefit Determination, and (5) All supporting
documents. Yourf__ est ar. the supporting documents constitute Your Appeal.

For medical be =fita® siner. ha. Outpatient Prescription Drugs, You can appeal orally by calling
Customer Service at 1-8% ,-364-3184 or in writing by mailing or sending by fax to the Appeals
Program at:

Permanente Advantage

5855 Copley Drive, Suite 250

San Diego, CA 92111

1-888-525-1533 (office)

1-866-338-0266 (fax)

For Outpatient Prescription Drugs, You can appeal orally by calling Pharmacy Help Desk at 1-800-
788-2949 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 simultaneous External Review of Our initial
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 Pre-service Appeal
qualifies as Urgent. If You do not request simultaneous External Review in Your Appeal, then You
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may be able to request External Review after We make Our decision regarding Your Appeal (see
“External Review” in this “APPEALS and COMPLAINTS” section), if Our internal Appeal decision
is not in your favor.

We will decide whether Your Appeal is Urgent or Non-Urgent unless Your attending health care
provider tells Us Your Appeal is Urgent. If We determine that Your Appeal is not Urgent, We will
treat Your Appeal as Non-Urgent. Generally, an Appeal is Urgent only if using the procedure for
Non-Urgent Appeals (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 not required to waive the
requirements related to an Urgent appeal to permit you to pursue an expedited external review.

You do not have the right to attend or have counsel, advocates and health care professionals in
attendance at the expedited review. You are, however, entitled to submit written comments,
documents, records and other materials for the reviewer or reyiwers to consider; and receive,
upon request and free of charge, copies of all documents, recaf.s and other information regarding
your request for benefits.

We will review Your Appeal and give You oral or written notice™ f Our< .ccision as soon as Your
clinical condition requires, but not later than seventy-< o (72) hours'« * '« We received Your Appeal.
If We notify You of Our decision orally, We will send Yoc 2 written contirmation within three (3) days
after that.

If We deny Your Appeal, our Adverse Bene . De* imination notice will tell You why We denied
Your Appeal and will include informatioil. »garc. « any further process, including External Review,
that may be available to You.

2. Concurrent Care Claims and Appeali.
Concurrent Care Claims are requests « at K. )% continues to pay for an ongoing course of covered
treatment or services for a p{uiad of timchor number of treatments, when the course of treatment
already being received will enc \If “"Cphave iny general questions about Concurrent Care Claims or
Appeals, please call the Custol er/ crvic £ at 1-855-364-3184 or 711 (TTY).

Unless You are apr :aling a=.lJrg. at Care Claim, if We either (a) Deny Your request to extend Your
current authorized ¢ xaeie jcar. (Your Concurrent Care Claim) or (b) Inform You that authorized care
that You are currently receiving s going to end early and You appeal our decision (an Adverse Benefit
Determination) then duriz=#47"time that We are considering Your Appeal, You may continue to receive
the authorized Services according to the provisions of your Plan . 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 Claim to the Appeals Program at:

Permanente Advantage

5855 Copley Drive, Suite 250
San Diego, CA 92111
1-888-525-1533 (office)
1-866-338-0266 (fax)
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If You want us to consider Your Claim on an Urgent basis and You contact us at least twenty-four
(24) hours before Your care ends, You may request that We review Your Concurrent Claim on an
Urgent basis. We will decide whether 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 ¢) Would, in the opinion of a Physician
with knowledge of Your medical condition, subject You to severe pain that cannot be adequately
managed without extending Your course of covered treatment. 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.

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 aut'orized care ended before You
submitted Your Claim, We will make our decision within a reaf unable period of time but no later
than fifteen (15) days after we receive Your Claim. We may¢ <tend ' ¢ time for making a decision
for an additional fifteen (15) days if circumstances beyond C : ¢ itrol de'ay Our decision, if We
send You notice before the initial fifteen (15) days and explain « 2 circi istances and the reason
for the extension and when we expect to make a deq‘sion.

If We tell You We need more information, We< i« 2k Y s for # ¢ information and the reason for
the extension before the initial decision peria® ends,, nd W .l give you until Your care is ending
or, if Your care has ended, forty-five (45) day< o sex’. us the information. We will make our decision
as soon as possible, if Your care has ¥ hende © or within fifteen (15) days after We first receive
any information (including documents) wi i< xues. . We encourage You to send all the requested
information at one time, so that We will b\, a. » to consider it all when We make Our decision. If
We do not receive any of the' -guestea info. nation (including documents) within the stated
timeframe after We send Our reque . Wwaitt | make a decision based on the information We have
within the appropriate timg®:ame, not' hexceed fifteen (15) days following the end of the forty-five
(45) days that We gave y | 1o anding. ne additional information.

We will send writta®™“htice o1 "dr decision to You and, if applicable to Your Provider, upon request.
Please let Us kr' sw if YouL wisi to have Our decision sent to Your Provider.

If We consider Your Concu’ ent Claim on an urgent basis, We will notify You of Our decision orally
or in writing as sooryas< our 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 our Adverse Benefit Determination notice,
you must tell us by either calling us or writing to us that you want to appeal our Adverse Benefit
Determination. 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 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 all supporting documents constitute Your Appeal. You must either mail or fax appeal to the
Appeals Program at:
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Permanente Advantage

5855 Copley Drive, Suite 250
San Diego, CA 92111
1-888-525-1533 (office)
1-866-338-0266 (fax)

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
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 decisici’ as soa’. as possible if You care has
not ended but not later than thirty (30) days after We receive . yux 1ppeal

If We deny Your Appeal, Our Adverse Benefit Deter{yination decisi 7 will tell You why We denied
Your Appeal and will include information about anv furti ¢ process, including External Review, that
may be available to You.

c. Urgent Concurrent Care First Level Appeal

Tell us that You want to urgently appea’ i Aa. . se Benefit Determination regarding Your urgent
concurrent claim. Please include the foi . 2g: (= »Your name and Medical Record Number, (2)
Your medical condition or symptems, (3) he" ngoliig course of covered treatment that You want
to continue or extend, (4) Al <=2 recsons why You disagree with Our Adverse Benefit
Determination, and (5) All suppor.»a aeit 2ents. Your request and the supporting documents
constitute Your Appeal. Y&wymay sub. it Your appeal orally by calling Appeals Program at 1-888-
525-1533 or in writing by ri ailing s.senc g by fax to the Appeals Program at:

P¢.inente. dvantage
»855 Conley | rive, Suite 250
Sand ego, CA92111
1-888-525/ 533 (office)
1-8£5.27.-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
gualifies as Urgent. If You do not request simultaneous External Review in Your Appeal, then You
may be able to request External Review after We make Our decision regarding Your Appeal (see
“External Review” in this “APPEALS and COMPLAINTS” section).

