0@ ®
i,
KAISER PERI\‘IIANENTE

Kaiser Permanente Insurance Company

Georgia

Dual Choice Preferred Piavigcer
Organization for SmanGroup
(Non-grandfathered Zoverage)

Certificate of Insurance

NOTICE

This document is a Sample Certificate of Insurance
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issued along with the Group Policy may vary from this
sample COIl. For example, this sample COIl does not
include any requested customization. This sample COI
may be updated at any time for accuracy to comply with
laws and regulations. The terms of any group's coverage
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KAISER PERMANENTE INSURANCE COMPANY
SCHEDULE OF COVERAGE

SMALL GROUP - DUAL CHOICE PPO PLAN
Metal Plan Designation: PLATINUM 0-0-20
OFF EXCHANGE

NOTE: Please read the following information carefully. It will help You understand how the provider You select can
affect the dollar amount You must pay.

You will be responsible for a larger portion of your bill and your out-of-pocket maximum may be more if you receive
care from an Out-of-Network Provider.

For a complete understanding of the benefits, exclusions and limitations applicable to Your coverage, this Schedule of
Coverage must be read in conjunction with the Certificate of Insurance.

Original Effective date of Insured Employee's insurance: On File

COVERED PERSONS: Em, ‘ayee an< Dependents (if elected)
Dependent Child Age Limit: 7 the »nd i the month in which child attains age 26
Student Age Limit: " 0 the e. 4 of the month in which child attains age 26
Domestic Partner: Not Eligible

MAXIMUM BENEFIT WHILE INSURED UNDER 7''E POL. Y.
Maximum Benefit While Insured " None

ACCUMULATION PERIOD Calendar Year
January-December

A IN-NETWORK PROVIDERS OUT-OF-NETWORK PROVIDERS
ACCUMULATION PERIOD OUT O. °7 _<ET

MAXIMUMS:
Self Only - For self-only enroliment (¢ "= .ay of
one Covered Person): $2,500 $7,500

Individual - For any one Covered Person in a
family of two or more Covered Persons: $2,500 $7,500

Family - For an entire family of two or more
Covered Persons: $5,000 $15,000

ACCUMULATION PERIOD DEDUCTIBLES:
Self Only - For self-only enroliment (a family of
one Covered Person): $0 $2,000

Individual - For any one Covered Person in a
family of two or more Covered Persons: $0 $2,000

Family - For an entire family of two or more
Covered Persons: $0 $4,000
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You must pay Covered Charges for Services You receive in the Accumulation Period until You reach the Deductible
amount shown here. This Policy will not begin to pay for your health care expenses until after Covered Charges exceed
the Deductible amount.

The Accumulation Period Deductible applies to all Covered Charges in the Out-of-Network Provider Tier incurred by a
Covered Person during an Accumulation Period unless otherwise indicated in this Schedule of Coverage.

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

NOTE:

e Deductibles including any benefit-specific deductibles, Copayments and Coinsurance for Covered Charges for Essential Health Benefits
apply toward satisfaction of the Out-of-Pocket Maximum.

e Covered Charges applied to satisfy the Deductible or the Out-of-Pocket Maximum at the In-Network Provider Tier will not be applied
towards satisfaction of the Deductible or the Out-of-Pocket Maximum at the Out-of-Network Provider Tier. In addition, Covered Charges
applied to satisfy the Deductible or the Out-of-Pocket Maximum at the Out-of-Network Provider Tier will not be applied towards
satisfaction of the Deductible and the Out-of-Pocket Maximum at the In-Network Provider Tier.

e Charges in excess of the Benefit Maximum or Maximum Allowable Charge or any ch7' ge over and beyond any benefit limit, penalties
for not obtaining Precertification, and charges for non-covered services will not be: pplied toward satisfaction of the Deductible or the
Out-of-Pocket Maximum.

e  Your Coinsurance is based upon the Maximum Allowable Charge for a Covered Se. ‘= . (Refer* ‘the definition of Maximum Allowable
Charge shown in the General Definitions Section of the Certificate of Insurance).

e Deductibles, Coinsurance and Copayments do not apply to Preventive Be. fits including 1. se required under the Patient Protection and
Affordable Care Act (PPACA) under the In-Network Provider Tier of%is Pr > .polan. Pr' ventive Benefits required under the PPACA and
other Preventive Benefits that are received at the Out-of-Netwr . Prov fYer 1. - k" wever, may be subject to Deductible, Coinsurance
and Copayments to the extent allowed by federal and state & 's. Cove :d non-p.eventive services provided during a preventive exam
may be subject to the Deductible and applicable Coinsurar e or « o< ,ment

IMPORTANT: Please read the section in your Certificate of | su >nce . garding Precertification carefully. All inpatient admissions
and select outpatient procedures may be subject to & -ertificc ion. 'f Precertification is not obtained when required or the terms of
Precertification are not complied with we will deny the A, “>r ¢ ayment.

YOU PAY YOU PAY
COVERED SERVICES -NETWORK PROVIDERS OUT-OF-NETWORK
PROVIDERS
NETWORK PROVIDERS
OUTPATIENT SERVICES:
Primary Care: $20° Copayment per visit $40 Copayment per visit 30%
Leductible does not apply Deductible does not apply
Specialty Care: $40 Copayment per visit $60 Copayment per visit 30%
Deductible does not apply Deductible does not apply
Integrated Behavioral Health No Charge 30%
Consultation: Deductible does not apply

Telemedicine and Telehealth

Visits:
Primary Care™: No charge $40 Copayment per visit 30%
Deductible does not apply Deductible does not apply
*Includes Telemedicine and Telehealth services obtained from a Mental Health or
Chemical Dependency Provider
Specialty Care: No charge $60 Copayment per visit 30%

Deductible does not apply Deductible does not apply
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YOU PAY
IN-NETWORK PROVIDERS

YOU PAY

OUT-OF-NETWORK
PROVIDERS

COVERED SERVICES

KAISER PERMANENTE

NETWORK PROVIDERS

Injection Visits (other than
Immunization) including Allergy
Injection

PROVIDERS

Primary Care: $20 Copayment per visit $40 Copayment per visit 30%
Deductible does not apply Deductible does not apply
Specialty Care: $40 Copayment per visit $60 Copayment per visit 30%
Deductible does not apply Deductible does not apply
Allergy Testing (performed in
Office Setting or Outpatient $40 Copayment per visit $60 Copayment per visit 30%
Hospital Setting): Deductible does not apply Deductible does not apply
Allergy Serum: No Charge 30%
Deductible does not apply
Laboratory Services No Charge 30%
Deductible does not apply
Radiology Services other than No Charg - 30%
High Tech Radiology Services Deductible deas nc apply
Diagnostic Mammogram "o Charr : 30%
after screening Deductib. do7 . not apply
Diagnostic Breast » 2 Che ne 30%
Ultrasound after screening Deduc ‘ble 'oes not apply
High Tech Radiology Services W
(e.g. MRI's, CTs, PET, Myelogram $1. 2 Copayment per scan 30%
and Nuclear Medicine scans): DNeductible does not apply
Diagnostic Breast MRI and No Charge 30%
screening Deductible does not apply
Chemotherapy, Radiation and $40 Copayment per visit 30%
Infusion Therapy: Deductible does not apply
Chiropractic Care $40 Copayment per visit 30%

(spinal manipulation only) Deductible does not apply

Limited to a combined Benefit Maximum of 20 visits per Accumulation Period.

$250 Copayment per visit 30%
Deductible does not apply

Outpatient Surgery (includes
Facility and Professional
Charges):

$250 Copayment per visit 30%
Deductible does not apply

Hospital Outpatient (includes
Facility and Professional
Charges):

INPATIENT SERVICES
Hospital (includes Facility and
Professional Charges):

$500 Copayment per day 30%
Deductible does not apply

GC-DCH-PPO-SG-SOC-GA-2023-NGF 3 SG Platinum-0-0-20 *23P0/230A*



COVERED SERVICES

YOU PAY
IN-NETWORK PROVIDERS

KAISER PERMANENTE

NETWORK PROVIDERS

YOU PAY

OUT-OF-NETWORK
PROVIDERS

Maternity Services (includes
Facility and Professional
Charges):

PROVIDERS

$500 Copayment per day
Deductible does not apply

30%

AMBULANCE SERVICES

Ambulance (per trip):

$350
Deductible does not apply

Covered at the In-Network
Provider benefit level
regardless of Provider

Non-Emergency Ambulance
(per trip):

AUTISM SPECTRUM DISORDER
SERVICES:

$350
Deductible does not apply

Covered at the In-Network
Provider benéfit level
regardless of Provider

Applied Behavior Analysis
Program (Limited to Children
through age 20):

No Charge
Deductible does not apply

30%
Deductible does not apply

Speech Therapy (Limited to $40 Copaymen. »er visit 30%
Children through age 20): Deductible da~s nc apply

Physical and Occupational

Therapy (Limited to Children $40 CopL ‘m< it per visit 30%

through age 20):

CLINICAL TRIALS

Dec . ‘ible « es not apply

Deductic >, <anay 1ents and Coinsurance are based on setting where Covered

Services are received.

DENTAL SERVICES B
Accidental injury to teeth: 40% 40%
Treatment of TMJ and CMJ: 40% 40%
Pediatric Dental (Children covered
up to the end of the month they
turn 19 years of age):
X-rays, Exams, Cleanings, No Charge No Charge
Sealants Deductible does not apply Deductible does not apply
Basic Services: 40% 40%
Major Services: 40% 40%
Orthodontics (Medically 40% 40%
Necessary):
DIALYSIS CARE
Dialysis: $40 Copayment per visit 30%

GC-DCH-PPO-SG-SOC-GA-2023-NGF
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YOU PAY YOU PAY
COVERED SERVICES IN-NETWORK PROVIDERS OUT-OF-NETWORK

PROVIDERS
KAISER PERMANENTE NETWORK PROVIDERS

PROVIDERS

DURABLE MEDICAL EQUIPMENT

(DME)
Durable Medical Equipment 30% 30%
(DME): Deductible does not apply
Ultraviolet Light Therapy
System (Light box) for No Charge 30%
Psoriasis and Atopic Dermatitis Deductible does not apply
EMERGENCY SERVICES
Emergency Room Visits (per $350 Covered at the In-Network
visit): Deductible does not apply Provider benefit level

regardless of Provider

HEARING SERVICES
Hearing exams and tests $40 Copayment per visit $60 Cope: .nent per visit 30%
Deductible does not apply Deductik’ : does .ot apply

Pediatric Hearing Aid(s) and
services for children through age 30% 40%
18: Deductible doas nc apply Deductible does not apply
Pediatric hearing aids ar ser. zes. nite? .0 a Benefit Maximum of $3,000 per hearing
im: iired . every 48 months.

HOME HEALTH CARE )
Home Health Care: » 2 Che e 30%
Deduc ible Yoes not apply
Limited to . ~hine ! Beiefit Maximum of 120 visits days per Accumulation Period.

HOSPICE CARE
Hospice: No Charge 30%
Leductible does not apply

INFERTILITY SERVICES N
Infertility Services: $40 Copayment per visit 30%
Deductible does not apply

MENTAL HEALTH AND
CHEMICAL DEPENDENCY

SERVICES
Outpatient
Individual visits: $20 Copayment per visit $40 Copayment per visit 30%
Deductible does not apply Deductible does not apply
Group visits $10 Copayment per visit $20 Copayment per visit 30%
Deductible does not apply Deductible does not apply
Medication visit: $20 Copayment per visit $40 Copayment per visit 30%
Deductible does not apply Deductible does not apply
Partial Hospitalization: No Charge 30%
Deductible does not apply
Intensive Outpatient No Charge 30%
Therapy Programs: Deductible does not apply
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YOU PAY YOU PAY
COVERED SERVICES IN-NETWORK PROVIDERS OUT-OF-NETWORK
PROVIDERS
KAISER PERMANENTE NETWORK PROVIDERS
PROVIDERS
Neurophysiological and No Charge 30%
psychological testing: Deductible does not apply
Electroconvulsive treatment: No Charge 30%
Deductible does not apply
Inpatient
Hospital (includes Facility $500 Copayment per day 30%
and Professional Charges): Deductible does not apply
PREVENTIVE VISITS AND
SERVICES
Preventative Care:
Exams
Primary Care Visit: No Charge 30%
Deductible does not apy. -
Specialty Care Visit: No Charge 30%
Deductible does'. ~t apply
Well Child Exams Ne Char » 30%
(through age 5) Deduct” e does 1ot app., Deductible does not apply
Well Child Exams No L arge 30%
(age 6 through 21) Dedt ~ti. "= doc .not apply
Screening: .'o Cnarge 30%

Health Promotion:

Certain Prescribed and
Over the Counter Drugs and
Contraceptives:

Disease Prevention:

‘2duc.’ 2 does not apply

No Charge
Deductible does not apply

No Charge
Deductible does not apply

No Charge
Deductible does not apply

See General Benéefits
section for a list of services
not subject to Deductible

30%

30%

30%

See General Benéefits
section for a list of services
not subject to Deductible

Other Covered Preventive Care:

Routine Adult Physical
Exams
Primary Care Visit:

GC-DCH-PPO-SG-SOC-GA-2023-NGF

No Charge
Deductible does not apply

30%

Limited to a combined Benefit Maximum of 1 visit (also combined with Specialty Care

Visit) per Accumulation Period.
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COVERED SERVICES

YOU PAY
IN-NETWORK PROVIDERS

YOU PAY

OUT-OF-NETWORK

PROVIDERS

KAISER PERMANENTE NETWORK PROVIDERS

Specialty Care Visit:

Preventive Care DME

Blood Pressure Monitors
for Hypertension:

Preventive Care Labs and
Screening

Prostate specific antigen
(PSA) test

Tobacco Cessation Drugs
for Pregnant Women

Iron Deficiency Anemia
Screening for Pregnant
Woman

PROSTHETIC DEVICES AND
ORTHOTICS

PROVIDERS

No Charge 30%
Deductible does not apply
Limited to a combined Benefit Maximum of 1 visit (also combined with Primary Care

Visit) per Accumulation Period.

30% 30%
Deductible does not apply
No Charge 30% 30%
Deductible does not apply
No Charge 30%
Deductible does not apply
No Charge 30%

Deductible does not applv

No Charge 30%
Deductible does not apply

No< iiav 2 30%
Deducti* ¢ does .ot ap,

Prosthetic Devices (External)
and Orthotics (P&O):

20% 30%
2~duchle G ses not apply

Internally Implanted Prosthetics:

RECONSTRUCTIVE SURGERY

Same as setting where
surgery performed.

“ame as ¢ ‘ting where surgery performed.

REHABILITATION SERVICES AND
HABILITATIVE SERVICES

Nedi tible, Copayments and Coinsurance are based on setting where Covered
Services are received.

Habilitative Services
Speech Therapy:

Physical and Occupational
Therapy:

$40 Copayment per visit 30%
Deductible does not apply
Limited to a combined Benefit Maximum of 40 visits per condition Accumulation Period.

$40 Copayment per visit 30%
Deductible does not apply
Limited to a combined Benefit Maximum of 40 visits (combined between Physical and
Occupational Therapy) per Accumulation Period.

Rehabilitative Services
Outpatient:
Speech Therapy:

GC-DCH-PPO-SG-SOC-GA-2023-NGF

$40 Copayment per visit 30%
Deductible does not apply
Limited to a combined Benefit Maximum of 40 visits per condition Accumulation Period.
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COVERED SERVICES

Physical and
Occupational Therapy:

Pulmonary Therapy:

Cardiac Rehabilitation:

Cognitive Therapy for
Traumatic Brain Injury

Multi-disciplinary
Rehabilitation:

Inpatient:
Multi-disciplinary
Rehabilitation in a
Comprehensive
Rehabilitation Facility:

SKILLED NURSING FACILITY
CARE

YOU PAY YOU PAY

IN-NETWORK PROVIDERS OUT-OF-NETWORK

PROVIDERS
KAISER PERMANENTE NETWORK PROVIDERS
PROVIDERS
$40 Copayment per visit 30%
Deductible does not apply
Limited to a combined Benefit Maximum of 40 visits (combined between Physical and

Occupational Therapy) per Accumulation Period.

$40 Copayment per visit 30%
Deductible does not apply

$40 Copayment per visit 30%
Deductible does not apply

$40 Copayment per visit 30%
Deductible does not apply

No Charge 30%
Deductible does not applv

$500 Copayment, >r day 30%
Deductibles .ue. not'¢ »oly

Skilled Nursing Facility:

TRANSPLANT SERVICES

3 20 pe day 30%
Dedu tibic does not apply
Limitec =, »comi ‘nea Senefit Maximum of 150 days per Accumulation Period

Transplants:

URGENT CARE

C duc. '~ Cop ayments and Coinsurance are based on setting where Covered
Services are received.

Urgent Care:

VISION SERVICES

»40 L Tpayment per visit $80 Copayment per visit 30%
Dedur ble does not apply Deductible does not apply

Adult Routine Eye Exam:

$20 Copayment per visit 30%
Deductible does not apply
Limited to a combined Benefit Maximum of 1 visit per Accumulation Period.

Pediatric Routine Eye Exam
(Children through age 18):

$20 Copayment per visit 30%
Deductible does not apply
Limited to a combined Benefit Maximum of 1 visit per Accumulation Period.

Pediatric Eyeware
(Children through age 18):

GC-DCH-PPO-SG-SOC-GA-2023-NGF

No Charge No Charge
Deductible does not apply Deductible does not apply
Limited to a combined Benefit Maximum of one (1) pair of lenses and frames or covered
contact lenses per Accumulation Period.
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YOU PAY YOU PAY
COVERED SERVICES IN-NETWORK PROVIDERS OUT-OF-NETWORK

PROVIDERS
KAISER PERMANENTE NETWORK PROVIDERS

PROVIDERS

OTHER COVERED SERVICES
Other Covered Services *: 0% 30%
Deductible does not apply

*Other Covered Services refers to Covered Services listed under the GENERAL
BENEFITS Section of the Cetrtificate of Insurance that are not detailed under the
Schedule of Coverage (SOC). Unless otherwise stated, Percentage Payable for other
Covered Services is as shown above.
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PHARMACY SERVICES

KAISER PERMANENTE

OUT-OF-NETWORK

(per prescription):

Deductible does not apply

Deductible< ves not apply

PHARMACY D PHARMACY
Outpatient Prescription Drug Benefit

Tier 1 - Generic Preventive $5 $15 30% tt
(per prescription): Deductible does not apply Deductible does not apply
Tier 2 - Generic Preferred $10 $20 30% tt
(per prescription): Deductible does not apply Deductible does not apply
Tier 3- Brand Preferred Drugs $40 $60 30% tt
(per prescription): Deductible does not apply Deductible does not apply
Tier 4 - Generic/Brand Non-
Preferred Drugs (per $60 $90 30% Tt
prescription): Deductible does not apply Deductible does not apply
Tier 5 - Specialty Drugs (per 25% 35% 30% tt
prescription): Deductible does not apply Deductible does not apply

Oral Chemotherapy Drugs 25% 35¢ 30% tt

Maximum Cost Sk e of $7 JO per prescription.

Maximum Daily Supply:

Subject to a dispensing limit of the lesser ¢ 30-d=

amount of prescribed drugs an< certain suppli.

Subject to a dispensing lir

<L \O'OL

and 30-day supply at a7, other’ harmec

Note: The 90-day’ ‘nen:

supply or the standard prescription

supr y at 3 times the cost share at Plan Pharmacy

5 limit does not apply to prescribed birth control pills that are

covered under this' ¢ ~v. < ch birth control pills are subject to a 6-month dispensing

limit.

Mail Services:

For a 90-day + »ply, ©" d
attw 2 times v »
corre. Y0hw. ™.sing.
Copay. 'er” oru..
_oplical. . Coinsurance
per.rresc ‘otion, as shown
-UVE, suuject to any
applic’ ole Deductible.

For a 90-day supply, filled
at three (3) times the
corresponding single
Copayment, or the
applicable Coinsurance
per prescription, as shown
above, subject to any
applicable Deductible.

For a 30-day supply, filled
at the applicable
Coinsurance per
prescription, as shown
above, subject to any
applicable Deductible.

Mail Services are subject to the same Maximum Daily Supply, as shown above.