We will decide whether Your Appeal is Urgent or Non-urgent unless Your attending health care
provider tells Us Your Appeal is Urgent. If We determine that Your Appeal is not Urgent, We will
treat Your Appeal as Non-Urgent. Generally, an Appeal is Urgent only if using the procedure for
Non-urgent Appeals (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 continuing Your course of covered treatment. ; We may, but not required to waive
the requirements related to an urgent appeal to permit you to pursue an expedited external review.
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You do not have the right to attend or have counsel, advocates and health care professionals in
attendance at the expedited review. You are, however, entitled to submit written complaints,
documents, record and other materials for the reviewer or reviewers to consider; and to 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 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 8! zady received, including Claims
for Emergency Services rendered by Non-Participating Providers.« . You have any general questions
about Post-Service Claims or Appeals, please call Customer S¢ vice 2 .-855-364-3184.

Here are the procedures for filing a Post-service Claim and a Post-st_xice AC peal:

a. Post-Service Claim
Within twelve (12) months from the date You ra/.civi ! the Servid 2s, mail Us a letter explaining the
Services for which You are requesting payr’ znt. Pr¢ vide U. ' vith the following: (1) The date You
received the Services, (2) Where You recei »d tht.n, (3) Who provided them, and (4) Why You
think We should pay for the Services{ »u m < include a copy of the bill and any supporting
documents. Your letter and the related " 'G.wmeri y constitute Your Claim. Or, You may contact
Customer Service at 1-855-364-2184 to | bta. »a Ciaims form. You must mail Your Claim to:

National Claims A mi. %At »n — Colorado
PO Box 373150
Denver, C )« 237-99¢

We will not accept.amhay fo. @.aims received from You after twelve (12) months from the date of
Services.

We will review Yco."Claim, | nd if We have all the information We need We will send You a written
decision within thirty (30)< ays after We receive Your Claim. We may extend the time for making
a decision for an auuwonal fifteen (15) days if circumstances beyond Our control delay Our
decision, if We notify You within 15 days after We receive Your Claim and 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, and We will give you forty-
five (45) days from the date of Your receipt of Our notice to send Us the information. We will make
a decision within fifteen (15) 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 any of
the requested information (including documents) within forty-five (45) days after We send Our
request, We will make a decision based on the information We have within fifteen (15) days
following the end of the forty-five (45) day period.

If We deny Your Claim (if We 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
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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 five (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. Your must either mail or fax Your Appeal to:

Member Appeals Department
PO Box 378066

Denver, CO 80237
1-888-370-9858 (office)
1-866-466-4042 (fax)

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 i the appeal meeting. Unless you
request to be present for the appeal meeting in person or by tel< shone conference, we will conduct
your appeal as a file review. You may present additional ¢ aterials at the appeal meeting. The
appeals committee members who will review your appeal (w. 2.2 cre noi¢nvolved in our original
decision regarding your claim) will consider this additional mater . Upa‘. request, we will provide
copies of all information that we intend to present at{2e appeal me g at least five (5) days prior
to the meeting, unless any new material is developea“ ‘ter that 5-day deadline. You will have the
option to elect to have a recording made of the ap, =al i »etine if applicable, and if you elect to
have the meeting recorded, we will make a &' py ave able i ¥ uu.

We will review Your Appeal and send Y 2 wric 1 decision within thirty (30) days after We receive
Your Appeal.

If We deny Your Appeal, Our A <= Be efit .Jetermination will tell You why We denied Your
Appeal and will include informatiori 2gaircn: \any further process, including External Review, that
may be available to You.

Appeals of Retroactive Coverage ‘er.ina...n (Rescission or Retroactive Cancellation)

We may terminate yours _.rage | embership retroactively (see Rescission for Fraud or Intentional
Misrepresentation und¢’ TERMINAT, AN/NON-RENEWAL/CONTINUATION section. We will send you
written notice at least thi v (27 “uay. oriur to the termination. If you have general questions about retroactive
coverage terminations or appeals, ; ease call the Customer Service at 1-855-364-3184 or 711-TTY.

Here is the procedure for filing a First Level Appeal of a retroactive coverage termination:

Within one hundred eighty (180) days after you receive our Adverse Benefit Determination that your
coverage will be terminated retroactively, you must tell us in writing that you want to appeal our termination
of your coverage retroactively. Please include the following: (1) Your name and Medical Record Number,
(2) All of the reasons why you disagree with our retroactive membership termination, and (3) All supporting
documents. Your request and the supporting documents constitute your appeal. You must mail your appeal
to:

Member Services
P.O. Box 378066
Denver, CO 80237

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
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to you. Contact the Appeals Program at 1-877-847-7572 or 711-TTY with any questions about your First
Level Appeal Rights.

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 Voluntary 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.

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 of 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 proved at you received the notice after
that five (5)-business day period. Please include the following: (1) Youx'.ame and Medical Record Number,
(2) Your medical condition or relevant symptoms, (3) The specific S <vice it You are requesting, (4) All
of the reasons why You disagree with Our Adverse Benefit Deterni vt on (ma< datory internal Appeal
decision), and (5) Al supporting documents. Your request and the suppu ting 4 scuments constitute Your
request for a Voluntary Second Level of Appeal. You must el »er mail or fax “our Appeal to:

Kaiser Permanente Ipd arar, 2 Cc apnar’ (KPIC)
Grievance and App( als Cog¢ dinatoi

1800 Harrison Stree. 20t ~loor

Oakland, CA 9: 2

1-877-727-966 (X,

Within sixty (60) calendar days following « - seip. of Yuur request for a review meeting, KPIC will hold a
Voluntary Second Level Appeal meeting. Kr 'S snic’t otify You of the date on which the Voluntary Second
Level Appeal Panel will meet at le{ “swventy (2 \days prior to the date of this in-person meeting. You have
the right request postponement by calin. wthe N.ember Appeals Program at 1-888-370-9858 and your
request cannot be unreasonably der. 2d< ( ou 1iave the right to appear in person or by telephone conference
at the review meeting. W< wi.. make’ ur decision within seven (7) days of the completion of this meeting.

You may present Your + x2a” . in pe son before the Voluntary Second Level Appeal Panel, or request a file
review. If You would like to presen’ Your Appeal in person, but an in-person meeting is not practical, You
may present Your Appeal K wi Zphone by calling the 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 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.
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.
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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 the 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 of the External Review.

You have the right to request an independent External Review of our decision if our decision involves an
Adverse Benefit Determination regarding a denial of a claim, in whole or in part, that is (1) a denial of a pre-
certification for a Service; (2) a denial of a request for Services on the ground that the Service is not
Medically Necessary, appropriate, effective or efficient or is not provided in or at the appropriate health care
setting or level of care; and/or (3) a denial of a request for Services on the ground that the Service is
experimental or investigational. If our final adverse decision does rt involve an Adverse Benefit
Determination described in the preceding sentence, then your claim< s not eligible for external review.
However, independent external review is available when we deny yoi' appea'l ;ecause you request medical
care that is excluded under your plan and you present evidence from .24’ .sed Ca'»rado professional that
there is a reasonable medical basis that the exclusion does not apply.

To request External Review, You must submit a completed Ina. »endent External Review of Carrier’s Final
Adverse Determination form which will be included witkffic hanc tory it .ernal appeal decision letter (you
may call the Member Appeals Program at 1-888« /0-985 to re ¥ zst another copy of this form) and
explanation of Your Appeal rights to the Member AL heals “rogram within four (4) months of the date of
receipt of the mandatory internal appeal decisioil = Oui" " /Juntary Second Level Appeal decision. We shall
consider the date of receipt for Our notice to b\t =e (¢ »days after the date on which Our notice was
postmarked, unless You can prove that You recei\ 2d xr nouce after the three (3) day period ends.

You must include in your written request « state. e it authorizing us to release your claim file with your
health information including yourfwedical re ards; or, you may submit a completed Authorization for
Release of Appeal Information for y wi.'ais inc uded with the mandatory internal appeal decision letter
and explanation of your appeal righ : (v d e, call Member Appeals Program to request a copy of this
form)

If We do not receive Yc¢ ir B Cinai Review request form and/or authorization form to release your health
information, then We will ot be ab’ : to act on Your request. We must receive all of this information prior
to the end of the applicable tinafi.me (4 months) for Your request of External Review.

Expedited External Review

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 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 the subject of Your request for External Review.
If You do not qualify for Expedited External Review, We will treat Your request as a request for Standard
External Review.
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Additional Requirements for External Review regarding Experimental or Investigational Services
You may request External Review or Expedited External Review involving an adverse benefit determination
based upon the Service being experimental or investigational. Your request for External Review or
expedited External Review must include a written statement from your physician that either (a) Standard
health care services or treatments have not been effective in improving your condition or are not medically
appropriate for you, or (b) There is no available standard health care service or treatment covered under
this plan that is more beneficial than the recommended or requested health care service (the physician
must certify that scientifically valid studies using accepted protocols demonstrate that the requested health
care service or treatment is more likely to be more beneficial to you than an available standard health care
services or treatments), and the physician is a licensed, board-certified, or board-eligible physician to
practice in the area of medicine to treat your condition. If you are requesting expedited external review,
then your physician must also certify that the requested health care service or treatment would be less
effective if not promptly initiated. These certifications must be submitted with your request for external
review.

After we receive your request for External Review, we shall notify you of the information regarding the
independent external review entity that the Division of Insurance has sg'2cted to conduct the External
Review.

If We deny Your request for Standard or Expedited External Review, 1 »liid.ng anvéassertion that We have
not complied with the applicable requirements related to Our Internal Cla. 2s ang .Appeals Procedure, then
We may notify You in writing and include the specific redsons for the " »¢.al. Our notice will include
information about your right to appeal the denial to the Divisic » 0of Insurance. At the same time that We
send this notice to You, We will send a copy of it to the< v an G ‘nsurs ice.

You will not be able to present Your Appeal in per{ a to th/ 'Indepe.ident External Review Organization.
You may, however, send any additional informaton tri 4 is significantly different from information provided
or considered during the Internal Claims and Ap .l Prc. adure and, if applicable Voluntary Second Level
of Appeal process. If You send new information; W< »may" »nsider it and reverse our decision regarding
Your Appeal.

You may submit Your additional informaw. n to“..e Independent External Review Organization for
consideration during its review wi . 2%ze (5) \ arking days of Your receipt of Our notice describing the
Independent External Review Orga_izatic . »at has been selected to conduct the External Review of Your
Claim. Although it is not reartired to ¢ 2« 0, the Independent Review Organization may accept and consider
additional information sy .nitted after: ais 5-working day period ends.

The Independent Exteri. i .eview | ntity shall review information regarding Your benefit claim and shall
base its determination on an objes’ ve review of relevant medical and scientific evidence. Within forty-five
(45) days of the Independent'—...crnal 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 external review decision.

If the Independent External Review Organization overturns Our denial of payment for care You have already
received, We will issue payment within five (5) working days. If the Independent Review organization
overturns Our decision not to authorize Pre-service or Concurrent Care Claims, KPIC will authorize care
within one (1) working day. Such Covered Services shall be provided subject to the terms and conditions
applicable to benefits under this health insurance plan.

Except when External Review is permitted to occur simultaneously with your urgent pre-service appeal or
urgent concurrent care appeal, You must exhaust Our Internal Claims and Appeals Procedure (but not the
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Voluntary Second Level of Appeal) for Your Claim before You may request External Review, unless We
have failed to comply with federal and/or state law requirements regarding Our Claims and Appeals
Procedures.

Additional Review

You may have certain additional rights if You remain dissatisfied after You have exhausted Our Internal
Claims and Appeals Procedures, and if applicable, External Review. If You are enrolled through a plan that
is subject to the Employee Retirement Income Security Act (ERISA), You may file a civil action under Section
502(a) of the federal ERISA statute. To understand these rights, you should check with your benefits office
or contact the Employee 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 or all individual 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 permit. d b iaw, provided under the
Group Policy without the consent of the Policyholder or Insurc ,Employees. . ayment of premium, after a
change has been made and incorporated into the Gramm, PG v, will /2 deemed acceptance of the
changes made by KPIC. The Policyholder must mail & deliv, i nou » o cancellation or discontinuance to
all Insured Employees at least thirty-one (31) days¢ cior to/ .e date ur cancellation or discontinuance of
the Group Policy. Notice to the Insured Employea wili = < unsidered 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 Group Polic;

3. Extend the time for payment ¢ .. yiums; «
4. Waive any of KPIC's rights or r_quire .nts,

Premium Rates

KPIC may change any| f the~ iun' sates as of any Group Policy Anniversary, or at any other time by

written agreement betwe 7 ie Polit /holder and KPIC on any premium due date when:

1. The terms of the Group Policv/ ire changed;

2. Adivision, a subsidiary ¢. .. 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, or any successor entity.

Administrator means Kaiser Foundation Health Plan of Colorado. KPR/ _ reserves the right to change the
Administrator at any time during the term of the Group Policy with¢ it prior otice. Neither KPIC nor its
Administrator is the administrator of the Policyholder's employee bl »e” plan 25 that term is defined
under Title 1 of the Employee Retirement Income Security Act of 197 ‘ERIS() as then constituted or
later amended.