11 A Medimpact claim form is required for prescriptions filled at Out-of-Network pharmacies. Reimbursement of claims for
prescriptions filled at Out-of-Network pharmacies is based on the Percentage Payable of the Maximum Allowable Charge, less the
corresponding Cost Share at the Out-of-Network pharmacy.
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KAISER PERMANENTE INSURANCE COMPANY
One Kaiser Plaza
Oakland, California 94612

CERTIFICATE OF INSURANCE

This Certificate describes benefit coverage funded through a Group Insurance Policy (Group Policy)
issued to Your group by Kaiser Permanente Insurance Company (KPIC). It becomes Your Certificate
of Insurance (Certificate) 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. This Certificate along with the Group Application form forms the remainder of the
Group Policy. The provisions set forth herein, are incorporated into, and made part of, 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 #>vern. The Group Policy and
the Certificate are governed by the laws of the state in which the 7 ;oup Policy was delivered. The
Group Policy may be amended at any time without Your conse’ or pr’ .r notice to You. Any such
amendment will not affect a claim starting before the amendmen. 2" _s effer". The Group Policy is
available for inspection at the Policyholder’s office.

This Certificate automatically supersedes and replace=.any nd all ¢7 rtificates that may have been
issued to You previously for the coverage describe  nherc n.

In this Certificate, Kaiser Permanente Insurans= Co: »- .y will be referred to as: “KPIC”, “We", “Us”,
or “Our”. The Insured Employee will be refe. « ‘toa “You” or “Your”.

This Certificate is important to You & . “our t mil, Please read it carefully and keep it in a safe
place.

Please refer to the Genera. L.. “*tation. and Exclusions section of this Certificate for a
description of this plan’s ge era' ... "*ations and exclusions. Likewise, the Schedule of
Coverage contains sp~ "“< limi. ' .ons for specific benefits.

Your coverage und v th- _ro. 2 Folicy includes coverage for Covered Services received from
In-Network and Out-ut-Netw rk Providers. The provider You select can affect the dollar
amount You must pay..”~ (ify the current participation status of a provider, please call the
toll-free number listed in the In-Network Provider directory.

If You have an emergency, call 911, or go to the nearest emergency facility. If You receive
Emergency Services from an Out-of-Network Provider, and You cannot reasonably reach an
In-Network Provider, such emergency care rendered in the course of the emergency will be
reimbursed at the In-Network Provider level.

IMPORTANT: If Precertification with KPIC is not obtained when required, or the terms of
Precertification are not complied with, we will deny the claim for payment and You will be
responsible for the cost of the service. Please refer to the PRECERTIFICATION section for a
detailed discussion of the Precertification process.

Note: If You are insured under a separate group medical insurance policy, You may be subject
to coordination of benefits as explained in the COORDINATION OF BENEFITS section.
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The sections of the Certificate appear in the order set forth below.

Schedule of Coverage*

CERTIFICATE OF INSURANCE ........cccooiiuiiiuiiieiieciseiec et 3
INTRODUCTION .....ooicuiiiiiiiiiiiieiiesitite et 7
GENERAL DEFINITIONS .........coieiiiiiiiiieiiie e 9
ACCESS TO CARE.........ccccuiiiiniiiies i s 34
PRECERTIFICATION.........ccocoemiiumiieieiieiies e 37
DEDUCTIBLES AND MAXIMUMS.........cccciemiinnniinniises i 41
GENERAL BENEFITS........cccccmiiiiiiiniiines i 44
GENERAL LIMITATIONS AND EXCLUSIONS .........ccccoiiemieeniininniiesiesiesies i, 78
FEDERAL CONTINUATION OF COVERAGE PROVISIONS (COBRA) .........ccccceiiiiiiiiisiisiise i, 81
CONTINUATION OF MEDICAL EXPENSE BENEFITS REQUIRED BY STATE LAW................c...e.nee. 84
COORDINATION OF BENEFITS ........o.cocoiinemiinniiiesiinsiisssieescsesisesies . ieeiisseissssiissssissss i 85
CLAIMS AND APPEALS PROCEDURES.............coovceeiiineeiiieniiieenienn e, rrissreiesssiessiesssieseieee 88
INDEPENDENT EXTERNAL REVIEW PROCESS..........cccocovieiiieiiient riieen i 105
IMPORTANT NOTICE REGARDING YOUR HEALTH INSURANCE C. Y =RAGF _............ccceeineennnenne 108
GENERAL PROVISIONS .........cccceiieiienieiierienieciec e e W AT 109

*Please consult with Your group administrator if the<~ ‘hea. ‘= of Cc' erage was not included when
this Certificate was issued to You.
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INTRODUCTION

This Certificate includes a Schedule of Coverage 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.

This Certificate uses many terms that have very specific definitions for the purpose of the Group
Policy. These terms are defined in the General 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.

Introduction To Your Plan

This Certificate describes the KPIC Preferred Provider Organization (PPO) plan. It is important that
You reference the Schedule of Coverage to determine the plan type  i«der which You are covered.

Please read the information in the ACCESS TO CARE section c2 _rully.’ will help You understand
how the provider You select can affect the dollar amount You m. ~t r .y.

Who Can Answer Your Questions?

For assistance with questions regarding Your c7 ci. te, « 'ch 7 Your benefits, Your current
eligibility status, or name and address changes, » case h ve Yo. D card available when You call:

For coverage, eligibility, name or address ch. e ca. (-855-364-3185, 711 (TTY)
Or You may write to the Administrator
Kaiser Foundai. 'n Hec .h Plan of Georgia, Inc.
P.C Box 190849
/oo 2, GA 31119-0849

For information or ver .ication of € gibility of coverage, please call the number listed on Your ID
card.

For information or verifica®ion_t eligibility of coverage, please call the number listed on Your ID
card.

If You have any questions regarding services, facilities, or care You receive from an In-Network
Provider, please call the toll-free number 1-855-364-3185, 711 (TTY) or visit www.kp.org/dualchoice-

georgia.

If You have any questions regarding Pediatric Dental services, or care You receive from a Delta
Dental Provider, please call the toll-free number 1-800-929-2309, 711 (TTY) Monday - Friday 8 a.m.
to 6 p.m.

For Precertification of Covered Medical Services or Utilization Review please call the number listed
on Your ID card or: 1-800-221-2412,711 (TTY).

For Precertification of Covered Pharmacy Services or Utilization Review please call the number listed
on Your ID card or: 1-800-788-2949,711 (TTY).
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GENERAL DEFINITIONS

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.

Accumulation Period means the time period set forth in the Schedule of Coverage.

Active Service means that a Covered Person: 1) is present at work with the intent and ability to work
the scheduled hours; and 2) is performing in the customary manner all of the regular duties of his
or her employment.

Administrator means Kaiser Foundation Health Plan National Claims Administration P.O. Box
370010 Denver, CO 80237-3150 for claims administration KFHP GA for premium billing MedImpact
Healthcare Systems, Inc P.O. Box 509098 San Diego, CA 92159-9098 *~r Outpatient pharmacy claim
administration and Delta Dental P.O. Box 997330, Sacramento, CA“ <105 for Pediatric Dental Claims
and refers to the administrator of the Group Policy only. KPI reser s the right to change the
Administrator at any time during the term of the Group Policy v« “h< it prior' notice. Neither KPIC
nor its Administrator is the administrator of Your employee benefit pi 2 ast" atterm is defined under
Title 1 of the Employee Retirement Income Security Act ¢ 11974 (ERISA, .s then constituted or later
amended.

Air Ambulance Service means medical transpor’ 9y a re¢ ary wii 4 air ambulance, or fixed wing air
ambulance, as defined under applicable federal lav .f~ patients.

Ancillary Services means for purposes of detc :-n. ~ing hen no surprise billing federal notice and

consent requirements apply to the ¥ wing “ove =d Services rendered by an Out-of-Network

Provider in an In-Network facility:

1. items and services related teremergen. « meuicine, anesthesiology, pathology, radiology, and
neonatology, whether provid. 4, »nhys. ‘an or non-physician practitioner.

2. items and services provided by 13ss’ _(ai.. surgeons, hospitalists, and intensivists.

3. diagnostic services, ir” . ing ra_ology and laboratory services; and

4. items and services p ovided.hv ar. Jut-of-Network Provider if there is no In-Network Provider who

can furnish such item' << ./ice ¢« such In-Network facility.

Affordable Care Act (ACA., _ans Title XXVIl of the Public Health Services Act (PHS), as then
constituted or later amended. It is also known as the Patient Protection and Affordable Care Act
(PPACA).

Applied Behavior Analysis (ABA) means the design, implementation, and evaluation of
environmental modifications using behavioral stimuli and consequences to produce socially
significant improvement in human behavior, including the use of direct observation, measurement,
and functional analysis of the relationship between environment and behavior. ABA must be
provided by a person professionally certified by a national board of behavior analysts or performed
under the supervision of a person professional certified by a national board of behavior analysts and
is typically provided in the home.

Autism Spectrum Disorder means autism spectrum disorders as defined by the most recent edition
of the Diagnostic and Statistical Manual of Mental Disorders.
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GENERAL DEFINITIONS

Benefit Maximum means a maximum amount of benefits that will be paid by KPIC for a specified
type of Covered Charges incurred during a given period of time. Applicable Benefit Maximums are
contained within the text of this Certificate and/or are shown in the Schedule of Coverage. When a
Benefit Maximum is reached, additional Expenses Incurred for the specific benefit, or class of
benefits, do not qualify as Covered Charges and will not be applied toward satisfaction of the
Accumulation Period Deductible and Out-of-Pocket Maximum. Benefit Maximum does not apply to
Essential Health Benefits, as defined under the Policy.

Birth Center means an outpatient facility which:

1. complies with licensing and other legal requirements in the jurisdiction where it is located;

2. is engaged mainly in providing a comprehensive Birth Services program to pregnant
individuals who are considered normal to low risk patients;

3. has organized facilities for Birth Services on its premises;

4. has Birth Services performed by a Physician specializing in obstetrics and gynecology, or at his
or her direction, by a Licensed Midwife or Certified Nurse Midwife; and has 24-hour-a-day
Registered Nurse services.

Birth Services/Maternity Care Services means antepartum (. fore< abor); intrapartum (during
labor); and postpartum (after birth) care. This care is given w: » .espec* (0: 1) uncomplicated
pregnancy and labor and delivery; and 2) spontaneous vaginal deli. ry.< senefits payable for the
treatment of Complications of Pregnancy will be coverea = the same L .sis as a Sickness.

Brand Name Prescription Drug means a prescr stion ¢ ug t. * nas been patented and is only
produced by one manufacturer under that name « :trac” mark.

Brand Non-Preferred Drug means a prescriptic 1y« g ti. t has been patented and is only produced
by one manufacturer and is listed by !s as a « ug »ot preferred or favored to be dispensed.

Brand Preferred Drug means a prescriptic ~druy  .at has been patented and is only produced by
one manufacturer and is listed », "'s as a ¢ g preferred or favored to be dispensed.

Calendar Year means a p~=ind of = z: (1) beginning at 12:01 a.m. on January 1st of any year; and
(2) terminating at midr’ ght on Dece aber 31st of that same year.

Certified Nurse-Midwite or Licens :d Midwife means any person duly certified or licensed as such in
the state in which treatment ie” cceived and is acting within the scope of his or her license at the
time the treatment is performed.

Certified Nurse Practitioner means a Registered Nurse duly licensed in the state in which the
treatment is received who has completed a formal educational nurse practitioner program. He or
she must be certified as such by the: 1) American Nurses' Association; or 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.

Chemical Dependency/Substance Abuse means the addictive relationship with any drug or alcohol
characterized by either a physical or psychological relationship, or both, that interferes with the

person’s social, psychological, or physical adjustment to common problems on a recurring basis.
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GENERAL DEFINITIONS

Chemical dependency does not include addiction to, or dependency on, tobacco, tobacco products
or foods.

Clinical Nurse Specialist means any licensed RN who holds: (1) a master's degree from a Board of
Nursing-approved program which prepares the nurse to provide advanced clinical nursing services;
or (2) specialty certification from the American Nurses Association acceptable to the Board of
Nursing.

Clinical Trial Programs for Treatment of Children’s Cancer means a Phase Il and Il prescription drug
clinical trial program in the state of Georgia, as approved by the federal Food and Drug
Administration or the National Cancer Institute for the treatment of cancer that generally first
manifests itself in children under the age of 19 and that:

1. Tests new therapies, regimens, or combinations thereof against standard therapies or regimens
for the treatment of cancer in children;

2. Introduces a new therapy or regimen to treat recurrent cancer in< nildren; or

3. Seeks to discover new therapies or regimens for the treatme’ . of cancer in children which are
more cost effective than standard therapies or regimens; arni

4. Has been certified by and utilizes the standards for acceptable |« (ocols< stablished by the:
a. Pediatric Oncology Group;
b. Children's Cancer Group; or
c. Commissioner

Coinsurance means a percentage of charges that ‘ou m* ,t pay wnen You receive a Covered Service
as described under the GENERAL BENEFITS - <tioi. ~ d the Schedule of Coverage, usually after the
Deductible that You are required to pay. Coins 1 ace @ ~ountis applied against the Covered Charge.
The percentage of Covered Charges to_be paid w . e Ccvered Person is the difference between the
Percentage Payable by KPIC and the v~ ~um ; llow. .ble Charge.

Community Mental Health Faci’ . =means < ‘acility approved by a regional health planning agency
or a facility providing services ur, 'er a . ™mu.iity mental health board established under applicable
federal and state laws.

Complications of Pr( ynanc ~ea s 1) conditions requiring hospital confinement when the
pregnancy is not term.  _d ano whose diagnoses are distinct from pregnancy but are adversely
affected by pregnancy or are 7 used by pregnancy, such as acute nephritis, nephrosis, cardiac
decompensation, missed auo.uon, pre-eclampsia, intrauterine fetal growth retardation, and similar
medical and surgical conditions of comparable severity; 2) ectopic pregnancy which is terminated.
Benefits payable for the treatment of Complications of Pregnancy will be covered on the same basis
as Sickness.

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.

Comprehensive Rehabilitation Facility means an inpatient or outpatient facility primarily engaged
in providing diagnostic, therapeutic and restorative services through licensed health care
professionals to injured, ill, or disabled individuals. This 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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GENERAL DEFINITIONS

Confinement means physically occupying a room and being charged for room and board in a
Hospital or other covered facility on a 24 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 Coverage, which is to
be paid by the Insured for a Covered Service directly to a provider usually at the time the health care
is rendered. Copayments are applied on a per visit or per service basis. All Copayments applicable
to the Covered Services are shown in the Schedule of Coverage

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

Cost Share means a Covered Person's share of Covered Charges. Cost Share includes and is
limited only to the following: 1) Coinsurance; 2) Copayment; 3) Deductible; and any benefit-specific
deductible incurred by a Covered Person.

Covered Charge(s) means the Maximum Allowable Charge for ¢ ‘over 1 Service.

Covered Person means a person covered under the terms of the C ~ur ?olicy and who is, duly
enrolled as an Insured Employee or Insured Dependent u. ‘er the Plan.". .iso, sometimes referred to
as member. No person may be covered as both an Ir= ad . aploye< and a Dependent at the same
time under a single Group Policy.

Covered Services means those services or st nlies * .reatment which a Covered Person is entitled
to receive pursuant to the Group Policy and ar. « finec nd listed under the section of this Certificate
entitled GENERAL BENEFITS.

Creditable Coverage means coverage ur. '2r o. f the types of plans with no more than 90- day

gap in coverage:

1) Any individual or group pc ‘cy, « =trac,, or program that is written or administered by a

disability insurer, health care ¢ \nn< Ce plan, fraternal benefits society, self-insured employer plan,

or any other entity< .1 uus stat. or elsewhere, and that arranges or provides medical, hospital,

and surgical covel ge ne’ =ig. 2d to supplement other plans. The term includes continuation

or conversion cove _. but ¢ res not include accident only, credit, disability income, Champus

supplement, Medicare sur' iement, long-term care, dental, vision, coverage issued as a

supplement to liability ..ourance, insurance arising out of a workers' compensation or similar

law, automobile medical payment insurance, or insurance under which benefits are payable with

or without regard to fault and that is statutorily required to be contained in any liability insurance

policy or equivalent self-insurance.

The federal Medicare program pursuant to Title XVIII of the Social Security Act.

The Medicaid program pursuant to Title XIX of the Social Security Act.

4) Any other publicly sponsored program, provided in this state or elsewhere, of medical,
hospital, and surgical care.

5) A health plan offered under 10 U.S.C.A. Chapter 55 (commencing with Section 1071)
(CHAMPUS).

6) A medical care program of the Indian Health Service or of a tribal organization.

7) A state health benefits risk pool.

8) A health plan offered under 5 U.S.C.A. Chapter 89 (commencing with Section 8901) (FEHBP).

9) A public health plan as defined in federal regulations authorized by Section 2701(c)(1)(l) of the
Public Health Service Act, as amended by Public Law 104-191.

10) A health benefit plan under Section 5(e) of the Peace Corps Act (22 U.S.C.A. 2504)).

w N
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GENERAL DEFINITIONS

Deductible means the amount of Covered Charges a Covered Person must incur, while insured under
the Group Policy, before any benefits will be payable during that Accumulation Period.

Some Covered Services are subject to additional or separate or benefit-specific deductible amounts
as shown in the Schedule of Coverage.

Dental Provider means a person licensed to practice dentistry. A Dental Provider shall also include
a dental partnership, dental professional corporation or dental clinic.

Dependent means a person designated by the Insured Employee as entitled to health care services,
subject to acceptance by Us. Dependents include only: a) Your lawful spouse or Domestic Partner,
if covered under Your plan and b) Your or Your spouse’s child who is of an age within the Age Limits
for Dependent Children shown in the Schedule of Coverage, or is named in a Qualified Medical Child
Support Order. The word “child” includes: a) Your adopted child; b) step-child; c) foster child; d)
and any other child who lives with You and for whom You are the ! gal guardian. A child shall be
deemed to be a dependent of not more than one person. Other .ypes_ of dependents eligible for
coverage, if any, are shown in the Schedule of Coverage.

Detoxification means the process of removing toxic substances fron. Ye' ,dy.

Domestic Partner means an unmarried adult who res” "= w. > the In< ured Employee for at least six
months in a committed relationship. A Domesti® Partr r mc =} > regarded as Dependent, upon
meeting Our prescribed requirements, which inc. de th< iollowing:

1. Both persons must have a common re’ denc < Jr a period of at least six months prior to
eligibility for this coverage;

2. Both person must agree to be jointlv respo. siL »for zach other’s basic living expenses incurred
during the domestic partnership;

3. Neither person is married nor a mern ~er ¢~ other domestic partnership or have been a party
to a domestic partnership t' . 'was ter: ‘nated within six (6) months before becoming eligible
for this coverage;

4. The two persons are not relate 1 ¥, bloud in a way that would prevent them from being married

to each other in cor urnity wit. state law;

Both persons mus be at!" * 1t rears of age;

Both persons must -apabl  of consenting to the domestic partnership;

Neither person is legally ma‘ ied or legally separated from another person; and

Both persons must have uuly executed a declaration of domestic partnership on a form agreed

to by Us.

0 N o

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 Sickness or Injury;

Is approved for coverage under Medicare;

Is not primarily and customarily for the convenience of the Covered Person;
Provides direct aid or relief of the Covered Person’s medical condition;
Appropriate for use in the home; and

Serves a specific therapeutic purpose in the treatment of an iliness or injury.

NN =

Supplies necessary for the effective use of Durable Medical Equipment are also considered
Durable Medical Equipment, such as oxygen or drugs dispensed by Durable Medical
Equipment vendors for use in Durable Medical Equipment items. However, drugs obtained at
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GENERAL DEFINITIONS

pharmacies are considered under the Outpatient Prescription Drug benefit even when
obtained for use in a Durable Medical Equipment item.

Eligible Employee means a person who, at the time of original enrollment: a) is working for a
Policyholder as a full-time employee as shown below or is entitled to coverage under an
employment contract; b) by virtue of such employment or contract enrolls for the Group Policy; and
c) reached an eligibility date. Eligible Employee includes sole proprietors, partners of a partnership
or independent contractor if they are included as employees under a health benefit plan of the
Policyholder, engaged on a full-time basis in the employer’s business or are entitled to coverage
under an employment contract.