Applied Behavior Analysis means the use of behaf.uric hana ttic pi.thods and research findings to
change socially important behaviors in meaningful we ;s.

Approved Clinical Trial means a phase |, ph&_ All, pi. e lll, or phase IV clinical trial that is conducted
in relation to the prevention, detection, or treatme xt* f.can< r or other life-threatening disease or condition
and is one of the following: (a) A federall funded »r ¢ wroved trial; (b) a clinical trial conducted under an
FDA investigational new drug applicatioi .c‘2) A drug that is exempt from the requirement of an FDA
investigational new drug application.

Autism Services Provider mean \ ary marson, who provides direct services to Covered Persons with
Autism Spectrum Disorder, is licent xd < ertincd, or registered by the applicable state licensing board or
by a nationally recognized«.._ nizatic , and meets one (1) of the following:

1. Has a doctoral def ee with,a sp cialty in psychiatry, medicine, or clinical psychology, is actively
licensed by the Col¢ adad ‘edic ! buard, and has at least one (1) year of direct experience in behavioral
therapies that are consistent w 1 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 or 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 that the net benefit is moderate to
substantial.

Behavioral Health, Mental Health and Substance Use Disorder

1) Means a condition or disorder, regardless of etiology, that maybe . » 5 sult of a%zombination of genetic
and environmental factors and that falls under any of the diagnost. \cates  ries listed in the Mental
Disorders section of the most recent version of:
(a) The International Statistical Classification of Diseases'. ad Health Related Problems;
(b) The Diagnostic and Statistical Manual of Menta® UiC xdei hor
(c) The Diagnostic Classification of Mental Hea!¢ i'and [' ‘velop. ' ntal Disorders of Infancy and Early

Childhood; and
2) Includes Autism Spectrum Disorder.

Benefit Maximum means a maximum amount of \enc “its that will be paid by KPIC for a specified type of
Covered Charges incurred during a giv i pzrioa of tiie. The charges to which a Benefit Maximum
applies are not considered Covered Char_»s a.t the Benefit Maximum has been reached. Covered
Charges in excess of the Benefitéataximum | !l not be applied toward satisfaction of the Accumulation
Period Deductible and Out-of-Poc et . wimuni »Benefit Maximum does not apply to Essential Health
Benefits, as defined under this heal: : indararcZ plan.

Birth Center means an/ ;utpatiert.faci y which:

1. Complies with licen ‘no«® g oti r lcgal requirements in the jurisdiction where it is located,

2. Is engaged mainly in providing’ 1 comprehensive Birth Services program to pregnant individuals who
are considered normal tg@y'avd sk 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.

Calendar Year means a period of time: (1) beginning at 12:01 a.m. on January 15t of any year; and (2)
terminating at midnight on December 31s'of that same year.

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.
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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 means any Registered Nurse licensed in
the state in which the treatment is received who: (1) has completed a formal educational program as a
psychiatric-mental health clinical nurse specialist; and (2) is certified by the American Nurses'
Association.

Child Health Supervision Services means those preventive services and immunizations required to be
provided in a Colorado basic and standard health benefit plan in accordance with Colorado Code Section
10-16-105 (7.2), as then constituted and later amended to covered Dependent children up through age
twelve (12). Services must be provided by a Physician or pursuant to a 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 wi# >a Physician.

Clean Claim means a claim for payment of health care expeng’ s thatd s submitted to KPIC or its
administrator on its standard claim form with all required fields cor al< 2d withtécorrect and complete
information in accordance with KPIC’s published filing requirements. A" lleans aim does not include a
claim for payment of expenses incurred during a period of tir{» for which pr. »¢ ums are delinquent, except
to the extent otherwise required by law.

Clinical Social Worker means a person who is liceX sed as, clinicc *social worker, and who has at least
five years of experience in psychotherapy (as de. »ed/ y the state of Colorado) under appropriate
supervision, beyond a master’s degree.

Clinical Trial means an experiment, in which a dri g ¢. device is administered to dispensed to, or used by
one or more human subjects. An experi. =..ymay " acluce the use of a combination of drugs, as well as
the use of drug in combination with alternati » the.y : or dietary supplement.

Coinsurance means a percentag. \of . nmaes, s shown in the SCHEDULE OF BENEFITS (Who Pays
What) section that You must pa,\ w' en Ju receive a Covered Service as described under the
BENEFITS/COVERAGE /.. & is C¢ ered) section. Coinsurance amount is applied against the Covered
Charges.

Complications of Pregnancy me’ as:

1. Conditions when the prelwnatCy is not terminated and whose diagnoses are distinct from pregnancy
but are adversely affected by pregnancy or are caused by pregnhancy, such as acute nephritis,
nephrosis, cardiac decompensation, missed abortion, pre-eclampsia, intrauterine fetal growth
retardation, and similar medical and surgical conditions of comparable severity;

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 For Rehabilitation Facilities or the Professional Services Board of the American Speech-
Language Hearing Association.
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Confinement means physically occupying a room and being charged for room and board in a Hospital or
other covered facility on a twenty-four hour a day basis as a registered inpatient upon the order of a
Physician.

Copayment means the predetermined amount, as shown in the SCHEDULE OF BENEFITS (Who Pays
What) section which is to be paid by the Insured for a Covered Service, usually at the time the health
care is rendered. All Copayments applicable to the Covered Services are shown in the SCHEDULE OF
BENEFITS (Who Pays What) section.

Cosmetic Surgery means surgery that: (a) is performed to alter or reshape normal structures of the body
in order to improve the Covered Person’s appearance; and (b) will not result in significant improvement in
physical function. Cosmetic Surgery is not covered under this Policy.

Cost Share means a Covered Person's share of Covered Charges. Cost Share includes and is limited
only to the following: 1) Coinsurance; 2) Co-payment; 3) per benefit deductibles; and 4) Deductible.

Covered Charge or Covered Charges means the Maximum Allowable @ arge(s) for a Covered Service.

Covered Person means a person covered under the terms of the € oup Pfucy. A Covered Person who
is enrolled as an Insured Employee or Insured Dependent under the F anf Also, sanetimes referred to as
member. No person may be covered as both an Insured Employee and a* »epen( cnt at the same time.

Covered Services means those services which a Covered Pt =on is enfitled to receive pursuant to the
Group Policy and are defined and listed under the 4 .ctc ) enu »d FF_NEFITS/COVERAGE (What is
Covered).

Deductible means the amount of Covered Ch. =s a* overed Person must incur, while insured under
the Group Policy, before any benefits will be pe a2 du. g that Accumulation Period. The Deductible
will apply to each Covered Person separately, anc,.mc t be 'met within each Accumulation Period. When
Covered Charges equal to the Deductible ~rcincurid arid submitted to Us, the Deductible will have been
met for that Covered Person.

Some Covered Services are sub ct w wdditiciial or separate deductible amounts as shown in the
SCHEDULE OF BENEFITS (Who F aysf wWha, section.

Dependent means:

1. Your lawful spouse,’ 2= _i'In a, ivirunion or Domestic Partner (refer to the SCHEDULE OF BENEFITS
(Who Pays What) section to s« : if Domestic Partner is covered under this plan); or

2. Your or Your spouse's ¢{ ' partner’s in a civil union or Your Domestic Partner’s (if covered) 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, Your partner in a civil union or Your Domestic Partner (if covered) is the court-
appointed permanent legal guardian (or was before the person reached age 18).

4. Your or Your Spouse's or Your partner's in a civil union or Your Domestic Partner’'s (if covered)
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 (if covered), are eligible to enroll or
continue coverage as Your Dependents if the following requirements are met:

(a) They are dependent on You or Your Spouse, Your partner in a civil union or Your Domestic Partner
(if covered); and
(b) You give us proof of the Dependent's disability and dependency annually if We request it.

Detoxification means the process of removing toxic substances from the body.

Domestic Partner means an unmarried adult who resides with the Insured Employee for at least six
(6) months in a committed relationship. A Domestic Parther may be regarded as a Dependent, upon
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meeting Our prescribed requirements, which include all of the following:

1. Both persons must have a common residence for a period of at least six (6) months prior to eligibility for
this coverage;

2. Both persons must agree to be jointly responsible for each other’s basic living expenses incurred during
the domestic partnership;

3. Neither person is married nor a member of another domestic partnership or have been a party to a

domestic partnership that was terminated within twelve (12) months before becoming eligible for this

coverage;

The two persons are not related by blood in a way that would prevent them from being married to each

other in conformity with state law;

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.

Refer to the SCHEDULE OF BENEFITS (Who Pays What) section to see if Domestic Partners are covered

under your plan and under what conditions.

»

©oNoO

Durable Medical Equipment means equipment which:

Is designed for repeated use;

Can mainly and customarily be used for medical purposes;

Is not generally of use to a person in the absence of a Si¢xness or Injur,

Is approved for coverage under Medicare, including insulin®_wmps and.insulin pump supplies;
Is not primarily or customarily for the convenience o .ic. Tove ad Ped on;

Provides direct aid or relief of the Covered Persoif s med| al cori # un;

Is Appropriate for use in the home;

Serves a specific therapeutic purpose in thef »atmc ¢« of an illness or injury; and

Is an infant apnea monitor

©CoxNoorwWNE

Durable Medical Equipment does not inC.._ i<

1. Oxygen tents;

2. Equipment generally used forgamfort or ¢ xavenience that is not primarily medical in nature (e.g., bed
boards, bathtub lifts, adjust-a-t \ds, “'anhori »arms, air conditioners, and humidifiers);

3. Deluxe equipment such as motc \ drifzn".. Jeelchairs and beds, except when such deluxe features are
necessary for the effed» treat. _nt of a Covered Person’s condition and in order for the Covered
Person to operate th' - equipment;

4. Disposable supplie | e¥ Cise ant. hygiene equipment, experimental or research equipment, and

devices not medical 1 nature such as sauna baths, elevators, or modifications to the home or

automobile. This exclusian d=''s 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; and

10. Spare or alternate use equipment.

©oNo !

Early Childhood Intervention Services means services as defined by the Colorado Department of
Human Services in accordance with Part C of the Individuals with Disabilities Education Act of 2004, as
then constituted and later amended, that are authorized through an Insured Dependent’s Individualized
Family Service Plan, but excluding non-emergency medical transportation; respite care; service
coordination, as defined under applicable federal regulation; and assistive technology.

Eligible Employee means a person who, at the time of original enroliment: (a) is working 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
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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 work on a temporary seasonal or substitute
basis.

Eligible Insured Dependent means 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) that is within the capability of the emergency department of a hospital, including ancillary
services routinely available to the emergency department to evaluate t% > Emergency Medical Condition.

2. Within the capabilities of the staff and facilities available at the hosp? i, the further medical examination
and treatment that the Emergency Medical Treatment and Acti - Laboif Act requires to Stabilize the
patient.

Emergency Medical Condition: A medical condition, inclu{ing psychiatric ¢ unditions, manifesting itself

by acute symptoms of sufficient severity (including severe L n) such that a prudent layperson, who

possesses an average knowledge of health and mef.ici. » cC 'd redsonably expect the absence of

immediate medical attention to result in any of the fo!" .wing:

1. Placing the person’s health (or, with respect to“ yores .ant 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 part

Essential Health Benefits means the ge. »ral <t qories of benefits including the items and services
covered within these categories g yenefits tho s,comprise an essential health benefit package as defined
under the Patient Protection and' Affo..nble Core Act of 2010 (PPACA) as then constituted or later
amended.

Expense(s) Incurred ' cans exnensy : a Covered Person incurs for Covered Services. An expense is
deemed incurred as of 1= da" _"of i 2 service, treatment, or purchase.

Formulary means a list of pxhaa’ stion drugs we cover.

Free-Standing Surgical Facility means a legally operated institution which is accredited by the Joint

Commission on the Accreditation of Health Organizations (JCAHO) or other similar organization approved

by KPIC that:

1. Has permanent operating rooms;

2. Has at least one recovery room;

3. Has all necessary equipment for use before, during and after surgery;

4. |s supervised by an organized medical 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;

. 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 health care services and devices that help a person keep, learn or improve
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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.

Health Plan Evidence of Coverage describes the health care coverage provided under the group
agreement between the Kaiser Foundation Health Plan of Colorado (Health Plan) and your group.

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.

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 fa:¢ iy with household management
techniques that promote self-care, independent living and good nut .ion.

Hospice Care means home-based palliative and supportive care by )it ensed K sspice for terminally ill
patients. The care must be provided: (1) directly; or (2) on a consulting « »sis w(. the patient's Physician
or another community agency, such as a visiting nurses' a¢ ociation. For ¥ .spice Care, a terminally ill
patient is any patient whose life expectancy, as determined. by ¢ Rhysicianasis not greater than 6 months.