The term Eligible Employee does not include the following:

1. A person who is eligible for Medicare Part A or Medicare Part B, except that this does not apply
to those entitled to Medicare benefits who under federal law elect, or are required, to have the
Policyholder’s health coverage as their primary health care coverage; or

2. Employees who work on a temporary, seasonal or substitute ba< .

Emergency Care or Emergency Service means:

1. An appropriate medical screening examination as requirea  .der tb® Emergency Medical
Treatment and Active Labor Act, or as would be required.under such =cti* n if such section applied
to an Independent Freestanding Emergency Departme + that is w .nin the capability of the
emergency department of a hospital or the Indeper<" ~t Fi._xstandi g Emergency Department, as
applicable, including ancillary services routinely a: iilablt to th. =/ .ergency department to evaluate
such Emergency Medical Condition;

2. Within the capabilities of the staff and fc . ties « tailable at the hospital or the Independent
Freestanding Emergency Department. as a, nh. ~ble, such further medical examination and
treatment, as are required under the'. . aenc : Me lical Treatment and Active Labor Actor or as
would be required under such section € su.’ ection applied to an Independent Freestanding
Emergency Department, to sta’ 7= the p. ient (regardless of the department of the hospital in
which such further examination ' rtrec ~ent s furnished);

3. Other Covered Servi ¢s e¢xcept' s provided in item 4 below, that are furnished by an Out-of-
Network Provider afte You = *ab. zed and as part of an outpatient observation or an inpatient or
outpatient stay with re. . to th, same Visit in which the Emergency Services described in item 1.
and 2. above are furnished,

“Visit” as used only in this Section regarding Emergency Services means with respect to items and
services furnished to an individual at a health care facility, includes, in addition to items and services
furnished by a provider at the facility, equipment and devices, telemedicine services, imaging
services, laboratory services, and preoperative and postoperative services, regardless of whether
the provider furnishing such items or services is at the facility.

4. The Covered Services described in item 3. above are not Emergency Services if all of the following
conditions are met:
a. The attending emergency physician or treating provider determines that the You are able
to travel using nonmedical transportation or nonemergency medical transportation to an
available In-Network provider or facility located within a reasonable travel distance, taking
into account Your medical condition;
b. The provider or facility furnishing such additional items and services satisfies the
applicable notice and consent requirements with respect to such items and services, provided
that the written notice also satisfies the following requirements as applicable;
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GENERAL DEFINITIONS

i. In the case of an In-Network emergency facility and an Out-of-Network Provider,
the written notice must also include a list of any In-Network Providers at the facility
who are able to furnish such items and services involved and You may be referred,
at Your option, to such In-Network Provider.
ii. In the case of an Out-of-Network emergency facility, the written notice must
include the good faith estimated amount that You may be charged for items or
services furnished by the Out-of-Network emergency facility or by Out-of-Network
Providers with respect to the visit at such facility (including any item or service that
is reasonably expected to be furnished by the Out-of-Network emergency facility or
Out-of-Network Providers in conjunction with such items or services);
c. You (or your authorized representative) are in a condition to receive the information
described in item 4 b. above, as determined by the attending emergency physician or treating
provider using appropriate medical judgment, and Your or Your authorized representative
provide informed consent in accordance with applicable State law.

For purposes only of this definition “authorized represe: .ative” means an individual
authorized under State law to provide consent on behalf Jf a patient, provided that such
individual is not a provider affiliated with the facility or € ‘vloys . of the facility, unless such
provider or employee is a member of Your family.

Emergency Medical Condition means a medical conc tion, includii g a psychiatric condition
manifesting itself by acute symptoms of sufficient= eric  (inclu<.ng severe pain) such that a
prudent layperson, who possesses an average kne' vledg: of he 't and medicine, could reasonably
expect the absence of immediate medical attenti 2 to re ult in any of the following:

1. Placing the person’s health (or, with respe 't 2 a . >gnant woman, the health of the woman or
her unborn child) in serious jeopardv

2. Serious impairment to bodily funci. ..

3. Serious dysfunction of any bodily org. » or >

Essential Health Benefits means he y. ~ral categories of benefits including the items and services
covered within these cateaories \ € ¥ :netits that comprise an essential health benefit package as
defined under the Affor .aoic Care' ct of 2010 (ACA) as then constituted or later amended. Essential
Health Benefits, as de ned 1#== =th Policy are not subject to the Maximum Benefit While Insured
or any dollar Benefit \ .num.  'nless otherwise prohibited by applicable law, day or visit limits
may be imposed on Essentia’ Health Benefits. Applied Behavioral Analysis Services for the
treatment of Autism Spectru... disorder, Voluntary Termination of Pregnancy, Pediatric Hearing Aids
and related Covered Services, and Adult routine eye exams, are not Essential Health Benefits.

Expense(s) Incurred means expenses a Covered Person incurs for Covered Services. An expense is
deemed incurred as of the date of the service, treatment or purchase.

Experimental or Investigational means that one of the following is applicable:

(1) The service is not recognized in accord 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 use in testing or other studies on human patients; or

(2) 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

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:
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Has permanent operating rooms;

Has at least one recovery room;

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

Is 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;

6. Is other than: a) a private office or clinic of one or more Physicians; or b) part of a Hospital; and

7. Requires that admission and discharge take place within the same working day.

PN~

Formulary - means a list of covered drugs or devices.

Generic Prescription Drug is a prescription drug that does not bear the trademark of a specific
manufacturer. Itis chemically the same as and generally costs less than a Brand Name Prescription
Drug.

Generic Preventive Prescription Drug is a generic prescription dr: 4 that.is on Our preventive drug
list. This category does not include those preventive drugs reqc -ed u uer the Affordable Care Act
(ACA).

Generic Preferred Drug is a prescription drug that do. » not bear 1. ¢ trademark of a specific
manufacturer and is listed by Us as a drug preferred« “avo. d to be dispensed.

Group Policy means the contract issued by KPIC » the” olicyhoider that establishes the rights and
obligations of KPIC and the Policyholder.

Habilitative Service means Cover health care s. rvi. »s ard devices that help a person keep, learn, or
improve skills and functioning for daii, .. "2a (h. biliw tive services). Examples include therapy for a
child who is not walking or talking at tt. ~exp.> d age. These services may include physical and
occupational therapy, speech-le . 'age pau 2logy and other services for people with disabilities in
a variety of outpatient settings.

Hearing Aid (as used in< .1e 1earing Services section under Pediatric Hearing Aids and Services)
means any nonexperi 1ental “we rable instrument or device offered to aid or compensate for
impaired hearing that ..~ _rnin ¢ - on the body. The term 'hearing aid' includes any parts, ear
molds, repair parts, and replace’ .ent parts of such instrument or device, including, but not limited
to, nonimplanted bone anciivied hearing aids, nonimplanted bone conduction hearing aids, and
frequency modulation systems. Personal sound amplification products shall not qualify as hearing
aids.

Home Health Care means treatment and part-time or intermittent skilled nursing care in the Covered

Person’s home when:

1. The member is homebound because of illness or injury; and

2. The nursing services provided are not primarily for the comfort or convenience of the member
or custodial in nature; and

3. The services are ordered by a physician and are directly related to an active treatment plan of
care established by the physician and provided by a Home Health Care Agency; and

4. The services are provided in lieu of a continued hospitalization, confinement in a skilled nursing
facility (SNF), or receiving outpatient services outside of the home; and

5. The skilled nursing care is appropriate for the active treatment of a condition, illness, disease, or
injury to avoid placing the member at risk for serious medical complications; and
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The treatment provided is appropriate for the member's condition including the amount of time
spent providing the service as well as the frequency and duration of the services.

Home Health Care Agency means a public or private agency that specializes in giving nursing and
other therapeutic services in the home. The agency must be licensed as such (or if no license is
required, approved as such) by a state department or agency having authority over home health
agencies.

Hospice Care means home-based palliative and supportive care by a licensed hospice for terminally
ill patients. The care must be provided directly or on a consulting basis with the patient's Physician
or a community agency, such as a visiting nurses' association. For purposes hereof, a terminally ill
patient is any patient whose life expectancy, as determined by a Physician, is not greater than 6
months.

Hospital means an institution that is accredited by the Joint Commission on the Accreditation of
Health Organizations (JCAHO) or other similar organization approve: by KPIC, which:

1. Is legally operated as a Hospital in the jurisdiction where it is |7 ated;

2. Is engaged mainly in providing inpatient medical care and €. atme’ ( for Injury and Sickness in
return for compensation;

Has organized facilities for diagnosis and major surgery on its pre. ise’,

Is supervised by a staff of at least two Physicians;

Has 24-hour-a-day nursing service by Registered »  -es, nd

Is not: a facility specializing in dentistry; or an ir .citutic » wh. 2. mainly a rest home; a home for
the aged; a place for drug addicts; a place foi !'cohe’ Cs; a convalescent home; a nursing home;
or a Skilled Nursing Facility or similar inst™ tion.

ook w

The term Hospital will also include a psychiati = I alth .acility which: a) is licensed by the Georgia
State Department of Health Services, :.. Y o} 3ratcs under a waiver of licensure granted by the
Georgia State Department of Mental Hea h.

Independent Freestanding En ‘rge.. - Depgartment means a health care facility that is
geographically separate and distii ~t< ad licensed separately from a hospital under applicable State
law; and provides any £ .ieryency ¢ ‘rvices.

Infusion Therapy meair.  siow ir ection of a substance into a vein or tissue.

Injury means an accidental voully injury sustained by a Covered Person.

In-Network Pharmacy means a Kaiser Permanente or Network Pharmacy.

In-Network Provider means a Kaiser Permanente or Network Provider.

Insured Dependent means a Covered Person who is a Dependent of an Insured Employee.

Insured Employee means a Covered Person who is an employee of the Policyholder.

Intensive Care Unit means a section, ward or wing within the Hospital which:

1. Is separated from other Hospital facilities;

2. Isoperated 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;
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4. Provides Room and Board; and
5. Provides constant observation and care by RN or other specially trained Hospital personnel.

Kaiser Permanente Pharmacy means a pharmacy owned and operated by Kaiser Foundation Health
Plan, Inc. (KFHP) as reflected in the provider directory.

Kaiser Permanente Provider means the Permanente Medical Group and facilities owned and
operated by Kaiser Foundation Health Plan, Inc. (KFHP) and any other provider We designate as a
Kaiser Permanente Provider as reflected in the provider directory.

Maximum Allowable Charge means:

1. For Covered Services from an In-Network Provider, the Negotiated Rate as defined under part 3
b) below;

2. For Covered Services listed in (a) through (c) below, furnished by« i Out-of-Network Provider
the Out-of-Network Rate less any Cost Share owed by You:

a) Emergency Services; or

b) Non-Emergency Services rendered by an Out-of-1. twork Provicer at In-Network facilities,
including Ancillary Services and Covered Servi= for  ~forese’ .1 urgent medical needs; or

c¢) Air Ambulance Services.

Your Cost Share will be calculated based ont e ecog »ized Amount and will be treated as In-
Network Cost Sharing for the purpose of accur. ulc ‘on 1u Your Deductible, if any, and In-Network
Out-of-Pocket Maximum.

3. For all other Covered Serviced " ~m an G *-of-Network Provider, the lesser of:

a) The Usual, Customarv and k as _nabic Charge (UCR).

The UCR is the cF .ige gener. ly made by a Physician or other provider of Covered Services.
The charge canr st exce *he eneral level of charge made by other providers within an area
in which the chai_ = sincur :d for Injury or Sickness comparable in severity and nature to the
Injury or Sickness being * :ated. The general level of charges is determined in accord with
schedules on file witri «.ie authorized 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 a particular
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.
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GENERAL DEFINITIONS

KPIC or its authorized Administrator may have a contractual arrangement with the provider or
supplier of Covered Services under which discounts have been negotiated for certain services
or supplies. Any such discount is referred to as the Negotiated Rate.

If there is a Negotiated Rate, the provider will accept the Negotiated Rate as payment in full
for Covered Services, subject to payment, if any, of the Deductibles, Copayment, 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 dental services, outpatient prescription drugs dispensed and rendered by Out-of-Network
Providers, the amount payable by KPIC is the lesser of the Actual Billed Charges or the same amount
paid to an In-Network Provider for the same service or item.

IMPORTANT: Notwithstanding the foregoing, the Maximum Allow< sle Charge for a Hospital or other
licensed medical facility Confinement may not exceed:

Hospital Routine Care
Daily Limit: the Hosp ‘al's average semi-private room
........... rate

Intensive Care
Daily Line® = the ' spital's average Intensive Care
- 'nit 1 am rate

Other licensed medical facility
Daily v mit. = = facility's average semi-private room rate

We will determine the * .axiinum £ owable Charge and whether such item or service is a Covered
Service under the Grg p Poli=

Maximum Benefit Whi. ~ sured | 1eans the dollar limitation of Covered Charges as shown in the
Schedule of Coverage that will ¥ . paid for a Covered Person while covered under the Group
Policy. Essential Health Beneiits, as defined under the Policy, are not subject to the Maximum
Benefit While Insured.
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Medically Necessary means services that a prudent physician or other healthcare provider would
provide, in the judgment of the Medical Review Program, 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;

6. Not primarily custodial care; and

7. 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.

The fact that a Physician may prescribe, authorize, or direct a <ervi‘ : does not of itself make it
Medically Necessary or a Covered Service under the Group Policy.

Medical Review Program means the organization or  rogram thac (1) evaluates proposed
treatments and/or services to determine Medical Ne<_. "‘y; « d(2) < .sures that the care received is
appropriate and Medically Necessary to the Covs ed Pel on’s. = .ith care needs; and (3) manages
Your plan of care. If the Medical Review Pro_:am < ctermines that the care is not Medically
Necessary, Precertification will be denied. Ti  Mea. .1 Review Program may be contacted twenty-
four (24) hours per day, seven (7) days per we k.

Medicare means the Health Insurar. 2 "« th 2 Aged Act, Title XVIII of the Social Security
Amendments of 1965 as then constitutea rlaiwc. mended.

Mental lliness means a disorder ¢ 'tho) , “arimood which significantly impairs judgment, behavior,
capacity to recognize realit+ or ak 'i*, to cope with the ordinary demands of life.

Month means a perii 4 of = ... 1) »eginning with the date stated in the Group Policy; and 2)
terminating on the sam. uate of ' 1e succeeding calendar month. If the succeeding calendar month
has no such date, the last dav =" cthe month will be used.

Necessary Services and Supplies means Medically Necessary Covered Services and supplies
actually administered during any covered confinement or other covered treatment. Only drugs and
materials that require administration by medical personnel are covered as Necessary Services and
Supplies. Necessary Services and Supplies include, but are not limited to surgically implanted
Prosthetic Devices (Internally Implanted), oxygen, blood, blood products, biological sera, internally
implanted medications, contraceptive devices and implantable contraceptives. The term does not
include charges for: 1) Room and Board; 2) an Intensive Care Unit; or 3) the services of a private duty
nurse, Physician, or other practitioner.

Negotiated Rate means the fees KPIC has negotiated with In-Network Provider (or Preferred Provider
Network) to accept as payment in full for Covered Services rendered to Covered Persons.

Network Pharmacy means Medlmpact pharmacies under a written contract with a KPIC. MedImpact
Pharmacies include but are not limited to Riteaid, Kroger, and Walgreens.

GC-DCH-PPO-SG-COI-GA-2023-NGF 20 PPO(23) SG NGF



GENERAL DEFINITIONS

Network Provider means a health care provider duly licensed in the state in which they are
practicing, including a Primary Care Physician, Specialty Care Physician, Hospital, laboratory, or
other similar entity under a written contract with KPIC or KPIC’s contracted provider network as
reflected in the provider directory.

Non-Emergency use of Emergency Services means services rendered in an Emergency Department
which do not meet the definition of Emergency Services.

Non-Essential Health Benefits means benefits other than Essential Health Benefits.

Open Enroliment Period or Annual Open Enroliment means a fixed period of time, occurring at least
once annually, during which Eligible Employees of the Policyholder may elect to enroll under this
plan without incurring the status of being a Late Enrollee.

Order means a valid court or administrative order that:

1. Determines custody of a minor child; and

2. Requires a non-custodial parent to provide the child‘s medical< .isurance coverage or to pay any
portion of the medical expenses resulting from medical trea ment < the child.

Out-of-Network Pharmacy means a pharmacy that does not ha = 7. In-Network Pharmacy
agreement with KPIC or its Administrator in effect at . e time serv..es are rendered. In most
instances, You will be responsible for a larger port® ~of " ~ur ph- maceutical bill when You fill
prescriptions at an Out-of-Network Pharmacy. Pl<.ise cc sult «i*' Your group administrator for a
list of In-Network Pharmacies.

Out-of-Network Provider means a Hospital, F y ‘cian r other duly licensed health care provider or
facility that does not have a participation agre. mc »t wiun KPIC or its Administrator in effect at the
time services are rendered. In mosti. . ~es, ‘ou . ill be responsible for a larger portion of Your
bill when You visit an Out-of-Network F. viac. lease consult Your group administrator for a list
of In-Network Providers or You 2v conte * Customer Service at the number shown on Your ID
card.

Out-of-Network Rate n=".ans one o ‘he following:

1. In a State that has ¢  All-P- M\ Jel Agreement under section 1115A of the Social Security Act
that applies to this plai. =~ 4 KPIC Out-of-Network Provider, and the item or service, the amount for
the item or service determined i’ accordance with the All-Payer Model Agreement.

2. If there is no such All-Payer Model Agreement applicable to the item or service, but a specified
State law is in effect and applicable to this plan, KPIC, Out-of-Network Providers and the item and
service, the amount for the item or service determined in accordance with such specified State
law.

3. If there is no such All-Payer Model Agreement or specified State law applicable to this plan,
KPIC, the Out-of-Network Provider and the item or service, the initial payment made by us or the
amount subsequently agreed upon by KPIC and the Out-Of-Network Provider.

4. If none of the three payment methodologies described in (1)-(3) above apply, an amount

determined by a certified independent dispute resolution (IDR) entity pursuant to the federal IDR.

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.

Percentage Payable means that percentage of Covered Charges payable by KPIC. This is a fixed
percentage that, when added to the Coinsurance percentage shown in your Schedule of Coverage
(SOC), totals 100%. To illustrate, If the Coinsurance amount shown in your SOC is 10%, the
Percentage Payable that KPIC pays is 90%. Likewise, a Coinsurance of 20%, 30% or 40% would have
a Percentage Payable of 80%, 70% or 60% respectively. The Percentage Payable is applied against
the Maximum Allowable Charge for Covered Services to calculate the benefit payable under the
Group Policy.

Permanente Medical Group means The Southeast Permanente Medical Group and other PMG
groups as reflected in the provider directory.

Physician means a health practitioner who is duly licensed in the state in which the treatment is
rendered. He or she must be practicing within the scope of that licer .e. The term does not include
a practitioner who is defined elsewhere in this GENERAL DEFINIT" NS section.

Plan/This Plan means the part of the Group Policy that provides L = _fits fo’ .iealth care expenses.
If “Plan” has a different meaning for another section of this Certiti ~te< .ne term will be defined
within that section and that meaning will supersede this ¢ finition only or that section.

Placement for Adoption means circumstances u< uer w ich ¢« »7 son assumes or retains a legal
obligation to partially or totally support a child ii anticir ition of the child’s adoption. A placement
terminates at the time such legal obligation * 'minc - .

Policy Year means a period of time: 1) beginnii 3 v. *h th: Group Policy's Effective Date of any year;
and 2) terminating, unless otherwise" .. 3. on e U oup Policy, on the same date shown on the
Schedule of Coverage. If the Group G ‘icy .~ fective Date is February 29, such date will be
considered to be February 28 in’ - >~ vear hc sing no such date.

Policyholder means the employet )< ¢ other entity named in the Group Policy as the Policyholder,
who conforms to the ar’ .iinistrative and other provisions established under the Group Policy.

Precertification/Precet. 7 4« mea s the required assessment of the necessity, efficiency and/or
appropriateness of specified k' alth care services or treatment made by the Medical Review
Program.

Preferred Provider Organization (PPO)- means an organization that contracts with medical
providers, such as hospitals and doctors, to create a network of in-network providers. You pay less
if you use providers that belong to the plan’s network. You can use doctors, hospitals, and providers
outside of the network for an additional cost.

Preventive Care means measures taken to prevent a disease rather than curing it or treating its
symptoms. Preventive care:

1. Protects against disease such as in the use of immunizations,
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.
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Unless otherwise specified, the requirement that Medically Necessary Covered Services be incurred
as a result of Injury or Sickness will not apply to Preventive Care.