Hospital means an institution which is accredited b (ne Joii . Comi. ssion on the Accreditation of Health
Organizations (JCAHO) or other similar organization« »oref 2d by KPIC that:

1. Islegally operated as a Hospital in the juris¢_. an w._ ce it is located,;

2. Is engaged mainly in providing inpatient medi 2 are a. i treatment for Injury and Sickness in return for
compensation;

Has organized facilities for diagnosis™ . pajor \urge.y on its premises;

Is supervised by a staff of at least two F. »siCics

Has 24-hour-a-day nursing sef . ‘n=.by Reg. tered Nurses; and

Is not: a facility specializing in' 'enuc »s.0r a.v institution which is mainly a rest home; a home for the
aged; a place for drug addicts; a\ lag’. for «.coholics; a convalescent home; a nursing home; or a Skilled
Nursing Facility or sipat s istitutiv .

o gkw

The term Hospital will ¥ 'ses Clude a psychiatric health facility which is currently licensed or certified by
the Colorado Department of Public/ 1ealth and Environment pursuant to the Department’s authority under
applicable Colorado law.

Hospital Confinement means being registered as an inpatient in a Hospital upon the order of a Physician.

Individualized Education Plan means a written plan for an Insured Dependent with a disability that is
developed, reviewed, and revised in 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.

Injury means accidental bodily Injury of a Covered Person.
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In-Network means services provided, authorized or arranged by Health Plan under a separate agreement.

In-Network Physician/Provider is a physician or provider contracted with the Health Plan to provide
services under the Health Plan’s Evidence of Coverage.

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;

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;

4. Provides Room and Board; and

5. Provides constant observation and care by Registered Nurses . other specially trained Hospital
personnel.

Interdisciplinary Team means a group of qualified individuals, which™ clude®, but is not limited to, a
Physician, Registered Nurse, clergy/counselors, volunted ), director an. ¢. trained volunteers, and
appropriate staff who collectively have expertise in meeting 1 » special needs of Hospice patients and
their families.

Intractable Pain means a pain state in which the ca. ze ¢ (ne pain cannot be removed and which in the
generally accepted course of medical practice’ relic. or cure of the cause of the pain is possible or
none has been found after reasonable efforts I ci.ding,” wt not limited to, evaluation by the attending
Physician and one or more Physicians snecializiri \ i he treatment of the area, system, or organ of the
body perceived as the source of the pain.

Licensed Vocational Nurse (L\ Jpmeans < individual who has (1) specialized nursing training; (2)
vocational nursing experience; anc 3) 1s- v lictnsed to perform nursing service by the state in which he
or she performs such service.

Maximum Allowable G arge maans:
For Covered Services fi_ @« von-k articipating, the lesser of:
(a) The Usual, Customary and Rea' onable Charge (UCR):
The Usual, Customary ari’33¢ usonable (UCR) Charge is the lesser of:
(i) the charge generally made by a Physician or other supplier of services, medicines, or supplies; or
(ii) 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.

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
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
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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 coinsurance by the Covered Person.

(c) The Actual Billed Charges for the Covered Services:
The charges billed by the provider for Covered Services.

For Emergency Services rendered by Non-Participating Providers, the following rules apply:

1. Emergency Services received for an Emergency Medical Condition are covered under the HMO In-
Network benefit described in the HMO In-Network Evidence of Coverage issued to you separately.

2. Covered Services received in an Emergency Department that do not meet the definition of an
Emergency Medical Condition will be covered as indicated in the SCHEDULE OF BENEFITS (Who
Pay What) section.

IMPORTANT: Notwithstanding the foregoing, the Maximum Allowable Charge for a Hospital or other
licensed medical facility confinement may not exceed:

Hospital Routine Care Daily Limit: the Hospital's averagel emi-pr ate room rate Intensive
Daily Limit: the Hospital's average Int " sive Ca¢ = Unit room rate
Other licensed medical facility Daily Limit:  the facility's av('xrage semi-pri. ¥ . room rate

Maximum Benefit While Insured means the do! .« limitz .on o " overed Charges as shown in the

SCHEDULE OF BENEFITS (Who Pays What) sec ‘an # at will be paid for a Covered Person, while
covered under the Group Policy. Essential Heal. ‘Bene. 5, as defined under the Policy are not subject to
the Maximum Benefit While Insured.

Medical Foods means prescription meta. wifarmu as a..d their modular counterparts, obtained through a
pharmacy, that are specifically designatec. ana %= \wufactured for the treatment of inherited enzymatic
disorders caused by single gene ¢ acts involv d in the metabolism of amino, organic, and fatty acids and
for severe allergic conditions, if diag 10sc. "« a buard-certified allergist or board-certified gastroenterologist,
for which medically standard metht ds< i diagnosis, treatment, and monitoring exist. Such formula are
specifically processed or f7... . ated | e deficient in one or more nutrients. The formulas for severe food
allergies contain only £ ingularfarm' »lemental amino acids. The formulas are to be consumed or
administered enterally ¢ *hest .a a\ \be or oral route under the direction of an In-Network Physician. This
definition shall not be construed to 7 Jply to cystic fibrosis patients or lactose- or soy-intolerant patients.

Medically Necessary means services that, in the judgment of KPIC, are:

1. Essential 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;

5. Not provided solely for the convenience of the Covered Person or 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 services rendered or due to the Covered Person's condition and that the Covered

Person cannot receive safe and adequate care through outpatient treatment.

© N

The fact that a Physician may prescribe, authorize, or direct a service does not of itself make it Medically
Necessary or covered by the Group Policy.
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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 enrolliment 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 Dependent coverage

Medical Review Program means the organization or program that (1) evaluates proposed treatments
and/or services to determinate Medical Necessity; and (2) assures that the care received is appropriate
and Medically Necessary to the Covered Person’s health care needs. If the Medical Review Program
determines that the care is not Medically Necessary, Pre-certification will be denied. The Medical Review
Program may be contacted twenty-four (24) hours a day, seven (7) days a week.

Medical Social Services means those services provided by an individual who possesses a
baccalaureate degree in social work, psychology, or counseling, or the documented equivalent in a
combination of education, training, and experience. Such services are provided at the recommendation
of a Physician for the purpose of assisting a Covered Person or the family in dealing with a specific
medical condition.

Medicare means the Health Insurance for the Aged Act, Title XVIII of #/ ¢ Social Security Amendments of
1965, as then constituted or later amended.

Mental Health — Please refer to the definition of Behavioral Health, Me: »al Hel.ith and Substance Use
Disorder above.

Month means a period of time: (1) beginning with the 47 .«e < ated » thed Sroup Policy; and (2) terminating
on the same date of the succeeding calendar month< if the s cceea. , calendar month has no such date,
the last day of the month will be used.

Necessary Services and Supplies means Mea :a . Nec ssary Covered Services and supplies actually
administered during any covered confirement ¢\ av minisiered during other covered treatment. Only
drugs and materials that require superv. ‘v.par acminiciration by medical personnel during a covered
confinement or other covered treatment ai hcovy | as Necessary Services and Supplies. Necessary
Services and Supplies include, {Zpare not' mited to, surgically implanted prosthetic devices, blood,
blood products, and biological serc\ Tric "arm aces not include charges for: (1) Room and Board; (2) an
Intensive Care Unit; or (3) the servic 's £ a pii.ate duty nurse, Physician, or other practitioner.

Negotiated Rate meay s the feas Ki 'C has negotiated with a Provider to accept as payment in full for
Covered Services rende_2d+7 Cove =d'Persons.

Non-Participating Pharmaiws €eans 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 or In-Network Pharmacies.

Non-Participating Provider (Non-Preferred) 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 or In-Network 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.
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Out-of-Pocket Maximum means the maximum amount of Cost Share a Covered Person will be
responsible for in an Accumulation Period.

Palliative Services means those services and/or interventions which produce the greatest degree of
relief from the symptoms of a terminal Sickness.

Partial Hospitalization means continuous treatment for at least three (3) hours, but not more than
twelve (12) hours, in any 24-hour period.

Participating Pharmacy means a pharmacy which has a Participating Pharmacy agreement in effect
with KPIC at the time services are rendered. Please consult with Your group administrator for a list of
Participating Pharmacies.

Participating Provider means a health care provider duly licensed in the state in which such provider is
practicing, including a Primary Care Physician, Specialty Care Physician, Hospital, Participating
Pharmacy, laboratory, other similar entity under a written contract with a Participating Provider
Organization (PPO), KPIC or its Administrator. Please consult with Youz jroup administrator for a list of
Participating Providers.

Patient Protection and Affordable Care Act (PPACA) — means Title Y20 /1l of th®»Public Health Service
Act (PHS), as then constituted or later amended.

Percentage Payable means that percentage of Covered.Cha. =s to be naid by KPIC. The Percentage
Payable is applied against the Maximum Allowable Ch«" ge '« : CG »redd crvices.

Physician means a practitioner who is duly licensea' s a4 nysician in the state in which the treatment is
received. He or she must be practicing within\ . » scc, : of that license. The term does not include a
practitioner who is defined elsewhere in this DEF i *ONS ection.

Placement for Adoption means circums._acanlna r wii.ch a person assumes or retains a legal obligation
to partially or totally support a child in < ticipe's ) of the child’s adoption. A placement terminates
at the time such legal obligation tef .inates.

Plan/This health insurance plan | eal.s the part of the Group Policy that provides benefits for health
care expenses. If "Plan< .as a diffei_nt meaning for another section of this Certificate, the term will be
defined within that secti’ n and_that.me ning will supersede this definition only or that section.

Policyholder means the employ /(s) or trust(s) or other entity noted in the Group Policy as the
Policyholder who conforms t{'s" 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 than outpatient prescription drugs, made by the Medical
Review Program.

Pre-certification will not result in payment of benefits that would not otherwise be covered under the
Group Policy.

Preferred Brand Name Prescription Drug means a prescription drug that has been patented and is only
produced by one manufacturer and is listed in Our Preferred Drug List of preferred prescribed medication.

Preferred Drug List is a listing of preferred prescribed medications that are covered under Your group
coverage. Such listing is subject to change. Any product, which is not indicated in the listing or in
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updates thereof, will be considered a non-preferred medication. You may request a copy of the Preferred
Drug List, Our Formulary, by calling toll-free at 800-788-2949 Pharmacy Help Desk, Monday through
Friday.

Preferred Generic Prescription Drug means a prescription drug which does not bear the trademark of a
specific manufacturer. Such drug is also listed in Our Drug Formulary of preferred prescribed medication.

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« overed Services be incurred as a
result of Injury or Sickness will not apply to Preventive Care.

Primary Care Physician/Provider means a Physician or other licensec »rovic'.r specializing in internal
medicine, family practice, general practice, internal medicin{ »and pediatric.

Prosthetic Devices (External) means a device that isf uca. o ot hide < the body which replaces all or a
portion of a body part or that replaces all or porion of t' 2 func. 1 of a permanently inoperative or
malfunctioning body part. Examples of external pros »etia® "includes artificial limbs, parental and enteral
nutrition, urinary collection and retention systeri  »colo. 'my bags and other items and supplies directly
related to ostomy care and eyeware after cat ra 3 surg wy or eyeware to correct aphakia. Supplies
necessary for the effective use of prosthetic device are  \!'so considered prosthetics.

Prosthetic Devices (Internally implanted) »eariciy levice that replaces all or part of a body organ or that
replaces all or part of the functiorf 252 perma _=ntly inoperative or malfunctioning body organ. We cover
internally implanted prosthetic dev :es « yreplece the function of all or part of an internal body organ,
including internally implanted breas \prfsthescs following a covered mastectomy. The devices must be
approved for coverage urf.ci Vedice : and for general use by the Food and Drug Administration (FDA).
Examples of internally / aplantedsaros aetics include pacemakers, surgically implanted artificial hips and
knees and intraocular " xns« .7 Ps| :hiatric Care means direct or consultative services provided by a
psychiatrist, who is duly licensed k ' the State Board of Medical Examiner in accordance with applicable
Colorado law.

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 provided by a psychologist, who is licensed by
the State Board of Psychologist Examiners pursuant to applicable e Colorado law or a social worker, who
is licensed by the State Board of Social Work Examiners pursuant to applicable Colorado law.

Reconstructive Surgery means a surgery performed to correct or repair abnormal structures of the body
caused by congenital defects, developmental abnormalities, trauma, infection, tumors, or disease to do
either of the following: (1) to improve function; or (2) to create a normal appearance to the extent
possible.

Registered Nurse (RN) means a duly licensed nurse acting within the scope of his or her license at the
time the treatment or service is performed in the state in which services are provided.

Rehabilitation means services and devices provided to restore previously existing physical function which
has been lost as a result of illness or injury when a physician determines that therapy will result in a practical
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improvement in the level of functioning within a reasonable period of time.

Residential Treatment means Medically Necessary services provided in a licensed residential treatment
facility that provides 24-hour individualized Substance Use Disorder or Mental Health treatment. Services
must be above the level of custodial 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.

Nogkrwpdbr

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 prfvision of health care services,

including drugs, items, devices, and services that would otherwise be« overed under the plan or contract

if those drugs, items, devices, and services were not provided in 4 nnecti<.1 with an Approved Clinical

Trial program, including the following:

= Health care services typically provided absent a clinical trial.

= Health care services required solely for the provision of th(hinvestigationc ¢ ug, item, device, or service.

= Health care services required for the clinically appropriaw. ymonitorina of the investigational item or
service.

= Health care services provided for the preventia’. of co! plicat. 5 arising from the provision of the
investigational drug item, device, or service.

= Health care services needed for the reasor{ ‘e ar. " iecessary care arising from the provision of the
investigational drug, item, device, or service,  ac :ding  »e diagnosis or treatment of the complications.