Primary Care Physician/Provider means a Physician or provider specializing in internal medicine,
family practice, obstetrics/gynecology, or pediatrics.

Prosthetic Devices (External) and Orthotics means devices that are rigid or semi-rigid external
devices which are:

1. Required to support or correct a defective form or function of an inoperative or malfunctioning
body part; or

2. To restrict motion in a diseased or injured part of the body; or

3. Required to replace all or any part of a body organ or extremity; or

4. Therapeutic footwear for severe diabetic foot disease in accord with Medicare guidelines.

Orthotics do not include casts.

Examples of external prosthetics include artificial limbs, parenta’ and enteral nutrition, urinary
collection and retention systems, colostomy bags and other it~ ns and supplies directly related
to ostomy care and eyeware after cataract surgery or eys vare t< correct aphakia. Supplies
necessary for the effective use of prosthetic device are also cc si® cred pr sthetics.

Prosthetic Devices (Internally Implanted) means a prost. ~tic device is ~ device that replaces all or
part of a body organ or that replaces all or part of tha fu =tion of» permanently inoperative or
malfunctioning body organ. We cover internallv:. .mpi. atea ~ro< .netic devices that replace the
function of all or part of an internal body orgar’ includ’ (g inte: ially implanted breast prostheses
following a covered mastectomy. The devices. mu. b« approved for coverage under Medicare and
for general use by the Food and Drug Adi . ‘stra. »n (FDA). Examples of internally implanted
prosthetics include pacemakers, surgically iip. ntea :rtificial hips and knees, bone anchored
hearing aids, internally implanted hee.  ~aids « nd\ ‘raocular lenses.

Qualifying Payment Amount m< . »< the an. unt calculated using the methodology described in

in applicable federal regulation' or .. "=ame or similar item or service provided by a facility or
provider of the same or similar fa ‘li*. type or in the same or similar specialty, as applicable, in the
geographic region in v .ci the it. m or service is furnished with respect to the same insurance
market.

Recognized Amount means:

1.In a State that has an All-i «.yer Model Agreement under section 1115A of the Social

Security Act that applies to the plan, KPIC, Out-of-Network Provider, and the item or service, the
amount for the item or service in accordance with the All-Payer Model Agreement.

2. If there is no such All-Payer Model Agreement applicable to the item or service, then, in a State
which has in effect a specified State law that applies to the plan, KPIC, Out-of-Network Provider
and the item or service, the amount for the item or service is determined in accordance with such
specified State law.

3. If neither an All-Payer Model Agreement or a specified State law applies to the item or
service, then the lesser of: the amount billed by the Out-of-Network Provider or the Qualifying
Payment Amount.

Reconstructive Surgery means a surgery performed to significantly improve a physical function; or

to correct significant disfigurement resulting from an Injury or covered surgery, such as a covered
mastectomy.
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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.

Rehabilitative Services means services provided to restore previously existing physical function
when a physician determines that therapy will result in a practical 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 chemical dependency or mental health
treatment. Services must be above the level of custodial care and include:
1) room and board;
2) individual and group chemical dependency and counseling;
3) individual and group mental health therapy and counseling;
4) physician services;
5) medication monitoring;
6) social services; and
7) drugs prescribed by a physician and administered dui *g co/.inement in the residential
facility.

Room and Board means all charges commonly made by a ‘ospital or ot. er inpatient medical facility
on its own behalf for room and meals essential to th~ re ¢ ~egiste’ .d bed patients.

Routine Patient Care Costs means the costs ass -iatec with the provision of health care services,

including drugs, items, devices, and service' that « uld otherwise be covered under the plan or

contract if those drugs, items, devices, anc s :vice were not provided in connection with an

approved clinical trial program, including the f. llo “ing:

1. Health care services typically prov. = ~bse: t a ¢ nical trial.

2. Health care services required solely  »r tri.. = ovision of the investigational drug, item, device,
or service.

3. Health care services requirea ‘or 1. “linicuily appropriate monitoring of the investigational item
or service.

4. Health care services provided 1 rthe prevention of complications arising from the provision of
the investigationa drug i* de ice, or service.

5. Health care service. ~ cded f r the reasonable and necessary care arising from the provision of
the investigational drug, ite’ 1, device, or service, including the diagnosis or treatment of the
complications.

Routine Patient Care Costs do not include the costs associated with the provision of any of the

following:

1. Drugs or devices that have not been approved by the federal Food and Drug Administration and
that are associated with the clinical trial.

2. Services other than health care services, such as travel, housing, companion expenses, and
other non-clinical expenses, that a Covered Person may require as a result of the treatment being
provided for purposes of the clinical trial.

3. Any item or service that is provided solely to satisfy data collection and analysis needs and that
is not used in the direct clinical management of the patient.

4. Health care services which, except for the fact that they are not being provided in a clinical trial,
are otherwise specifically excluded 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.
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Service Area means the following counties Barrow, Bartow, Butts, Carroll, Cherokee, Clayton, Cobb,
Coweta, Dawson, DeKalb, Douglas, Fayette, Forsyth, Fulton, Gwinnett, Hall, Haralson, Heard, Henry,
Lamar, Meriwether, Newton, Paulding, Pickens, Pike, Rockdale, Spalding, Walton, Clarke, Madison,
Oconee, and Oglethorpe. Chattahoochee, Harris, Marion and Muscogee. Bibb, Bleckley, Crawford,
Houston, Jones, Laurens, Monroe, Peach, Pulaski, Twiggs, Bryan, Bulloch, Chatham, Effingham,
Evans, and Liberty.

Sickness means illness or a disease of a Covered Person. Sickness will include congenital defects or
birth abnormalities and pregnancy.

Skilled Nursing Services means skilled inpatient services that are: 1) ordered by a Physician; 2)
customarily provided by Skilled Nursing Facilities; and 3) above the level of custodial or intermediate
care.

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 < jgreement with one or more
Hospitals; 3) is primarily engaged in providing skilled nursing care’.s part.of an ongoing therapeutic
regimen; and 4) is licensed under applicable state law, if require

Specialty Care Physician means a Physician in a board-certified spc ialt, other than those listed
under the definition of Primary Care Physician.

Specialty Care Visits means consultations and ses .nd o} nion. " .a Physicians other than Primary
Care Physicians in departments other that th -e lis* .d under the definition of Primary Care
Physicians.

Specialty Drugs means prescribed medicationt inc 'diny self-injectable drugs as listed in Our Drug
Preferred List. The level of coverage ¢. ~. -ialty Drugs is set forth in Your Schedule of Coverage.

Stabilize means to provide th¢ ~adical 1. atment of the Emergency Medical Condition that is
necessary to assure, within rea: »nac.. med.cal probability, that no material deterioration of the
condition is likely to result from ¢« : ¢ .cur udring the transfer of the person from the facility. With
respect to a pregnant v._man who s having contractions, when there is inadequate time to safely
transfer her to anothe hospri ef. e delivery (or the transfer may pose a threat to the health or
safety of the woman o sorn ¢l Id), “Stabilize” means to deliver (including the placenta).

Telehealth means the use ¢. Information and communications technologies, including, but not
limited to, telephones, remote patient monitoring devices or other electronic means which support
clinical health care, provider consultation, patient and professional health related education, public
health, and health administration.

Telemedicine means a form of telehealth which is the delivery of clinical health care services by
means of real time two-way audio, visual, or other telecommunications or electronic
communications, including the application of secure video conferencing or store and forward
transfer technology to provide or support health care delivery, which facilitate the assessment,
diagnosis, consultation, treatment, education, care management, and self-management of a
patient's health care by a health care provider practicing within his or her scope of practice as
would be practiced in-person with a patient, as prescribed by applicable federal and state laws,
rules, and regulations, and legally allowed to practice in this state, while such patient is at an
originating site and the health care provider is at a distant site. Audio-only telephone only is
covered when:
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a) no other means of real-time two-way audio, visual, or other telecommunications or
electronic communications are available to the member due to lack of availability; or
b) when provided for mental or behavioral health services.

Total Disability means: a) inability of the Insured Employee, due solely to Sickness or Injury, to
perform with reasonable continuity the substantial and material duties of regular and customary
work; and b) an Insured Dependent's complete inability, due solely to Sickness or Injury, to engage
in the normal activities of a person of the same sex and age. The Covered Person must not, in fact,
be working for pay or profit.

Urgent Care means non-life threatening medical and health services for the treatment of a covered
Sickness or Injury. Urgent Care services may be covered under the Group Policy the same as a
Sickness or an Injury.

Urgent Care Facility means a legally operated facility distinct from a‘ .ospital emergency room, an
office or clinic legally operated to provide health care services to « agnose and treat illness or

injury for unscheduled ambulatory patients seeking immediate =dic?” attention.

You/Your refers to the Insured Employee who is enrolled for benefite :nd . the Group Policy.
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ELIGIBILITY, EFFECTIVE DATE AND TERMINATION DATE

Eligibility for Insurance

You must be an Eligible Employee and live or work within the Service Area on the first day of
enrollment or Dependent of an Eligible Employee to become insured under the Group Policy.

Full-Time (Permanent Employee)

" ou "o

The terms “full-time,” “working full-time,” “work on a full-time basis,” and all other references to
full-time work mean that the Insured Employee is actively engaged in the business of the
Policyholder for at least the minimum number of hours per week specified in the employer
Application, subject to the state and federal requirements.

Contributions

You must pay part of the cost of the insurance, unless the Policyholder's Application for coverage
specifies that the Policyholder will pay the full cost of the Covered.” crson's’ coverage. In no event
will the Policyholder contribute less than one-half of the cost of ' ¢ emp' .yee’s insurance.

Eligibility Date

Your Eligibility Date is the effective date of the Group Po! ~v if You are . * cligible Employee on that
date, or the Policyholder’s application for the Group Policy 11 ‘icates that the eligibility waiting period
does not apply to those employees who are empls,ed « ‘ the 20li<  ,nolder on the effective date of
the Group Policy. Otherwise, Your Eligibility< sate is .he da - agreed upon by KPIC and the
Policyholder.

Any delay in an Eligible Employee’s effective ' 'ai will . >t be due to a health status-related factor,
as defined under the Health Insura: Porta ility and Accountability Act of 1996, or as later

amended.

Enrollment Rules
For an Eligible Employee to becor e Cove.ed Person, the Eligible Employee must:

1. Complete a KPIC o! KPIC-2=ove ! enrollment form;

2. Provide any informc = need: 1 to determine the Eligible Employee’s eligibility, if requested by
Us;
3. Agree to pay any portioi. _. the required premium, if applicable, and

4. Must live or work within the Service Area.

Effective Date of Your Insurance

Your effective date of insurance is determined by the time period in which You complete Your

enrollment as described below:

1. Initial Enrollment: Initial enrollment is effective following completion of any waiting period, not
to exceed ninety (90) days, if required by the Policyholder. In the absence of a waiting period, the
enrollment becomes effective according to the eligibility rules established by the Policyholder.
Your Group will inform You of the effective date of coverage for You and Your eligible
Dependents.

2. Late Enrollment: If You enroll for coverage more than thirty-one (31) days after Your initial
eligibility date, You will be considered a Late Enrollee. Late Enrollees are eligible for enroliment
only during the Annual Open Enrollment period set by the Policyholder. If You enroll during this
period, Your effective date is the date agreed upon between the Policyholder and KPIC.
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Late Enrollee means an Eligible Employee or Dependent who enrolls under the Group Policy
after the initial enrollment period during which the Eligible Employee or Dependent was
eligible for coverage but declined to enroll. However, an Eligible Employee or Dependent will
not be considered a Late Enrollee if:

a) The Eligible Employee or Dependent qualifies under the Special Enrollment Rules as
described in the ELIGIBILITY, EFFECTIVE DATE, AND TERMINATION DATE section;
b) The Eligible Employee or Dependent applies during the Annual Open Enrollment Period;

3.  Annual Open Enrollment Period. Annual Open Enroliment refers to a standardized annual
period of time, of no less than 30 days prior to the completion of the employer’s plan year for
Eligible Employees and Dependents to enroll. Annual Open Enrollment occurs only once every
year. The Policyholder will notify You when the Annual Open Enrollment is available in
advance of such period. Your Group will let You know when the Annual Open Enrollment
period begins and ends and the effective date. Enrollment rules vary from group to group.
During the Annual Open Enrollment period, Eligible Employees and Dependents can apply for
or change coverage by submitting an enrollment application te* rour Group during the Annual
Open Enrollment period. If You enroll during the Annual Oper’ =nrollment Period, Your effective
date is the date agreed upon between the Policyholder anc. “PIC

4. Special Enrollment. You may apply for enrollment as a Subsc. “e and existing Subscriber
may apply to enroll eligible Dependents, prior to tt, ~Annual Opean Enrollment if You/and or
Your Dependent have experienced any of t+ ual. ing e’ :nts set forth in the Special
Enrollment below as described in the ELI” SILIT' EFF. ©° .VE DATE, AND TERMINATION
DATE section.

Eligibility of an Eligible Employee’s Dependen (. :ase “eck with Your employer if Dependent
coverage is available under Your plan)

For an eligible Dependent to become a “ov.=d ‘erson, You must:

1) Complete a KPIC or KPIC-approved er. ~lime.  form:

2) Provide any information ne. ac " *2 dete. nine Your Dependent’s eligibility, if requested by Us;
and

3) Agree to pay any port== of th. <:quired premium, if applicable.

Age Limits for Depenc nt. 2~ ..ar 1

The age limit for Dependent chil/ 'en is under 26 years, If Your employer elected to make coverage
available under Your Plan< nd this age limit for Dependent children who are full-time students,
then a Dependent child beyond this age limit who is a full-time student may be covered. The
Dependent child must be of an age within the Student Age Limit as shown in Your Schedule of
Coverage.

Full-Time Student means a Dependent child who attends an accredited high school, college,
university, technical school, trade school, or vocation school on a full-time basis for five calendar
months or more during the Accumulation Period or was prevented from being so enrolled due to a
Sickness or Injury. Proof of status as a “Full-Time Student” must be furnished to KPIC at time of
enrollment or within 31 days after attaining such status and subsequently as may be required by
KPIC. Proof of Sickness or Injury that prevented the student from being enrolled, as certified by the
attending Physician, must be given to KPIC.

Exceptions

The age limits for Dependent Children shown above do not apply to a Dependent child who is and
continues to be both: 1) incapable of self-sustaining employment due to a physical disability or
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developmental disability that occurred prior to the age limit and 2) chiefly dependent on You for
support and maintenance. Such child will continue to qualify as a Dependent until the earlier of the
following dates: a) the date the child recovers from the physical disability or developmental
disability; or b) the date the child no longer chiefly depends on You for support and maintenance.

Proof of such incapacity and dependency must be furnished to KPIC within thirty-one (31) days 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 immediately following the child’s
attainment of the limiting age.

Eligibility Date

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 an Order qualifies as Your Dependent on the date
specified in the 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.

Effective Date of Dependent Coverage

A Dependent’s effective date of insurance is the date datermined fr. m.< e Enroliment Rules that
follow.

IMPORTANT:

KPIC will not deny enrollment of a child under 1. » h .ith insurance coverage of a child’s parent
because:

1. The child was born out of wedlock;
2. The child is not claimed as a Depe’ . »nt on' 21e . rent’s federal income tax return; or
3. The child does not reside with the p. 'en. ~i. an applicable Service Area.

Likewise, availability of Medicai. co. 2ae w ' not be considered in the determination of eligibility
for coverage.

Enrollment Rules

1. Initial Enrollment. . ** 4 enrc a Dependent within the 31-day period that follows his eligibility
date, his effective date is the  ater of: (a) Your effective date of insurance; or (b) the first day of
the calendar month coinc..ing with or next following the Dependent’s eligibility date.

2. Late Enrollment: If You enroll a Dependent for coverage more than thirty-one (31) days after the
Dependent’s initial eligibility date, the Dependent will be considered a Late Enrollee. Late
Enrollees are eligible for enroliment only during the Annual Open Enroliment Period set by the
Policyholder. If You enroll a Dependent during this period, his effective date is the date agreed
upon between the Policyholder and KPIC.

3. Annual Open Enrollment. If You enroll a Dependent during the Open Enrollment Period, the
Dependent’s effective date is the date agreed upon by KPIC and the Policyholder.

4. Special Enroliment. If You enroll a Dependent during this period, his or her effective date is the
date agreed upon between the Policyholder and KPIC.

Special Enroliment

An Eligible Employee or Dependent is not considered a Late Enrollee when one of the following
qualifying events applies:
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(1)

(2)

(3)

(4)

(5)

(6)

(7)

(8)

ELIGIBILITY, EFFECTIVE DATE AND TERMINATION DATE

The person meets the following requirements:

(a) At the time of initial enrollment, the person was covered under another employer’s medical

plan and certified, at the time of initial enrollment, that coverage under the other employer
medical plan was the reason for declining coverage; and

(b)The person has lost or will lose coverage under the other employer plan because of:

i) termination or change in status of employment of the Eligible Employee or of the person
through whom the individual was covered as a Dependent; or;
ii) termination of the other employer’'s medical plan; or
iii) cessation of an employer’s contributions toward an employee’s or Dependents’ medical
coverage; or
iv) areduction in the number of hours of the Eligible Employee’s employment or through
whom the individual was covered as a Dependent; or
v) You are a Dependent of someone who becomes entitled to Medicare (Title XVII of the
Federal “Social Security Act”), as amended; or.
vi) death of the Eligible Employee or person through whom the individual was covered as
a Dependent; or
vii) legal separation or divorce.
If You gain or become a Dependent as a result of mar. ~ge.< irth, adoption or Placement
for Adoption, or Placement in Foster Care You may be able 1 enrol’ yourself and Your new
Dependents, provided that You request enrollment within 30" 2y after the marriage, birth,
adoption, Placement for Adoption or Placement 1. “oster Care.
The Eligible Employee or Dependentis empl<,. by ¢ .emp’ yer who offers multiple health
benefit plans and the individual elects ¢« .erage unde. - different plan during an Annual
Open Enrollment Period.
A court has ordered that coverage bé -ovia . for a spouse or minor child under a covered
employee’s health benefit plan and th .1 ~ues. ‘or enrollment is made within 30 days after
issuance of the court order.
No written statement can be p: v 4 pi winy that prior to declining the medical coverage,
the Eligible Employee was provic °d w. '  and signed acknowledgment of, written notice
specifying that failure t _">ct cove ~ge during the 30-day period following the person’s
eligibility date could resu .in tr . =rson being subject to Late Enrollment rules.
The person meets the crite i< described in paragraph “1” of this provision and was under a
COBRA contini .cion provis :n and the coverage under that provision has been exhausted.
The Exchange leter~ ..c th ! one of the following occurred because of misconduct on the
part of a non-Exc..dnge e (ity that provided enrollment assistance or conducted enrollment
activities:
e A gualified individual was not enrolled in a qualified health plan.
e A qualified individual was not enrolled in the qualified health plan that the individual
selected.
e A qualified individual is eligible for, but is not receiving, advance payments of the
premium tax credit or cost sharing reductions.
The Eligible Employee's or Dependent’s coverage under Medicaid, Medicare, CHAMPUS,
Indian Health Service or a publicly-sponsored or subsidized health plan, has been
involuntarily terminated within 63 days of applying for coverage under the Group Policy.

(9) If You waive medical coverage under the Plan for Yourself and/or Your Dependents because

You are enrolled in Medicaid or Your state’s Children’s Health Insurance Program (CHIP
formerly known as SCHIP), You will be permitted to enroll in the Plan when:
b. You or Your Dependent's Medicaid or CHIP coverage is terminated as a result of loss
of eligibility, provided You request enrollment within 60 days of the loss of coverage.
c. You or Your Dependent becomes eligible for a premium assistance subsidy under
Medicaid or CHIP, provided You request enrollment within 60 days from the time
eligibility is determined.
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ELIGIBILITY, EFFECTIVE DATE AND TERMINATION DATE

Special Enrollment Rules
I.  Court or Administrative Ordered Coverage for a Dependent Child

If a Covered Person is required by an Order to provide health coverage for an eligible child and the
Covered Person is eligible for coverage under the Group Policy, the Covered Person may enroll the
eligible child under the Group Policy by sending KPIC a written application, a copy of the Order, and
any additional amounts due as a result of the change in coverage.

If the Covered Person fails to apply for coverage for the Dependent child pursuant to the Order, the
custodial parent, the state medical assistance agency, or the state child support enforcement agency
or a delegate child support enforcement unit may submit the application for insurance for the eligible
child.

The coverage for any child enrolled under this provision will continue pursuant to the terms of this

plan unless KPIC is provided written evidence that:

1.  The Order is no longer in effect;

2.  The child is or will be enrolled in comparable health cover ge thr® ugh another insurer which
will take effect on or before the requested termination date - .e child’s coverage under the
Policy;

3. The employee is no longer an Insured Employee ui. ‘er the Group ~ olicy;

4.  All family coverage is eliminated for members of the « 2ployer.~roup; or

5.  Non-payment of premium.

Il. Future Dependents

If You have Dependent coverage and there w t I be . » extra cost for adding a Dependent to Your
coverage, the effective date of insurance fc: a Depe.adent will be the date You acquire the
Dependent. You must notify KPIC 1. '« "“au h ve « new Dependent within 31 days so that the
Dependent can be added to Your coveray . 1. > ill also help avoid delays on any claim You might
file on behalf of the Dependent.

If the cost of Your Dependent cove ac . wou.d increase when You add a Dependent, You must enroll
the Dependent for insur’ .ice and a¢ ee to pay any additional cost in accordance with the Enroliment
Rules. The effective | ate of " ura ce for that Dependent will be the date determined from the
Enrollment Rules. The'. = _ndeni nust be enrolled within 31 days of their eligibility date or they will
be considered a Late Enrollee.

Ill. Newborns

A newborn Dependent child is insured from birth. If the cost of Your Dependent coverage would
increase because of the addition of a newborn Dependent, You must enroll the newborn Dependent
for insurance and agree to pay the additional cost within 31 days of that Dependent’s birth in order
for insurance to extend beyond the 31-day period. If coverage terminates at the expiration of the 31-
day period, the child will be considered a Late Enrollee and You must wait until the next Open
Enrollment Period to enroll the child for coverage.

If the cost of Your coverage would not increase as a result of the child being enrolled under the
coverage, You should still notify Us, in writing, of the child’s birth within 31 days. This will allow Us
to add the child to Our records and help avoid delays on any claim You might file on behalf the child.

IV. Adopted Children

An adopted child is insured from the earlier of the date of adoption or the date of Placement for
Adoption. If the cost of Your Dependent coverage would increase because of the addition of an
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ELIGIBILITY, EFFECTIVE DATE AND TERMINATION DATE

adopted child, You must enroll the adopted child for insurance and agree to pay the additional cost
within 31 days of his eligibility date in order for insurance to extend beyond the 31-day period. If
coverage terminates at the expiration of the 31-day period, the child will be considered a Late
Enrollee and You must wait until the next Open Enrollment Period to enroll the child for coverage.

If the cost of Your coverage would not increase as a result of the child being enrolled under the
coverage, You should still notify Us, in writing, of the child’s adoption or placement within 31 days
of the event. This will allow Us to add the child to Our records and help avoid delays on any claim
You might file on behalf the child.

V. Late Enrollees

An Eligible Employee or Dependent is not considered a Late Enrollee when one of the qualifying
events set forth in the Special Enroliment applies.

If You declined enrollment for yourself or Your Dependents (including Your spouse) because of other
health insurance coverage, You may, in the future be able to enrc’ yourself or Your Dependents
under the Group Policy, provided that You request enrollmen* within:30 days after Your other
coverage ends. In addition, if You have a new Dependent as a rc :ilt ¢ inarriage, birth, adoption or
Placement for Adoption, You may be able to enroll yourself and  ur Der .ndents, provided that
You request enrollment within 30 days after the marriage, birth, 2d< ption, or Placement for
Adoption.

Termination of an Insured Employee’s Insurance

Your insurance will automatically terminate en the 23+ er of:

1. The latter of, the date of Your writt « notic > of voluntarily terminating Your or Your
Dependent’s coverage under the Group Flic =to v ur employer, or the date KPIC receives the
termination notice from Your en’ . »‘er;

2.  The date You cease to be covered. ‘K.’

The date the Group Policy i~ termina. ;

4. The date You, or Your re yre. tative, commits an act of fraud or makes an intentional
misrepresentation of a mate ial 7 .ct,

5. Theendofthegras . riod a. .rthe employer fails to pay any required premium to KPIC when
due or KPIC does not recaive t. 2 premium payment in a timely fashion; or

6. Thelastday of tt .r=" «th Y u cease to qualify as an Eligible Employee.

~,

w

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

Termination of Insured Dependent's 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 calendar month in which the person ceases to qualify as a Dependent;

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

4. The date Your insurance ends, unless continuation of coverage is available to the Dependent
under the provisions of the Group Policy;

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

6. The date the Group Policy is terminated;
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ELIGIBILITY, EFFECTIVE DATE AND TERMINATION DATE

7. The date the Dependent, or the Dependent’s representative, commits an act of fraud or makes
an intentional misrepresentation of a material fact.

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 (3)
months if full-time work ends because of disability or two (2) 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 Groups written eligibility requirements and This Plan has not terminated. You
may be required to pay the full cost of the continued insurance during any such leave.

See Your employer for details regarding the continuation of coverage available to You and Your
Dependents under both state and federal laws.

Rescission for Fraud or Intentional Misrepresentation

Subject to any applicable state or federal law, if KPIC makes a det .mina*'on that You performed an
act, practice or omission that constitutes fraud or made an intenu. nal » .isrepresentation of material
fact under the terms of the Group Policy, KPIC may rescind Your ¢ erage< nder the Group Policy
by giving You no less than 31 days advance written notic=. The resci. ‘o will be effective, on:

1. The effective date of Your coverage, if we relied ... » suc »infor .iation to provide coverage; or

2. The date the act of fraud or intentional misrer’ :senta on o1 .iaterial fact occurred, if the fraud
or intentional misrepresentation of a material . <t w' s committed after the Effective Date of Your
coverage.

If Your or Your dependent’s policy is rescina 'd « = cancelled, You have the right to appeal the
rescission or cancellation. Please refe: "9 .=~ Ci AlMms AND APPEALS PROCEDURES section for a
detailed discussion of the grievance air ' app Is process and the INDEPENDENT EXTERNAL
REVIEW PROCESS section for Y >« iaht to . » Independent Medical Review.
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ACCESS TO CARE

Benefit Levels for In-Network Providers or Out-of-Network Providers

Your coverage provided under the Group Policy includes coverage for Covered Services received
from In-Network Providers, consisting of Kaiser Permanente Providers and Network Providers, as
well as Out-of-Network Providers.

In-Network Providers
In-Network Providers include Kaiser Permanente Providers and Network Providers as defined in the
GENERAL DEFINITIONS section.

Kaiser Permanente Providers:

e Your out-of-pocket expenses for certain services received from Kaiser Permanente
Providers may be lower than similar services provided by Network Providers. See the
Schedule of Coverage for more information.

e Kaiser Permanente Providers will obtain any necessary P _certification on your behalf.
e Kaiser Permanente Providers will submit claim forms< i1 your behalf.

Network Providers inside KP States:

For purposes of this Access to Care section KP Sta. = means: Ge .rgia, California, Colorado,
Hawaii, Maryland, Oregon, Virginia, Washington 1 th Distric* Jf Columbia.

e Your out-of-pocket expenses for certc 2 ser ces received from Network Providers may
be lower than similar services pr¢ ‘ded. = Out-of-Network Providers.

e You are responsible for assurin_ " ~ur . =twork Provider has obtained necessary
Precertification.

e Network Providers will subi. *t c.."m (arms on your behalf.

Services outside KP States by a ‘v 'ark Pr. “ider

When You receive serviea~.outsic > \P States Your Network Providers consists of the Cigna PPO
Network and other cor' /acted prov. 'ers. A current listing of Network Providers outside KP states is
available by calling ti 2 Cv Ui v & 2rvice number listed on Your ID card or You may also visit
www.kp.org/dualchoice-yeorgia

For services provided by a Network Provider the following apply:

e Your out-of-pocket expenses for certain services received from Network Providers may
be lower than similar services provided by Out-of-Network Providers.

e Network providers will obtain any necessary Precertification on Your behalf.

e Network Providers will submit claim forms on your behalf.

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

For benefits to be payable at the In-Network Provider level, a Covered Person must receive care from
an In-Network Provider. To verify the current participation status of a provider, please call the toll-
free number for Customer Service at 1-855-364-3185. A current listing of KPIC's In-Network
Providers is available by calling the Customer Service number listed on Your ID card or You may
also visit www.kp.org/dualchoice-georgia .
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Out-of-Network Providers

If a Covered Person receives care from an Out-of-Network Provider as defined in the GENERAL
DEFINITIONS section, benefits under the Group Policy are payable at the Out-of-Network Provider
level.

e Your out-of-pocket expenses for services received from Out-of-Network Providers may be
higher than similar services provided by In-Network Providers.

® You are responsible for assuring Your Out-of-Network Provider has obtained necessary
Precertification.

e You may be required to pay the full amount for the care You receive and submit a claim
form for reimbursement.

e You are also responsible for paying amounts that are greater than the Maximum Allowable
Charge, except when specified in the No Surprise Billing Protections provision.

KPIC is not responsible for Your decision to receive treatment, services or supplies from In-Network
or Out-of-Network Providers. Additionally, KPIC is neither resp  .i1sible for the qualifications of
providers nor the treatments, services or supplies under this overar .. You are responsible for
assuring Your Network Provider and Out-of-Network Prc ‘d<  has.obtained necessary
Precertification.

Please see the PRECERTIFICATION section for a detailad di. ussion cf the Precertification process.

No Surprise Billing Protections
The following services are subject to protectii '. "una. state and or federal no surprise billing laws.

1. Out-of-Network Emergency S¢ . =s,
2. Covered Services Provided by ai Quu. %\ ‘etwork Provider at an In-Network Facility
3. Out-of-Network Air Amb«'ance Sei ‘ces

Notwithstanding any provisions ¢ thi. Ce:.iicate of Insurance to the contrary, when you receive
the services listed in itex .. 3 abo : you are protected from balancing billing, sometimes called
surprise billing. Surp! se billi==or « \lance billing means billing by an Out-of-Network Provider for
the difference betweel '~ [ KPIU agreed to pay and the full amount billed by the Out-of-Network
Provider. You are only responsil 2 for the In-Network Cost Share for these services and the Cost
Shares will be treated as Ii. = _wwork Cost Shares for the purpose of accumulation to Your
Deductible, if any, and In-Network Out-of-Pocket Maximum.

Out-of-Network Providers rendering the Covered Services listed in the services described above,
may not bill or collect more than Your In-Network Cost Share and may not bill You the difference
between the Actual Billed Charges and the Maximum Allowable Charge.

An Out- of-Network Provider may balance bill You when the Out-of-Network Provider rendering
services in an In-Network facility has satisfied the applicable notice and consent requirements, if
permitted to provide notice and obtain consent, including but not limited to providing notice to
You of the estimated charges for the items and services, that the provider is an Out-of-Network
Provider and has obtained written consent from You to be treated and balanced billed by the Out-
of-Network Provider.

The applicable state or federal notice and consent requirements do not apply to Out-of-Network
Providers with respect to:
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ACCESS TO CARE

1. Emergency Services until you are stabilized; and

2. The following Covered Services rendered by an Out-Of-Network Provider in an In-
Network facility:

a. Ancillary Services; and
b. Items or services that are Covered Services and are furnished as a result of
unforeseen, urgent medical needs that arise at the time an item or service is furnished,

regardless of whether the Out-of-Network Provider satisfied the notice and consent
criteria.

Such items and services furnished by Out-of-Network Providers will always be subject to the

reimbursement described in the Maximum Allowable Charge definition and are prohibited from
balance billing You.

In any other circumstance, including and not limited to when You or Your authorized
representative give consent, an Out-of-Network Provider may balans  bill You.
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PRECERTIFICATION

NOTE: If Your employee benefit plan is covered by Title 1 of the Employee Retirement and Income
Security Act of 1974 (ERISA), You may have other appeal rights guaranteed to You under Title 1 of
the Employee Retirement Income Security Act of 1974 (ERISA). These rights are explained under
the section of this Certificate entitled CLAIMS AND APPEALS PROCEDURES.

Precertification through the Medical Review Program

This section describes:

1. The Medical Review Program and Precertification procedures for Medical Benefits other than
outpatient prescription drugs;

How failure to obtain Precertification affects coverage;

Precertification administrative procedures;

Which clinical procedures require Precertification; and

How to appeal an adverse determination by the Medical Review rogram.

aprwn

See the Outpatient Prescription Drug benefit in the GENERAL ©NF (TS section for information
regarding Precertification for outpatient prescription drugs.

See the Pediatric Dental services in the GENERAL BEN. ~ITS section for information regarding
precertification for pediatric dental services.

Precertification must be obtained for all Hospitai *ays .nd certain other services and procedures.
Request for Precertification must be made b e C. ered Person, the Covered Person’s attending
Physician, or the Covered Person’s authorize '« nres. “tative prior to the commencement of any
service or treatment. If Your services are pro ‘ide ' by a Kaiser Permanente Provider, the Kaiser
Permanente Provider will arrange . r =v ecessary Precertification on Your behalf. If
Precertification is required, it must be oL ~ineu  © avoid a reduction in benefits. It is important to
work with your provider to be ¢t ©w. > service - are Precertified when required or you will pay for the
cost of the service.

Precertification will no? .esult in pay nent of benefits that would not otherwise be covered under the
Group Policy if You ¢ e ne Ui or covered under the plan at the time the services are received,
benefits under the plan.ave bee exhausted, or in cases of fraud by You or the provider.

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; and manages Your
plan of care. If the Medical Review Program determines that the care is not Medically Necessary,
Precertification will be denied. The Medical Review Program may be contacted twenty-four (24)
hours a day, seven (7) days a week at 1-800-221-2412, 711 (TTY) or fax 1-404-364-4743.

The following treatments or services must be Precertified by the Medical Review Program:
1. Ambulatory Surgery including but not limited to:

Blepharoplasty

Cryosurgery of the prostate

Oral surgery

Sclerotherapy

Septoplasty

Sinus surgery

e oo oo
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g. Uterine artery embolization
h. Uvulopalatoplasty
Applied Behavior Analysis
Biofeedback
Clinical trials
Cognitive Rehabilitation (outpatient and home)
Dental procedures and dental anesthesia (see Pediatric Dental services in the GENERAL
BENEFITS section for information regarding precertification for pediatric dental services)
Durable Medical Equipment
Endoscopy procedures (includes pill/video method)
Enteral solutions
Experimental/investigational procedures and drugs
Genetic testing
Habilitative Therapy
High Tech Radiology Services including but not limited to Magnetic Resonance Imaging
(MRI), MRA, CTA, CT Scan, Myelogram, Nuclear Medicine Sc7 .s and PET scan
Home health care and Home Infusion services
Hospice (home and inpatient)
Hospitalization for dental procedures
Hyperbaric Oxygen Treatment
Implantable devices such as cochlear implants anc =ft ventricule. assist devices.
Infertility Services
Injectable Drugs
Inpatient hospital confinements (including ~cute < dmissions from the Emergency Room
post stabilization);
a. Inpatient acute admission:
b. Inpatient care at a Comprel ‘ns e Renabilitation Facility
c. Inpatient care at a'« n...d Nu sing ~acility or other licensed medical facility;
d. Inpatient mental heai. sei."> 3
e. Inpatient che¢ . '=al depe. Yency/substance abuse services
Intacs — lens used for eye ' isor.. =
Multidisciplinary rehabilita. 2" services or programs
Non-Emergency< anuulance services
Observation sti /s in 2 it
Orthotripsy
Pain Management
Pediatric Hearing Aiu,s; and services
Prosthetics and Orthotics
Radiation Therapy, including but not limited to SBRT, SRS, SGRT, IMRT, and Proton
Reconstructive surgery including but not limited to:
a. Breast augmentation and reductions
b. Craniofacial reconstruction
¢. Ocular surface reconstruction
d. Orthognathic surgery
e. Any procedure performed by a plastic surgeon.
Rehabilitation:
a. Physical therapy, (outpatient and home)
b. Occupational Therapy, (outpatient and home)
c. Speech Therapy (outpatient and home)
d. Respiratory Therapy (home)
Sexual Dysfunction treatment
Sleep studies, including home sleep studies.
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PRECERTIFICATION

35. Spinal surgery

36. Stimulator therapy, including but not limited to: bladder disorders, brain disorders, pain
management, and stomach disorders

37. Transplant Services (pre-transplant, transplant, and post-transplant)

38. Wound therapy (outpatient or home)

Note: The above list is subject to change. For the most current information, please call the Medical
Review Program at 1-800-221-2412, 711 (TTY), twenty-four (24) hours a day, seven (7) days a week.

IMPORTANT: If Precertification is not obtained when required, or the terms of Precertification are
not complied with we will deny the claim for payment. If the treatment or service is deemed not to
be Medically Necessary before the service is received or upon appeal, the treatment or service will
not be covered. Likewise, if a Hospital Confinement or other inpatient care is extended beyond the
number of days first Precertified without further Precertification (concurrent review), benefits for the
extra days: (1) will similarly be denied; or (2) will not be covered if deemed not to be Medically
Necessary.

If this Plan has been designated a Secondary Plan as defined iri._Ye CC JRDINATION OF BENEFITS
section, Precertification is not required when Your Primary Plan hc  1ade p-, ment on the Covered
Services requiring Precertification.

Emergency Services

Precertification is not required for Emergency Ser' .ces h wev. /" (s very important that you, your
provider, or someone else acting on your behalf, all us< , notify us that you need Post-Stabilization
Care. Post-Stabilization Care is Medically N« =ssa. « ervices related to your Emergency Medical
Condition that you receive after your treating | vsic. 2 determines that your Emergency Medical
Condition is Stabilized. Please call Customer £ »rv. = at .-855-364-3185, 711 (TTY).

Pregnancy Precertification: When a Cov. 'ed = on is admitted to a Hospital for the delivery of a
child, the Covered Person is ¢ ‘*led to . 7y in the hospital without any Precertification for a
minimum of:

1. Forty-eight (48) hours for a nc m<. vaginal delivery; and

2. Ninety-six (96) hour 101 a Cese =2an section delivery.

A stay longer than the . .e may oe allowed provided the attending provider obtains authorization
for an extended confinement thr' ugh KPIC's Medical Review Program. Under no circumstances will
KPIC require that a proviuc: 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 Precertification requirements as
any other Sickness.

Precertification Procedures

The Covered Person or his or her 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 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 Precertified or
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within 48 hours following a vaginal delivery or 96 hours following a cesarean section, or as soon
as reasonably possible, for Hospital Confinement in connection with childbirth expected to
extend beyond the 48 or 96-hour period.

3. Other treatments or procedures requiring Precertification - As soon as reasonably possible after
the Covered Person learns of the need for any other treatment or service requiring
Precertification but at least three days prior to performance of any other treatment or service
requiring Precertification.

4. During the first trimester of pregnancy if the Covered Person intends to have Birth Services
covered under this plan.

A Covered Person 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 or more Physicians
designated by the Medical Review Program. If the Covered Person is required to obtain a second
medical opinion, it will be provided at no charge to the Covered P=arson;

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

3. Obtain from the attending Physician information required v * ¢ Medical Review Program
relating to the Covered Person’s medical condition and the requ zted t»' atment or service.

If the Covered Person or the Covered Person’s provider do. .not provide the necessary information
or will not release necessary information, Precertifi suc. wili e de” (ed.

If Your request for Precertification is denied, alte. d, © delayed, You have the right to appeal the
denial, alteration or delay. Please refer to tt. - “LAL. S AND APPEALS PROCEDURES section for a
detailed discussion of the grievance and appec's, roce. and the INDEPENDENT MEDICAL REVIEW
section for Your right to an Independe’ = Medic.' Re ‘ew.

NOTE: Any questions about Yo:'r rights z,_v’er L +iISA should be directed to the plan administrator
named in Your employer’s ERIS \ p.. ~docu. 2nt or the nearest area office of the U.S. Department
of Labor, Labor-Management Sei ice Au. nistration
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DEDUCTIBLES AND MAXIMUMS

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 Coverage. The
Deductible must be met within each Accumulation Period. Benefits will not be payable for
Covered Charges applied to the Deductible. When Covered Charges equal to the Deductible are
incurred and submitted to Us, the Deductible will have been met for that Covered Person or
Family. All Covered Services are subject to the Plan Deductible unless otherwise specified in the
Schedule of Coverage. Covered Charges paid with respect to Emergency Services, Air Ambulance
Services provided by an Out-of-Network Provider or Covered Services rendered by an Out-of-
Network Provider in an In-Network facility will be counted toward any applicable In-Network
Deductible.