Routine Patient Care Costs do not inclut. . ipcosts assc tiated with the provision of any of the following:

1. Drugs or devices that have not been a, »roveyt ¢ the federal Food and Drug Administration and that
are associated with the clinica/tial.

2. Services other than health care serv.ws, suc. »as travel, housing, companion expenses, and other non-

clinical expenses, that a Covert | P<.sor liay require as a result of the treatment being provided for
purposes of the clinica®™.. k.

3. Any item or service/ nat is pravide \solely to satisfy data collection and analysis needs and that is not
used in the clinical i anad _ner of.ne patient.

4. Health care services wnich, ex 2pt for the fact that they are not being provided in a clinical trial, are
otherwise specifically exg'sdat from coverage under the Group Policy.

5. Health care services customarily provided by the research sponsors free of charge for any enrollee in
the trial.

Sickness means an iliness or a disease of a Covered Person. Sickness will include congenital defects or
birth abnormalities.

Skilled Nursing Facility means an institution (or a distinct part of an institution) which:

1. provides 24-hour-a-day licensed nursing care;

2. has in effect a transfer agreement with one or more Hospitals;

3. is primarily engaged in providing skilled nursing care as part of an ongoing therapeutic regimen; and
4. is licensed under applicable state law.

Specialty Care Physician/Provider means a Physician or other licensed provider whose practice is
limited to a certain branch of medicine, which includes non-standard medical-surgical services because of
the specialized knowledge required for service delivery and management. Such services may include
consultations with Physicians other than Primary Care Physicians in departments other than those
listed under the definition of Primary Care Physician.
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Specialty Care Visits means consultations with Specialty Care Physicians.

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 (formerly referred to as Chemical Dependency) — Please refer to the definition
of Behavioral Health, Mental Health and Substance Use Disorder above.

Task Force means the U.S. Preventive Services Task Force, or any sud _essor organization, sponsored
by the Agency for Healthcare Research and Quality, the health serf.ces research arm of the federal
Department of Health and Human Services.

Telehealth means a mode of delivery of health care services thoug tele  mmunications systems,
including information, electronic, and communication technoif nies, to facilitc. ' (ne assessment, diagnosis,
consultation, treatment, education, care management, or_self-. \anagement of a covered person’s health
while the covered person is located at an originatingd.ite” nd . » prelder is located at a distant site.
Telehealth includes: (a) synchronous interactions;« ,) store and tc .ard transfers; and (c) health care
services provided through a HIPAA-compliant inter stived audio-visual communication or the use of a
HIPAA-compliant application via a cellular teleg. ne. " ehealth" does not include the delivery of health
care services via: (a) voice-only telephone comr. ui satior ar text messaging with a health care provider
via a cellular telephone; (b) facsimile machine; or \}) €. ctroriic mail systems.

Terminally Ill means that a Covered Percan's s expectancy, as determined by a Physician, is not
greater than six months.

Urgent Care means non-life threz =ni¢y mcuical and health services. Urgent Care services may be
covered under the Group< oicy the s ne as a Sickness or an Injury.

Urgent Care Facility Cc xtad Jiean. a legally operated facility distinct from a hospital emergency room, an
office or clinic legally operated to /' ovide health care services to diagnose and treat iliness or injury for
unscheduled ambulatory pat=#t seeking immediate medical attention.

Well-child Care Services means those preventive services and immunization services as set forth in the
BENEFITS/COVERAGE (What is 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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Surprise Billing -- Know your rights

Beginning January 1, 2020, Colorado state law protects you from "surprise billing”. This is sometimes called
“balance billing” and it may happen when you receive covered services, other than ambulance services,
from an out-of-network provider in Colorado. This law does not apply to all health plans and may not
apply to out-of-network providers located outside of Colorado. Check to see if you have a “ CO-DOI”
on your ID card; if not, this law may not apply to your health plan.

What is surprise/balance billing and when does it happen?

You are responsible for the cost-sharing amounts required by your health plan, including copayments,
deductibles and/or coinsurance. If you are seen by a provider or use services in a hospital or other type of
facility that are not in your health plan’s network, you may have to pay additional costs associated with that
care. These providers or services at hospitals and other facilities are sometimes referred to as “out-of-
network”.

Out-of-network hospitals, facilities or providers often bill you th'." diffex nce between what Kaiser
Permanente Insurance Company (KPIC) decides is the eligible charge' nd+ nat theaut-of-network provider
bills as the total charge. This is called ‘surprise’ or ‘balance’ billing.

When you CANNOT be balance-billed:

Emergency Services

When you receive services for emergency medical ¢ =e, uss ally the most you can be billed for emergency
services is your plan’s in-network cost-sharin »amo. =5, which are copayments, deductibles, and/or
coinsurance. You cannot be balanced-billed for a_y »ther mount. This includes both the emergency facility
and any providers you may see for emergency ca 2.

Non-emergency services at an In-Network™ x Gooaf- Network Facility

The hospital or facility must tell yomif you are* *.an out-of-network location or at an in-network location that
is using out-of-network providers. | \mic2lso te hyou what types of services may be provided by any out-
of-network provider.

You have the right to ¥ quest that ir. network providers perform all covered medical services. However,
you may have to receiv. . med s 'C vl es from an out-of-network provider if an in-network provider is not
available. When this hap.<iis, the/ nost you can be billed for covered services is your in-network cost
sharing amount (copayments, des .ctibles, and/or coinsurance). These providers cannot balance bill you.

Additional Protections

= KPIC will pay out-of-network providers and facilities directly. Again, you are only responsible for
paying your in-network cost-sharing for covered services.

= KPIC will count any amount you pay for emergency services or certain out-of-network services
(described above) toward your in-network deductible and out-of-pocket limit

= Your provider, hospital, or facility must refund any amount you overpay within 60 days of you
reporting the overpayment to them.

= A provider, hospital, or other type of facility cannot ask you to limit or give up these rights.

If you receive services from an out-of-network provider, hospital or facility in any OTHER situation,
you may still be balance billed, or you may be responsible for the entire bill. If you intentionally
receive non-emergency services from an out-of-network provider or facility, you may also be
balance billed.

If you do receive a bill for amounts other than your copayments, deductible, and/or coinsurance, please
contact us at the number on your ID card, or the Division of Insurance at 303-894-7490 or 1-800-930-3745.
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Ambulance Information: You may be balance billed for emergency ambulance services you receive if the
ambulance service provider is a publicly funded fire agency, but state law against balance billing does apply
to private companies that are not publicly funded fire agencies. Non-emergency ambulance services, such
as ambulance transport between hospitals, are not subject to the state law against balance billing, so if you
receive such services and they are not a service covered by KPIC, you may receive a balance bill.
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