Self-Only Deductible

For a self-only enrollment (family of one Covered Person), there . only  ie Deductible known as
Self-Only Deductible. When the Covered Person reaches his or h. .Se’ -Only PDeductible, he or she
will begin paying Copayments or Coinsurance.

Individual Deductible

Unless otherwise indicated in the Schedule of Cover’ je« “elsc her  in the Policy, the Accumulation
Period Individual Deductible as shown in the Sct .dule ¢ Cove. e applies to all Covered Charges
incurred by a Covered Person during an Accumui. ion< eriod. The Deductible applies separately to
each Covered Person during each Accumu . on i riod. When Covered Charges equal to the
Deductible are incurred during the Accumulati n =rioc >nd are submitted to Us, the Deductible will
have been met for that Covered Persor Renefit wi. not be payable for Covered Charges applied to
the Deductible.

Family Deductible Maximum

The Deductible for a family has kL en ¢ . “ad for an Accumulation Period when a total of Covered
Charges, shown in the Sck~dule oi ~ verage, has been applied toward the covered family members’
Individual Deductibles

If the Family Deductit »."" .ximu 1 as shown in the Schedule of Coverage is satisfied in any one
Accumulation Period by covered’ amily members, then the individual Deductible will not be further
applied to any other Cover. ' _narges incurred during the remainder of that Accumulation Period.

NOTE: The Accumulation Period Deductible does not apply to Preventive Benefits required under
the Affordable Care Act (ACA) received at the In-Network Provider tier. Preventive Benefits required
under the Affordable Care Act (ACA) that are received at the Out-of-Network Provider tier, however,
are subject to the Accumulation Period Deductible.

Benefit-specific deductible

Some Covered Services are subject to additional or benefit-specific deductible amounts as shown
in the Schedule of Coverage. These additional or separate deductibles do not contribute toward the
satisfaction of the Individual Deductible or Family Deductible.

NOTE: Please refer to the SCHEDULE OF COVERAGE for the actual amount of Your Individual and
Family Deductible.
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DEDUCTIBLES AND MAXIMUMS

Percentage Payable

The Percentage Payable is applied to Covered Charges after any applicable Deductible has been met.
The Covered Person pays the coinsurance as set forth in the Schedule of Coverage.

Out-of-Pocket Maximums

Any part of a charge that does not qualify as a Covered Charge will not be applied toward satisfaction
of the Out-of-Pocket Maximum. Covered Charges applied to satisfy the Deductible under this Group
Policy count toward the satisfaction of the Out-of-Pocket Maximum. Cost Share incurred on Essential
Health Benefits apply to the Out-of-Pocket Maximum. Charges in excess of the maximum Allowable
Charge or Benefit Maximum and additional expenses a Covered Person must pay because
Precertification was not obtained will not be applied toward satisfying the Deductible or the Out-of-
Pocket Maximum. Cost Shares paid with respect to Emergency Services, Air Ambulance Service
provided by an Out-of-Network Provider or Covered Services rendered by an Out-of-Network
Provider in an In-Network facility will be counted toward any applicable In-Network Out-of-Pocket
maximum.

Self-Only Out-of-Pocket Maximum

For a self-only enrollment (family of one Covered Person), there is »nl:* une Ovt-of-Pocket Maximum
known as Self-Only Out-of-Pocket Maximum. When the Covered Pei n rea ies his or her Self-Only
Out-of-Pocket Maximum, he or she no longer pays Cop< 'ments or C. = udrance for those covered
services that apply towards the Out-of-Pocket Maximum fc *he rest of the Accumulation Period.

Individual Out-of-Pocket Maximum

When the Cost Share incurred by a Covered F. sor enrolled in self-only coverage equals the
Individual Out-of-Pocket Maximum shown 1 e S. ~edule of Coverage during an Accumulation
Period, the Covered Person will not be requ re .to L. v any additional Cost Share for Covered
Services for remainder of that Accum! *ion Pe ioa.

When the Cost Share incurred hv a Cove »d Pe..on in a family of two or more Covered Persons
equals the Individual Out-of-P« =k »Maxin. m shown in the Schedule of Coverage during an
Accumulation Period, the Covere Per o.. “ll not be required to pay any additional Cost Share for
Covered Services for the< mainde t that Accumulation Period.

Family Out-of-Pocket ' a¥’ .m

When the Cost Share incurred ! y covered family members equals the Out-of-Pocket Maximum
shown in the Schedule of "~ .age during an Accumulation Period, the covered family members
will not be required to pay any additional Cost Share for Covered Services for the remainder of that
Accumulation Period.

Effect of Prior Coverage on Deductible and Out-of-Pocket Maximum Take-over

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

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

Policy if:

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

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

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

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

Deductible Carry-over If a Covered Person incurs Covered Charges during the last three months of
an Accumulation Period that are applied toward satisfaction of the Deductible for that Accumulation
Period, those charges will also be applied toward the Covered Person's Deductible for the next
Accumulation Period.

Maximum Allowable Charge

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 any amounts in excess of the Maximum
Allowable Charge for a Covered Service. (Refer to the definition of Maximum Allowable Charge
shown in the General Definitions section of the Certificate).

Other Maximums

To the extent allowed by law, certain treatments, services and su, alie* are suhject to internal limits
or maximums. These additional items are shown in the Schedule o, ‘overse.
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GENERAL BENEFITS

This section describes the general benefits and benefit specific exclusions under the Group Policy.
General limitations and exclusions are listed in the General Limitations and Exclusions section.
Optional benefits are set forth under the sections entitled Optional Benefits, Limitations and
Exclusions. Please refer to Your Schedule of Coverage to determine which, if any, optional benefits
Your employer elected.

Insuring Clause

Upon receipt of satisfactory notice of claim and proof of loss, KPIC will pay the Percentage Payable
up to the Maximum Allowable Charge (shown in the Schedule of Coverage) for the treatment of a
covered Injury or Sickness, provided:

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

The expense is for a Covered Service that is Medically Necessary:

The expense is for a Covered Service prescribed or ordered by n attending Physician;

The Covered Person has satisfied any applicable Deductibles< _opayr  ¢nts, Coinsurance or other

amounts payable;

5) The Covered Person has not exceeded any other Benefit Maxii. 'm s* wn in the Schedule of
Coverage: and

6) The Covered Person has satisfied any Precertification r. uirements.

2od=

Payments under the Group Policy, to the extent< (owed. y law:

1) Will be subject to the limitations shown ir.the <h< iule of Coverage;
2) Will be subject to the General Limitations - d Ex. usions;

3) May be subject to Precertification; and

4) Will not duplicate any other benef® naid oi nay “le by KPIC.

Covered Services:

OUTPATIENT SERVICES

The following services 2°_ _ Jverec

1) Physician services' includir~ ofi e visits, and real time integrated behavioral health
consultative servic =* Ltrec ing provider.

2) Telemedicine and Telehealth' vhen used as a mode of delivering otherwise Covered Services
via audio, video or datc .munications methods.

3) Nursing services by an RN or LPN, or LVN, as certified by the attending Physician as Medically
Necessary if an RN is not available.

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

5) Dressings; casts; and splints.

6) Radiation treatment limited to:

a) radiation 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.

7) Chemotherapy that is drugs administered by medical personnel to treat cancer.

8) Infusion Therapy that is drugs or fluids administered by medical personnel used to treat
infections, diseases and other conditions.

9) Respiratory therapy.

10) X-ray, other imaging and laboratory tests.
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GENERAL BENEFITS

11) Maternity Care for services in connection with pregnancy.

12) Outpatient surgery in a Free-Standing Surgical Facility, Hospital, or other licensed medical
facility.

13) Hospital charges for a surgical room on an outpatient basis.

14) 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.

15) Coverage for management and treatment of diabetes which includes medically necessary
equipment, supplies, pharmacologic agents and outpatient self-management training and
education related to the care of diabetes, including medical nutrition therapy if prescribed by a
health care provider licensed to prescribe such items in accordance with applicable state 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.

16) Reimbursement for any covered surgical procedures performed on an outpatient basis when
such procedures are performed by a licensed medical practitioner operating with the use of
local anesthetic at a licensed outpatient surgical facility affiliated vith a licensed hospital; and
reimbursement for medical and surgical procedures performe’ on ar outpatient basis in the
case of a medical emergency.

17) Allergy testing and treatment, services, material and serums.

18) Treatment of Orofacial pain, including but not limited to craniom. ~di*  .iar and
temporomandibular joint disorders (TMJ) and myofac >l pain for the rollowing treatments:

a. Health history (medical and dental) pertinent<" ~vm, “oms;

b. Clinical examinations related to presentins symp )»ms,

c. Muscle injections;

d. Temporary orthotics. Charges fors 9linw < ¢ appliances once every three years with
adjustments as necessary. Those ap 1. nces ‘esigned for orthodontic purposes are not
covered, such as bionators, functional | xgu ~tors, frankel devices, etc.;

e. Electromyographic studies of'' '~ "2and i 3ck . iuscles. This does not include muscle testing
or kinesiology;

f. Physical medicine and p" , »iatherap .including: heat treatment; ultrasound; diathermy; high
voltage galvanic stimulai dn; .. ~cutcneous nerve stimulation; vapocoolant sprays;

g. Medically necessarv surge v.< athe remporomandibular Joint.

19) Non-surgical treatn .t uf crani. mandibular and temporomandibular joint disorders.

20) Chiropractic servi¢ : for == :al | anipulation of the spine.

21) Necessary Services . Supf es.

22) Coverage for a second medi‘ a1l opinion, limited to charges for Physician consultation, and
charges for any additioru: x-rays, laboratory tests and other diagnostic studies. Benefits will
not be payable for x-ray, laboratory tests, or diagnostic studies that are repetitive of those
obtained as part of the original medical opinion and/or those for which KPIC paid benefits. For
benefits to be payable, the second medical opinion must be rendered by a Physician who
agrees not to treat the Covered Person's diagnosed condition. The Physician offering the
second medical opinion may not be affiliated with the Physician offering the original medical
opinion.

23) Second surgical opinion on the need for surgery. It must be given by a state board certified
specialist: a) whose specialty is appropriate to the surgical procedure being evaluated; b) who
has personally examined the Covered Person; and c) who does not perform the surgery. It
must be given no later than 6 months after the initial surgical opinion indicating the need for
the same surgery. It must be given in writing. This does not include repetition of any
diagnostic test.

24) Observation Stays
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INPATIENT SERVICES
The following services are covered:

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

3) Necessary Services and Supplies, including medication dispensed while confined in a Hospital

4) Dressings; casts; and splints

5) Physician services

6) Nursing services by an RN or LPN, or LVN, as certified by the attending Physician as Medically
Necessary if an RN is not available.

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

8) Anesthesia and its administration when provided by a licensed anesthesiologist or licensed
nurse anesthetist.
9) Respiratory therapy.

10) Blood and blood derivatives, including plasma.
11) Diagnostic testing, including laboratory, x-ray and imaging.

12) Coverage for a second medical opinion, limited to charges fc Pb: .ician consultation, and
charges for any additional x-rays, laboratory tests anc. ~ther diagno. ..c studies. Benefits will not
be payable for x-ray, laboratory tests, or diagnos*" ~tuc s that 7' 2 repetitive of those obtained
as part of the original medical opinion and/or ' ose f. - wh: 2 "IC paid benefits. For benefits to
be payable, the second medical opinion mus. e rens :red by a Physician who agrees not to treat
the Covered Person's diagnosed conditic . Thu ® .ysician offering the second medical opinion
may not be affiliated with the Physician o ‘e ‘ng ti . original medical opinion.

13) Routine nursery care and Physician charg. s i = a n:wborn while the mother is confined. The
care is covered as part of the ri ~..>r's a'mis ion. These charges will be subject to any
Deductible, Copayment, and Coinsui ace .« vn in the Schedule of Coverage.

14) Non-medically necessary ci:" »mcision . 'r newborn within 31 days from birth

15) Birth Services/Maternity Carc Ser. ~<.in connection with pregnancy including those
performed in a Birth Center.

NEWBO:.v« BAB AND MOTHER PROTECTION ACT NOTICE

The Newborn Baby and Mother Protection Act (Code Section 33-24-58.2 of the OCGA) requires that
health benefit policies which provide maternity benefits must provide coverage for a minimum of
48 hours of inpatient care following a normal vaginal delivery and a minimum of 96 hours of
inpatient care following a cesarean section for a mother and her newborn child. The care must be
provided in a licensed health care facility. A decision to shorten the length of stay may be made only
by the attending health care provider after conferring with the mother. If the stay is shortened,
coverage must be provided for up to two follow-up visits with specified health care providers with
the first visit being within 48 hours after discharge. After conferring with the mother, the health care
provider must determine whether the initial visit will be conducted at home or at the office and
whether a second visit is appropriate. Specified services are required to be provided at such visits.

A stay longer than the above may be allowed provided the attending provider obtains
authorization for an extended confinement through KPIC’s Medical Review Program. In no case
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GENERAL BENEFITS

will KPIC require that a provider reduce the mother’s or child’s Hospital Confinement below the
allowable minimums cited above.

AMBULANCE SERVICES
1) Emergency medical transportation provided through the 911 emergency response system.
2) Non-emergency ambulance transportation in connection with care that is Medically Necessary.

Ambulance Exclusions
Non-emergency medical transportation including, but not limited to, stretcher van, wheelchair
vans (ambulettes), taxis, and buses are not covered.

AUTISM SPECTRUM DISORDER

We provide diagnosis and Medically Necessary health care treatment of Autism Spectrum
Disorder as determined by a licensed physician or licensed psychologist. We may require that
Medically Necessity be demonstrated annually. Services include the following:

1. Diagnostic Services including assessments, evaluations or* sts.

2. Habilitative or Rehabilitative Services, including physical .ierap: speech therapy,
occupational therapy, Applied Behavior Analysis or other rof ssiona' or counseling
services necessary to develop, maintain, and restore the fur. ‘ionin< of an individual to the
extent possible. These covered Services are also<'escribed in . = sections regarding
“Rehabilitation Services and Habilitation Services".

3. Counseling Services provided by a licensed .sy. ‘iatr. . lic/ ised psychologist,
professional counselor or clinical social v urker ; / 1d

4. Therapy Services for the treatment of Auti. m S ectrum Disorder provided by a licensed or
certified speech therapist, speech-lan . ~ge . *hologist, occupational therapist, physical
therapist or marriage and family thera, is.

Autism Spectrum Disorder Exclusions

Any Services described in this Treatmer. of Ac.ism Spectrum Disorder that are not specifically
required to be covered by Kais r. =mane: = Insurance Company pursuant to an individualized
family service plan, an individue ized z. ntion plan as required by the federal Individuals with
Disabilities Education Ac*= =an in ".idualized service plan are not covered.

CLINICAL TRIALS
We cover Services in connection’ vith a clinical trial if all of the following conditions are met:

1) We would have cov' == .ne Services if they were not related to a clinical trial such as Routine
Patient Care;

2) You are eligible to participate in the clinical trial according to the trial protocol with respect
to the 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 by the following:

a) A Provider has made this determination; or
b) You provide Us with medical and scientific information establishing this determination.

3) The clinical trial is a phase |, phase Il, phase lll, or phase IV clinical trial that is conducted in
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 approved or funded (which may include funding
through in-kind contributions) by at least one of the following:
i The National Institutes of Health.
ii. The Centers for Disease Control and Prevention.
iii. The Agency for Health Care Research and Quality.
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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 HHS
Secretary determines meets all of the following requirements:
A. Itis comparable to the National Institutes of Health system of peer
review of studies and investigations.
B. It assures unbiased review of the highest scientific standards by
qualified people who have no interest in the outcome of the review.
b) The study or investigation is conducted under an investigational new drug
application reviewed by the Food and Drug Administration.
¢) The study or investigation is a drug trial that is exem: . from having an
investigational new drug application.

Clinical Trial Exclusions

The following services are not covered:

1) The investigational item or service.

2) ltems and services that are provided solely for d==" »olle tion an‘ analysis and that are not
used in the direct clinical management of the  itient

3) Services that are clearly inconsistent with wi. »ly ac/ pted and established standards of care
for the patient’s diagnosis.

Clinical Trials for Children with Cancer

Coverage for Routine Patient Care Cox - . ~urre ' in ¢ nnection with the provision of goods,
services, and benefits to Dependent chilc =n s.c ‘en with cancer in connection with approved
clinical trial programs for the tr< . ment of ¢ ildren's cancer. Such Dependent children should have
been diagnosed with cancer pric to u. “nincceenth birthday; are enrolled in an approved clinical
trial program for treatment of chii re’.'s cai.cer; and are not otherwise eligible for benefits,
payments, or reimburss ierts fron any other third party payors or other similar sources.

DENTAL SERVICES

The following dental services ar’ covered:

1) Extraction of impacted vv.odom tooth embedded in the bone.

2) Accidental Dental Injuries will be limited to services necessary to promptly repair, but not
replace, teeth that have been injured as the result of an external force. For benefits to be payable
all of the following conditions must be satisfied:

a)A licensed provider provides the dental services;

b) The injury occurred as the result of an external force that is defined as violent contact

with an external object, not force incurred while chewing; and

c)The Covered Services must be requested within 60 days of the injury.
Benefits are limited to the most cost-effective procedure available that would produce the most
satisfactory result.
Services will not include Oral prostheses and appliances, including replacement of dentures
and implants.

3) General anesthesia and associated facility charges for dental procedures rendered in a Hospital
or surgery center setting are covered, when the clinical status or underlying medical condition
of the Covered Person requires that the dental procedure be performed while the Covered
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Person is under general anesthesia in a Hospital or surgery center setting. Coverage shall not

be provided unless the Covered Person is:

a) under seven (7) years of age; or

b) developmentally disabled; or

c) one whose health is compromised and for whom general anesthesia is medically necessary;
or

d) one who has sustained extensive facial or dental trauma, unless otherwise covered by
workers' compensation.

This provision does not apply to treatment rendered for temporomandibular joint (TMJ)
disorders nor does it provide coverage for any dental procedure or the professional fees or
services of the dentist.

Pediatric Dental Services (children up to age 19)

Coverage for certain pediatric dental services is limited to only children up to age 19. This
means pediatric dental services are provided for Dependent chi' ren up to the end of the
month he or she turns age 19. The pediatric dental coverage i part ¢ this medical plan. Four
categories of benefits are covered for Dependent Children, v» en 1" : services are provided by a
licensed Provider, and when they are necessary and customary ader tk . Generally Accepted
Standards of Dental Practice.

Please see Precertification section in this sectior” ¢. »erv. =s th7z require Precertification.

For questions about this dental coverage, ple. »e c2’ Delta Dental’s Customer Service at or 1-
800-929-2309 or 711 (TTY) (toll free), Mo ‘ay-F.  ay, 8 a.m. to 6 p.m.

The following definitions apply to t~e Pediz ric “ental coverage:

Benefit means those Covered Dental « arvicc. wvhich are made available to Covered Persons
under the terms of this Grot , “»licy anc which are listed as part of the Group Policy.

Contracted Fee of the Malta D\ » .t PPO Dentist means the fee for each Single Procedure that a
PPO Provider has ¢ ntractually greed to accept as payment in full for treating a Covered
Person.

Contracted Fee of the Nelt=" sental Premier Dentist means the fee for each Single Procedure
that a PPO Provider has contractually agreed to accept as payment in full for treating a
Covered Person.

Covered Dental Services means those dental services set forth in the Benefits and Limitations
section of this Certificate.

Delta Dental Premier Provider (Premier Provider) means an In-Network Dentist who contracts
with Delta Dental or any other member company of the Delta Dental Plans Association and
agrees to:
1. accept the Contracted Fee of the Delta Dental Premier Dentist as payment in full for
services provided under this dental insurance plan; and
2. complies with Delta Dental’s administrative guidelines.

Delta Dental PPO Provider (PPO Provider) means an In-Network Dentist who contracts with

Delta Dental or any other member company of the Delta Dental Plans Association and agrees
to:
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1. accept the Contracted Fee of the Delta Dental PPO Dentist as payment in full for services
under this dental insurance plan; and
2. complies with Delta Dental’s administrative guidelines.

Dental Provider means a person licensed to practice dentistry when and where services are
performed. A Provider shall also include a dental partnership, dental professional corporation
or dental clinic.

In-Network Dental Provider means a licensed Premier Provider or PPO Provider who:
1. accepts the Contracted Fee of the Delta Dental Premier Dentist or the Contracted Fee of the
Delta Dental PPO Dentist as payment in full for services provided under this dental insurance
plan; or
2. complies with Delta Dental’s administrative guidelines.

Maximum Allowable Charge means the lesser of:
1. For Covered Services from a PPO Provider, a Premier " ovider or an
Out-of-Network Dental Provider:
a. the Contracted Fee of the Delta Dental PPO Dentist; ¢
b. the Submitted Amount.

Out-of-Network Dental Provider means a licer’ ed P1 vide. wF J:
1. does not have Filed Fees/Negotiated FC s on fi’ : with Lelta Dental; or
2. does not accept the Contracted Fee< f the Y a Dental Premier Dentist or the Contracted
Fee of the Delta Dental PPO Dentist' s ~ayn. ntin full for services provided under this
dental insurance plan; or
3. does not comply with Delta< -.~l's a. mir. trative guidelines.

Single Procedure means a ¢ »*al proce “ire to which a separate procedure number has been

assigned by the American Du atair. =acia. on in the current version of Common Dental
Terminology (CDT).

Your Choice of Dei =" _iovidi :s:

You may see any Denta. . ovider for Your covered treatment, whether the Dental Provider is a
PPO Provider, Premier Provider or a Out-of-Network Dental Provider.

Your out-of-pocket expenses for certain pediatric dental services received from PPO Provider
may be lower than the services provided by Premier Provider.

A Premier Provider is an In-Network Provider, however, for Covered Services received from a
Premier Dentist, the Covered Person will be responsible for the payment of any difference
between the Contracted Fee of the Delta Dental PPO Dentist and the Contracted Fee of the
Delta Premier Dentist.

Locating an In-Network Dental Provider:
To find a Delta Dental Provider dentist log onto the Delta Dental web page at

www.deltadentalins.com and use the Dentist Search feature. Search by city, state or zip code to
find a listing of participating dentists with Delta Dental or contact the Integrated Voice Response
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(IVR): Call 1-800-929-2309 or 711 (TTY) and follow the prompts to receive a listing of dentists in
your area by mail or fax.

IMPORTANT: If You receive dental services that are not Covered Services under this policy, a
In-Network provider may charge You his or her usual rate for those services. Prior to providing
a patient with dental services that are not a covered benefit, the dentist should provide to the
patient a treatment plan that includes each anticipated service to be provided and the
estimated cost of each service. If You would like more information about dental coverage
options, You may call Delta Dental’s Customer Service at 1-800-929-2309.

Pre-determination of Your Dental Benefits

After an examination, Your Dental Provider will talk to You about treatment You may need.
The cost of treatment is something You may want to consider. If the service is extensive or
involves implants, crowns or bridges, We encourage You to ask Your Dental Provider to
request a Pre-determination of Benefits.

A Pre-determination of Benefits does not guarantee payment. _is an.estimate of the amount
KPIC will pay if You are eligible and meet all the requiremer. - of tk* Group Policy at the time
the treatment You have planned is completed.

In order to receive Pre-determination of Benefits, You. Provider mu.. send a statement of
proposed treatment to Our Administrator, Delta = tal \. ting ths proposed treatment. Delta
Dental will send Your Provider a Notice of Pre< .etern natic 7 Benefits which estimates how
much of the treatment costs KPIC will pay ar. how . .uch You will have to pay. After You
review the estimate with Your Provider 2°  You ' .cide to go ahead with the treatment plan,
Your Provider returns the statement to thu 1 'lowi.  address for payment after treatment has
been completed.

Dei. De.. > »f California

F. > Box 997330
Sa. "men.o, CA 95899-7330

Computations are’ :stim2* anl, and are based on what would be payable on the date the
Notice of Pre-deter. = udon ¢ Benefit is issued if the patient is eligible. Payment will depend
on the patient's eligibility ar'. the remaining annual benefit maximum when completed
services are submitted v «PIC or to Delta Dental.

Pre-determination of Benefits help prevent any misunderstanding about Your financial
responsibilities.

For questions on Pre-determination reviews, please contact Delta Dental’s Customer Service at
1-800-929-2309 or 711 (TTY) (toll free), Monday-Friday, 8 a.m. to 6 p.m.

Precertification

Precertification in this section means the required assessment of the medical necessity and
customary standards of generally accepted dental practice standards by Delta Dental.

Orthodontic services require precertification.
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Please contact Delta Dental’s Customer Relations at 1-800-929-2309 or 711 (TTY) (toll free),
Monday-Friday, 8 a.m. to 6 p.m for regarding Precertification.

Covered Pediatric Dental Services
You are responsible to pay Deductible or any Coinsurance applicable to this benefit subject to
the quantity limits shown in the Schedule of Coverage.

Diagnostic and Preventive Services

1. Diagnostic: procedures to aid the Dental Provider in determining required dental treatment.

2. Preventive: cleanings, including scaling in the presence of generalized moderate or severe
gingival inflammation - full mouth (periodontal maintenance is considered to be a Basic
Benefit for payment purposes), topical application of fluoride solutions, space maintainers.

3. Sealants: topically applied acrylic, plastic or composite materials used to seal developmental
grooves and pits in permanent molars for the purpose of pre’ ¢nting decay.

4. Specialist Consultations: opinion or advice requested by 27 jeneral dentist.

Basic Services

1. General Anesthesia or IV Sedation: when adminic. =red by a De. .l Provider for covered
Oral Surgery or selected endodontic and periedontc surgicalorocedures.

2. Periodontal Cleanings: periodontal mainter .nce.

Palliative: emergency treatment to reliev. oain.

4. Restorative: amalgam and resin-bases' con o< (e restorations (fillings) and prefabricated
stainless steel restorations for treatm. 1. of cc. ‘ous lesions (visible destruction of hard
tooth structure resulting from the proc ss f dec vy).

w

Major Services

1. Crowns and Inlays/Onlay .. 2tmen. f carious lesions (visible decay of the hard tooth
structure) when teeth can ot k' . '=red with amalgam or resin-based composites.

2. Prosthodontics: »= »=dure. ‘ur construction of fixed bridges, partial or complete dentures
and the repair/  fixed bridg s; implant surgical placement and removal; and for implant
supported pro thet" _,In 'uc.ng implant repair and re-cementation.

3. Oral Surgery: exiractions’ .nd certain other surgical procedures (including pre-and post-
operative care).

4. Endodontics: treatment of diseases and injuries of the tooth pulp.

5. Periodontics: treatment of gums and bones supporting teeth.

6. Denture Repairs: repair to partial or complete dentures, including rebase procedures and
relining.

7. Night Guards/Occlusal Guards: intraoral removable appliances provided for treatment of
harmful oral habits.

Note on additional benefits during pregnancy

When an Covered Person is pregnant, KPIC will pay for additional services to help improve
the oral health of the Covered Person during the pregnancy. The additional services each
calendar year while the Covered Person is covered under this plan include one (1)
additional oral exam and either one (1) additional routine cleaning; one (1) additional
periodontal scaling and root planing per quadrant; or one (1) additional periodontal
maintenance procedure. Written confirmation of the pregnancy must be provided by the
Covered Person or the Covered Person’s Provider when the claim is submitted.
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Orthodontics

Orthodontic treatment is a benefit of this dental plan only when medically necessary as
evidenced by a severe handicapping malocclusion and when a Precertification is obtained.
Severe handicapping malocclusion is not a cosmetic condition. Teeth must be severely
misaligned causing functional problems that compromise oral and/or general health. Benefits
for medically necessary orthodontics will be provided in periodic payments based on
continued enrollment.

Pediatric Dental Limitations:

(1) Services that are more expensive than the form of treatment customarily provided under
accepted dental practice standards are called “Optional Services”. Optional Services also
include the use of specialized techniques instead of standard procedures.

If a Covered Person receives Optional Services, an alternate” znefit will be allowed, which

means will base benefits will be based on the lower cost ¢ (he customary service or

standard practice instead of on the higher cost of the Op® onal & vice. The Covered

Person will be responsible for the difference between the igk .r cost ~f the Optional

Service and the lower cost of the customary service or stan. rd pre‘ zdure.

(2) If a primary dental procedure includes component procedure. “hz' are performed at the
same time as the primary procedure, the compor. 2t procedure. are considered to be part
of the primary procedure for purposes of determini. : the ber=fit payable under this
Contract. If the Dental Provider bills separat .y 1. .the rim< y procedure and each of its
component parts, the total benefit payab!® ror all’ zlatec * iarges will be limited to the
maximum benefit payable for the primar, ~roce .ure.

(3) Exam and cleaning limitations

a) Oral Examinations (except aft.* ours xams and exams for observation) and
routine cleanings, including sc.'if._.in p. sence of generalized moderate or severe
gingival inflammation /== any cc mb. ation thereof) are allowed no more than once
every six (6) months. Fu ‘c.>ntar maii.tenance are limited to four (4) times in a 12-
month period. Up to four ) pc.’» 'ontal maintenance procedures and up to two (2)
routine cleanings »including >caling in presence of generalized moderate or severe
gingival inflamm tic. ‘~r any ombination thereof) not to exceed four (4)
procedures or any som ... “on thereof in a 12-month period. See note on
additional Renefits 1".ing pregnancy.

b) A full m< uth debria ment is allowed once in a lifetime, when the Covered Person
has no' iistorv-=“nrc hylaxis, scaling and root planing, periodontal surgery, or
periodi 2t2'" aint nance procedures within three years, and counts toward the
cleaning irequenc in the year provided.

c) Note that parios ntal maintenanace , procedures that include periodontal
maintenance, and full mouth debridement are covered as a Basic Benefit, and
routine cleanings including scaling in presence of generalized moderate or severe
gingival inflammationare covered as a Basic Benefit, and routine cleanings are
covered as a diagnostic and preventive service. Periodontal maintenance is only
covered when performed following active periodontal therapy.

d) Caries risk assessments are allowed once in 12 months.

e) Full mouth debridement is not allowed when performed by the same dentist/dental
office on the same day as evaluation procedures.

(4) Application of caries arresting medicament is limited to twice per tooth per Calendar Year.

(5) X-ray limitations:

a) The total reimbursable amount is limited to the Dental Provider’s Accepted Fee for a
complete intraoral series when the fees for any combination of intraoral x-rays in a
single treatment series meet or exceed the accepted fee for a complete intraoral series.

b) When a panoramic film is submitted with supplemental film(s), the total reimbursable
amount is limited to the Dental Provider’'s accepted fee for a complete intraoral series.

c¢) If a panoramic film is taken in conjunction with an intraoral complete series, the
panoramic film is considered to be included in the complete series.

d) A complete intraoral series and panoramic film are each limited to once every 60
months.
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e) Bitewing x-rays are limited to once every six (6) months. Bitewings of any type are not
billable to the Covered Person or KPIC within 12 months of a full mouth series unless
warranted by special circumstances.

f) Image capture procedures are not separately allowable Covered Services.

(6) The fee for pulp vitality tests are included in the fee for any definitive treatment performed
on the same date.

(7) Topical application of fluoride solutions is limited to twice within a 12-month period.

(8) A distal shoe space maintainer - fixed - unilateral is limited to children 8 and younger and
is limited to once per quadrant per lifetime. A separate/additional space maintainer can be
allowed after the removal of a unilateral distal shoe. The removal of a fixed space
maintainer is considered to be included in the fee for the space maintainer; however, an
exception is made if the removal is performed by a different Dental Provider/Dental
Provider's office.

(9) Sealants are limited as follows:

a) One in 36 months to permanent molars if they are without caries (decay) or
restorations on the occlusal surface.

b) Repair or replacement of a Sealant on any tooth within 24 months of its application is
included in the fee for the original placement.

(10)Preventive resin restorations in a moderate to high risk cari® s risk patient - permanent
tooth are limited to once per tooth in 36 months.

(11)Specialist Consultations count toward the oral exam frey, ency screenings of patients or
assessments of patients reported individually when covere "< .re limi .d to only one in a
12-month period and included if reported, with any other exc 2ina* sn on the same date of
service and Provider office.

(12) Replacement of an amalgam or resin-based comp. “ite restorations (fillings) within 24
months of treatment will not be covered if th* _ vic. ‘s pro* Jded by the same Dental
Provider/Dental Provider office. Prefabrica’ .d cro 'ns a. )" .ited to once per child per tooth
in any 60-month period. Replacement re( aratior ., withiri 24 months are included in the fee
for the original restoration.

(13)Protective restorations (sedative fillir *.are ‘owed when definitive treatment is not
performed on the same date of servict . . e fec “or protective restorations is included in
the fee for any definitive treatment peri yrri 2d or. the same date.

(14)Prefabricated stainless steel ci. .. = are  llov. »d on baby (deciduous) teeth and permanent
teeth through age 14. Replacem. ~t 1. *aiytions within 24 months are included in the fee
for the original restoration.

(15)Therapeutic pulpotomy® .. ~ited to . 3by (deciduous) teeth only; an allowance for an
emergency palliative trec. men. made when performed on permanent teeth.

(16)Pulpal therapy (resorbable fil'"ig) 1simited to once in a lifetime and to primary incisor
teeth for childrer .. 0 age .and for primary molars and cuspids up to age 11.
Retreatment of oot canal th rapy by the same Dental Provider/Dental Provider office
within 24 mon 1s is< _.ic Jer d part of the original procedure.

(17)Apexification is ..y bene ited on permanent teeth with incomplete root canal
development or for the r pair of a perforation.

(18)Retreatment of apiv = urgery by the same Dental Provider/Dental Provider office within 24
months is considered part of the original procedure.

(19)Fees for additional pins on the same tooth on the same date are considered a component

of the initial pin placement.

(20)Palliative treatment is covered per visit, not per tooth, and the fee for palliative treatment
provided in conjunction with any procedures other than x-rays or select Diagnostic
procedures is considered included in the fee for the definitive treatment.

(21)Periodontal limitations:

a) Benefits for periodontal scaling and root planing in the same quadrant are limited to
once in every 24-month period. In the absence of supporting documentation, no more
than two quadrants of scaling and root planing will be benefited on the same date of
service.

b) Periodontal surgery in the same quadrant is limited to once in every 36-month period
and includes any surgical re-entry or scaling and root planing planing performed within
36-months by the same dentist/dental office.

c) Periodontal services, including graft procedures are only covered for the treatment of
natural teeth and are not covered when submitted in conjunction with extractions,
periradicular surgery, ridge augmentation or implants.
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d) Bone grafts are not benefited in conjunction with soft tissue grafts in the same surgical
area.

e) Periodontal surgery is subject to a 30 day wait following periodontal scaling and root
planing in the same quadrant.

f) Cleanings (regular and periodontal) and full mouth debridement are subject to a 30 day
wait following periodontal scaling and root planing if performed by the same Dental
Provider office.

g) When implant procedures are a covered benefit, scaling and debridement in the
presence of inflammation or mucositis of a single implant, including cleaning of the
implant surfaces, without flap entry and closure is covered as a basic benefit and are
limited to once in a 24-month period.

(22)Collection and application of autologous blood concentrate product are limited to once

every 36 months.

(23)Crowns and Inlays/Onlays are covered not more often than once in any 60 month period
except when it is determined the existing Crown or Inlay/Onlay is not satisfactory and
cannot be made satisfactory because the tooth involved has experienced extensive loss or
changes to tooth structure or supporting tissues. Services will only be allowed on teeth
that are developmentally mature.

(24)Core buildup, including any pins, is covered not more than or'ze in any 60 month period.

(25)Prefabricated post and core services are covered not more” .an once in any 60 month
period.

(26)Resin infiltration of incipient smooth surface lesions is cc =res once in any 36 month

period.

(27)When allowed within six (6) months of a restoration, the Bene ' f<. a Crown, Inlay/Onlay or
fixed prosthodontic service will be reduced by the 2enefit paid i .r the restoration.

(28)Prosthodontic appliances, implants and/or im='2nt «+ nported arosthetics (except for
implant/abutment supported removable de: .ure.  wii. »e r< slaced only after 60 months
have passed, except when it is determine’ that tf :re is . _h extensive loss of remaining
teeth or change in supporting tissue that . = ex’ (ing fixed bridge or denture cannot be
made satisfactory. Replacement of ¢ rosi. - .ontic appliance and/or implant supported
prosthesis not provided under a KPIC . ~efit . ‘ll be made if it is determined that it is
unsatisfactory and cannot be made sau stc tory. “ervices will only be allowed on teeth that
are developmentally mature. 2" »anostic anc ‘reatment facilitating aids for implants are
considered a part of, and incluc_a. . the fees for the definitive treatment. Payment for
implant removal is limited to one 1) tf¢. = ch implant within a 60-month period whether
provided under KPIC ber fits or an, other dental care plan.

(29)Debridement and/or osst Yus . =tour. .g of a peri-implant defect, or defects surrounding a
single implant, and inclua s ¢ .rfacc cleaning of the exposed implant surface, including flap

entry and closur’ .5 .ilowe. once every 60-month period.

(30)An implant is # covered.nro. ‘dure of the plan only if determined to be a dental necessity. If
an arch can be est< _av th 4 standard prosthesis or restoration, no benefits will be
allowed for the i.aitvidua! mplant or implant procedures. Only the second phase of
treatment (the prosthod< .tic phase-placing of the implant crown, bridge denture or partial
denture) may be suw, ot to the alternate benefit provision of the plan.

(31)When a posterior fixed bridge and a removable partial denture are placed in the same arch
in the same treatment episode, only the partial denture will be a Benefit.

(32)Recementation of Crowns, Inlays/Onlays or bridges is included in the fee for the Crown,
Inlay/Onlay or bridge when performed by the same Dental Provider/Dental Provider office
within six (6) months of the initial placement.

(33)The initial installation of a prosthodontic appliance and/or implants is not covered unless
the prosthodontic appliance and/or implant, bridge or denture is made necessary by
natural, permanent teeth extraction occurring during a time the Covered Person was under
this plan.

(34)Payment is limited for dentures to a standard partial or complete denture (Coinsurance
applies). A standard denture means a removable appliance to replace missing natural,
permanent teeth that is made from acceptable materials by conventional means and
includes routine post-delivery care including any adjustments and relines for the first six (6)
months after placement.

a) Denture rebase is limited to one (1) per arch in a 36-month period and includes any
relining and adjustments for six (6) months following placement.

b) Dentures, removable partial dentures and relines include adjustments for six (6)
months following installation. After the initial six (6) months of an adjustment or reline,
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adjustments and relining are limited to one (1) per arch in a 36-month period.
Immediate dentures, and immediate removable partial dentures include adjustments
for three (3) months following installation. After the initial three (3) months of an
adjustment or reline, relining is limited to one (1) per arch in a 36 month period.

c) Tissue conditioning is not allowed as a separate Benefit when performed on the same
day as a denture, reline or rebase service.

(35)Occlusal guards are covered by report for children age 13 or older when the purpose of the
occlusal guard is for the treatment of bruxism or diagnoses other than temporomandibular
joint dysfunction (TMJD). Occlusal guards are limited to one (1) per 12 consecutive month
period. Repair or replacement of any appliances for Night Guard/Occlusal Guard is not
covered. Adjustment of an occlusal guard is allowed once in 12-months following six
months from initial placement.

(36)Limitations on Orthodontic Services

a) Services are limited to medically necessary orthodontics when provided by a Dental
Provider. Orthodontic treatment is a benefit of this dental plan only when medically
necessary as evidenced by a severe handicapping malocclusion and when a prior
authorization is obtained.

b) Orthodontic procedures are a benefit only when the < .agnostic casts verify a
minimum score of 26 points on the Handicapping< tbio-L* .gual Deviation (HLD)
Index or one of the automatic qualifying conditions . < .v exist

c) The automatic qualifying conditions are:

i Cleft palate deformity. If the cleft pala. \is not visiblc _n the diagnostic casts
written documentation from a cre”~ntia: 1 speciz’'st shall be submitted, on
their professional letterhead, w' .1 the yrior ut' srization request,

ii. A deep impinging overbite iri thich ' e lowei incisors are destroying the soft
tissue of the palate,

iii. A crossbite of individual a 1. sior 1. »th causing destruction of soft tissue,
iv. Severe traumatic deviation.

d) The following documeni{ .. >.mus be . :bmitted with the request for prior
authorization of services b, he . > al Provider:

i ADA 2006 or ~wer clal. - form with service code(s) requested;

ii. Diagnostic st. dy 1. “als (. immed) with bite registration; or OrthoCad
equivalent;

iii. Cepk ..o, ietric diographic image or panoramic radiographic image;
iv. HL' score~'~et’ ompleted and signed by the Orthodontist; and
V. Tre. = .atpla .

e) The allowed amou’ . for comprehensive orthodontic treatment procedures (D8080,
D8090) incluac .. appliances, adjustments, insertion, removal and post treatment
stabilization (retention). No additional charge to the Covered Person (other than the
Covered Person’s Cost Share) is permitted.

f) Comprehensive orthodontic treatment includes the replacement, repair and removal
of brackets, bands and arch wires by the original Dental Provider.

g) Orthodontic procedures are benefits for medically necessary handicapping
malocclusion, cleft palate and facial growth management cases for children under
the age of 19 and shall be prior authorized.

h) Only those cases with permanent dentition shall be considered for medically
necessary handicapping malocclusion, unless the child is age 13 or older with
primary teeth remaining. Cleft palate and craniofacial anomaly cases are a benefit for
primary, mixed and permanent dentitions. Craniofacial anomalies are treated using
facial growth management.

i) All necessary procedures that may affect orthodontic treatment shall be completed
before orthodontic treatment is considered.
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i) When specialized orthodontic appliances or procedures chosen for aesthetic
considerations are provided, an allowance will be made for the cost of a standard
orthodontic treatment. The Covered Person is responsible for the difference between
the allowance made towards the standard orthodontic treatment and the dentist’s
charge for the specialized orthodontic appliance or procedure.

k) Repair and replacement of an orthodontic appliance inserted under this dental plan
that has been damaged, lost, stolen, or misplaced is not a covered service.

I) Orthodontics, including oral evaluations and all treatment, must be performed by a
licensed dentist or their supervised staff, acting within the scope of applicable law.
The dentist of record must perform an in-person clinical evaluation of the patient (or
the telehealth equivalent where required under applicable law to be reimbursed as an
alternative to an in-person clinical evaluation) to establish the need for orthodontics
and have adequate diagnostic information, including appropriate radiographic
imaging, to develop a proper treatment plan. Self-administered (or any type of “do it
yourself”) orthodontics are not covered.

m) The removal of fixed orthodontic appliances for reasor’ other than completion of
treatment is not a covered benefit.

(37)The fees for synchronous/asynchronous teledentistry se ‘ices = ¢ considered inclusive in
overall patient management and are not separately payab:  :rvices

Pediatric Dental Exclusions:

(1) services that are not Essential Health Benefits

(2) maxillofacial prosthetics.

(3) provisional and/or temporary restoratior. (excer an inte.im removable partial denture to
replace extracted anterior permanent<2eth ‘' ag the healing period for children 16 years
of age or under).

(4) services for congenital (hereditary) or ¢ 2v. a2pmi. atal (following birth) malformations,
including but not limited to cl¢ |, ~late,  ope and lower jaw malformations, enamel
hypoplasia (lack of development, fluc »s s (a type of discoloration of the teeth) and
anodontia (congenitally <»issing tec h), except those services that are Medically Necessary.

(5) treatment to stabilize tee 1, 1. *menu o restore tooth structure lost from wear, erosion, or
abrasion or treatment to r bu® 4 or ..i1aintain chewing surfaces due to teeth out of
alignment or oc7 .s.un. Exc aples include but are not limited to: equilibration, periodontal
splinting, or c¢ nplete.~2<lu: 1\l adjustments.

(6) any Pediatric L =*" servi e Procedure provided prior to the date the Covered Person
became eligible for servi‘ 2s under this plan.

(7) prescribed drugs, . .cation, pain killers, antimicrobial agents, see PHARMACY SERVICES
section, or experimental/investigational procedures.

(8) charges for anesthesia, other than general anesthesia and IV sedation administered by a
Dental Provider in connection with covered oral surgery or selected endodontic and
periodontal surgical procedures. Local anesthesia and regional/or trigeminal bloc
anesthesia are not separately payable procedures.

(9) extra oral grafts (grafting of tissues from outside the mouth to oral tissues).

(10)laboratory processed crowns for teeth that are not developmentally mature.

(11)endodontic endosseous implants

(12)indirectly fabricated resin-based Inlays/Onlays

(13)charges by any hospital or other surgical or treatment facility and any additional fees
charged by the Dental Provider for treatment in any such facility.

(14)treatment by someone other than a Dental Provider or a person who by law may work
under a Dental Provider’s direct supervision.

(15)charges incurred for oral hygiene instruction, a plaque control program, preventive control
programs including home care times, dietary instruction, x-ray duplications, cancer
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screening, tobacco counseling performed by a Dental Provider or broken appointments are
not Covered Services.

(16)dental practice administrative services including, but not limited to, preparation of claims,
any non-treatment phase of dentistry such as provision of an antiseptic environment,
sterilization of equipment or infection control, or any ancillary materials used during the
routine course of providing treatment such as cotton swabs, gauze, bibs, masks or
relaxation techniques such as music.

(17)procedures having a questionable prognosis based on a dental consultant’s professional
review of the submitted documentation.

(18)any tax imposed (or incurred) by a government, state or other entity, in connection with
any fees charged for a Covered Service provided under this plan will be the responsibility
of the Covered Person and not a Covered Service.

(19)Deductibles and/or any service not covered under this plan.

(20)services covered under this plan but exceed Benefit Maximumes.

(21)the initial placement of any prosthodontic appliance or implant, unless such placement is
needed to replace one or more permanent teeth extracted w' e the Covered Person is
covered under this plan or was covered under any dental < .re plan administered by Delta
Dental.The extraction of a third molar (wisdom tooth) w. not ¢ .alify under the above. Any
such denture or fixed bridge must include the replacemen.  the ex* .cted tooth or teeth.

(22)services for Orthodontic treatment (treatment of malocclusio. »f t* sth and/or jaws) except
medically necessary Orthodontics provided a pric authorizatioi s obtained.

(23)missed and/or cancelled appointments.

(24)actions taken to schedule and assure com* .ance vith | »ti’ at appointments are inclusive
with office operations and are not a sepa. tely r' yable service.

(25)the fees for care coordination are cor’ ‘dere " .clusive in overall patient management and
are not a separately payable service.

(26)dental case management motivational  ate ‘iewi.ig and patient education to improve oral
health literacy.

(27)non-ionizing diagnostic procedur cap. ' of quantifying, monitoring and recording
changes in structure of ¢ = mel, der. 1, and cementum.

(28)extra-oral — 2D projectior. raai. =nhic image and extra-oral posterior dental radiographic

image.
(29)diabetes testinc’ eriormed 'y a Dental Provider.
(30)corticotomy (s eciali== ~ra. surgery procedure associated with orthodontics).

(31)Antigen or anti. =, testir J.
(32)Counseling for the contr' . and prevention of adverse oral, behavioral, and systemic health
effects associated w...\ nigh-risk substance use.

General Dental Services Exclusions

Dental care including dental x-rays; dental appliances; orthodontia; and dental services resulting
from medical treatment, including surgery on the jawbone, and radiation treatment is not covered
except as otherwise covered in this DENTAL SERVICES section.

DIALYSIS CARE
Coverage of dialysis Services related to acute renal failure and end-stage renal disease is covered
when all of the following conditions are met:
a) You satisfy all the medical criteria developed by KPIC or its designee and by the facility
providing the dialysis;
b) You receive the Services are provided in a hospital or facility certified by Medicare; and
c) You receive a written order for our dialysis treatment from a physician.
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Equipment, training and medical supplies required for home dialysis are covered. Home dialysis
includes home hemodialysis and peritoneal dialysis.

DURABLE MEDICAL EQUIPMENT (DME)

We cover DME prescribed in accordance with Medicare guidelines and approved for coverage
under Medicare as of January of the year immediately preceding the year this COl became
effective or last renewed. DME also includes infant apnea monitors and blood pressure monitors
for individuals diagnosed with hypertension. Rental of Durable Medical Equipment is covered,
unless otherwise indicated in the Schedule of Coverage. However, purchase of such equipment
may be made if, in the judgment of KPIC: a) purchase of the equipment would be less expensive
than rental; or b) such equipment is not available for rental. KPIC will repair the equipment
without charge, unless the repair is due to loss or misuse.

Durable Medical Equipment Exclusions

The following Durable Medical Equipment is not covered:

1) Oxygen tents;

2) Equipment generally used for comfort or convenience that i< not primarily medical in nature
(e.g., bed boards, bathtub lifts, adjust-a-beds, telephone arnt air ¢« (ditioners, and humidifiers)
unless otherwise required by law;

3) Deluxe equipment such as motor driven wheelchairs and bec . e’ _ept when such deluxe
features are necessary for the effective treatment of « “overed Percn’s condition and in order
for the Covered Person to operate the equipmen*

4) Disposable supplies, exercise and hygiene equ’smen expe v .ntal or research equipment, and
devices not medical in nature such as saunc haths .levators, or modifications to the home or
automobile. This exclusion does not apy’ “to & usable diabetic supplies;

5) Devices for testing blood or other body s “istai =s, except diabetic testing equipment and
supplies;

6) Electronic monitors of bodily func. . ».exce ot i int apnea monitors;

7) Replacement of lost equipment inclu 'ng .« * ot limited to theft;

8) Repair, adjustments or repl¢ . ments nc =ssitated by misuse;

9) More than one piece of Durak 2 Vi 22l Equaipment serving essentially the same function; except
for replacements other than ti »s< necessitated by misuse or loss; and

10) Spare or alternate 11 ¢ equipme t.

EMERGENCY SERVIC. ©

Emergency Services are coverer 24 hours a day 7 days a week and includes:
a) for Emergency Meu...: Screening Exams; and
b) for stabilization of an Emergency Medical Condition;

Emergency Services are covered 24 hours a day, 7 days a week, anywhere in the world. If You have
an Emergency Condition, call 911 or go to the nearest emergency room. If You receive Emergency
Care/Services and cannot, at the time of emergency, reasonably reach an In-Network Provider, that
emergency care rendered during the course of the emergency will be paid for in accordance with
the terms of the Group Policy, at benefit levels at least equal to those applicable to treatment by an
In-Network Providers for emergency care.

Please refer to the definition of “Maximum Allowable Charge” under the GENERAL DEFINITIONS
section of this Certificate for an explanation of the amount payable by KPIC for Emergency Services
rendered by Out-of-Network Providers.

FAMILY PLANNING SERVICES
Covered family planning services are limited to:
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a) The charge of a Physician for consultation concerning the family planning alternatives
available to You and Your spouse, including any related diagnostic tests;

b) Family planning counseling, including pre-abortion and post-abortion counseling and
information on birth control;

c) Voluntary termination of pregnancy; and

d) Vasectomies

Familly Planning Exclusions
The following services are not covered:

1)
2)
3)
4)
5)

6)
7)

Artificial insemination;

Other assistive reproductive technologies;

Diagnostic procedures;

In vitro fertilization and other procedures involving the eggs;
Implantation of an embryo developed in vitro; and

Infertility diagnosis and treatment services.

Reversal of sterilization

HEARING SERVICES
The following hearing services are covered:

1)
2)

Hearing exams and tests needed to determine the need for heari. : ce . ection are covered.
Pediatric hearing aids and services:

For Dependent children up to age 19, We provide®™ = Hc ring A" for each hearing impaired
ear when prescribed as Medically Necessary e cry 4¢c mor s .p to the Benefit Maximum as
specified in the Schedule of Benefits. You ne. 1 not. < utain hearing aids for both ears at the
same time, and the 48 month periods rur epa: .y for each ear.

The hearing aid(s) and all Medically Neces: ary “ervices and supplies count toward the Benefit
Maximum including:

1. Initial hearing aid evaluation;

2. Fitting;

3. Dispensing;

4. Programming;

5. Servicing, repai’ ., and follc -up maintenance;

6. Adjustments;

7. Ear molds

8. Ear mold impressions

9. Auditory training

10. Probe microphone measurements to ensure appropriate gain and output.

Please refer to the definition of “Hearing Aids” under the GENERAL DEFINITIONS section for
more information.

If during the 48-month period, the hearing aid(s) no longer adequately meets the needs of the
covered Dependent and the hearing aid(s) cannot be repaired or adjusted, we will provide a
one-time replacement during the 48-month period up to a separate Benefit Maximum equal to
the initial Benefit Maximum.

The devices and services outlined above are subject to any Benefit Maximums, Accumulation
Periods, Deductible, Copayment, and Coinsurance Percentage Payable shown in the Schedule

of Coverage.

Pediatric Hearing Aid Exclusions
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The following services are not covered:

1) Hearing aids prescribed or ordered before you were a Covered Person under this policy are
not covered.

2) Replacement parts for repair of a hearing aid are not covered except as outlined above.

3) Replacements of lost, stolen, or broken hearing aids are not covered except as outlined
above.

4) Hearing aid batteries.

5) Hearing aids for non-hearing impaired ears.

6) Hearing aids for Covered Persons who are 19 years old or older.

Hearing Services Exclusions

Hearing therapy, or hearing aids for adults age 19 and over are not covered. This exclusion includes
hearing exams to determine appropriate hearing aid, as well as hearing aids or tests to determine
their efficacy.

HOME HEALTH CARE
Home Health Care Services are covered.
Covered Home Health Care Services are limited to 4 hours of trd tmen? within any 24-hour period.

Home Health Care Exclusions

The following Home Health Care services are not coverec

1) meals, personal comfort items,

2) housekeeping services.

3) services provided by a Home Health Aide.
)

4) Applied Behavioral Analysis. Please sec e  ".1SM SPECTRUM DISORDER section for
description of coverage.
HOSPICE CARE

Covered Hospice Care is limited to:
a) Physician services;
b) nursing care;
c) physical, speech or occup. i7 «al therapy;
d) medical social < .ivices;
e) services of ho 1e hea'  ide and homemakers;
f)  medical supplic | .rugs a d Durable Medical Equipment;
g) short-term inpatient ca~ , including respite care and care for pain control and acute and
chronic symptom mainagement;
h) counseling and bereavement services; and
i) services of volunteers.

Covered Persons who elect to receive Hospice Care are not entitled to any other benefits under the
Group Policy for the terminal iliness.

INFERTILITY SERVICES

Services for diagnosis of involuntary infertility that are limited to diagnostic imaging and
laboratory tests to determine whether urological or non-gynecological medical conditions are the
cause of the infertility are covered. Tests include fasting blood glucose, fasting insulin, hormone
level tests and tests to rule out sexually transmitted diseases. Benefits are also available for
services to treat the underlying medical conditions that cause infertility (e.g., endometriosis,
obstructed fallopian tubes, and hormone deficiency). Treatment must be consistent with
prevailing standards for efficacy. Benefits payable for diagnosis of infertility will be covered on the
same basis as a Sickness.
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Infertility Services Exclusions

The following services are not covered:

1) Artificial insemination and advanced reproductive techniques such as IVF, ZIFT and GIFT for the
treatment for infertility.

2) Treatment for infertility.

MENTAL HEALTH AND CHEMICAL DEPENDENCY SERVICES
The following services are covered:
1) Mental Health Services for the treatment of a Mental lliness are covered, including:
a) Inpatient Mental Health Services including
1) evaluation,
2) crisis intervention,
3) psychiatric hospitalization, including coverage for Room and Board,
4) Residential Treatment in a licensed residential treatment facility.

b) Outpatient Mental Health Services
1) diagnostic evaluation such as neurophysiological ar. osyc’ slogical testing
2) psychiatric treatment such as electroconvulsive treatm. -
3) individual and group therapy visits,
4) hospital alternative services such as partiai »ospitalizatic.. and intensive outpatient
psychiatric treatment programs,
5) visits for the purpose of monitoring dr 4 thei py.

2) Chemical Dependency Services for the tre 1« ~ent'« “Substance Abuse or Chemical Dependency
are covered including:

a) Detoxification Services in an inp tier.. > outpatient setting for the medical treatment of
withdrawal symptoms.

b) Inpatient Chemical Depen: 2r".y Treatment Services such as
1) Hospital Se: ces,
2) Residentia Treat= tin  licensed residential treatment facility,
3) Medical tre. cnt for vithdrawal symptoms,
4) individual and arour _ounseling, and
5) inpatient speciai.cd treatment programs.

c) Outpatient Chemical Dependency Treatment Services such as
1) individual and group counseling; Medical treatment for withdrawal symptoms,
2) hospital alternative services, such as partial hospitalization and intensive outpatient
treatment programs; and
3) aftercare support visits, when provided as part of a covered program.

PREVENTIVE VISITS AND SERVICES

Unless otherwise stated, the requirement that Medically Necessary Covered Services be incurred as
a result of Injury or Sickness will not apply to the following Covered Services. Please refer to Your
Schedule of Coverage regarding each benefit in this section:

Preventive Care Exams and Services:
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As shown in the Schedule of Coverage, the following preventive services are not subject to
Deductibles, Copayments or Coinsurance when received from In-Network Provider. When
performed as part of preventive exam for children through age five (5) urinalysis will not be subject
to Deductibles regardless of provider participating status. The preventive services indicated with
an (*) asterisk below will not be subject to Deductibles if received from an Out-of-Network Provider.
Consult with Your physician to determine what preventive services are appropriate for You.

Exams:

1) Well-Baby, Child, Adolescent Exam according to the Health Resources and Services
Administration (HRSA) guidelines.*

2) Well woman exam visits including preconception counseling, routine prenatal care and
post partum 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.

Screenings:

1) Abdominal aortic aneurysm screening

2) Anxiety screening in adolescent and adult women, in¢ ‘ding+ (0se who are pregnant or
postpartum

3) Asymptomatic bacteriuria screening

4) Breast cancer mammography screening

5) Behavioral/Social/Emotional Screening for.<""'dre: aewbo: .to 21 years.

6) Cervical cancer and dysplasia screening icludi g Hr "< .eening

7) Colorectal cancer screening using feca. ccult’ 0od, sigmoidoscopy or colonoscopy.
Colonoscopies after a positive non< wvasi.  .cool-based screening test or direct
visualization screening test. This inc u. 2s aI. =zthesia required for colonoscopies,
pathology for biopsies resulting from a s eeni.ig colonoscopy, over the counter and
prescriptions drugs necessa. .. ~repe ‘e ti. » bowel for the procedure, and a specialist
consultation visit prior to the p. ceuac »

8) Depression screening< 'uding s. -ide risk as an element of universal depression
screening for children ¢ 1es + 21

9) Diabetes screening for ri n<.regnant women with a history of gestational diabetes who
have not prev’ _usiy been tfiagnosed with type 2 diabetes mellitus

10) Gestational | 1d pos" »rtu 1 diabetes screening

11) Hepatitis B ai. " .¢patiti C virus infection screening

12) Hematocrit or Hemoa!< oin screening in children*

13) Hypertension (Hig:. uiood pressure) screening

14) Lead screening

15) Lipid disorders screening

16) Lung cancer screening with low-dose computed tomography including a counseling visit
to discuss the screening in adults who have a 20- pack-year smoking history and
currently smoke or have quit within the past 15 years. One pack year is equal to smoking
one pack per day for one year, or two packs per day for half a year.

17) Newborn congenital hypothyroidism screening*

18) Newborn hearing loss screening*

19) Newborn metabolic’/hemoglobin screening*

20) Newborn phenylketonuria screening*

21) Newborn sickle cell disease screening*

22) Obesity screening

23) Osteoporosis screening

24) Pre-eclampsia screening with blood pressure measurements throughout pregnancy.

25) Rh (d) incompatibility for pregnant women screening
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26) Sexually transmitted infection screening such as chlamydia, gonorrhea, syphilis and
HIV screening.

27) Sudden cardiac arrest and sudden cardiac death risk assessment in children 12-21.

28) Type 2 diabetes mellitus screening

29) Tuberculin testing*

30) Urinary incontinence screening in women

31) Visual impairment in children screening*

Health Promotion:

1) Screening by asking questions about unhealthy drug use in adults age 18 years or older.
Screening should be implemented when services for accurate diagnosis, effective
treatment, and appropriate care can be offered or referred.

2) Unhealthy alcohol and drug misuse assessment and behavioral counseling interventions
in a primary care setting to reduce alcohol misuse.

3) Behavioral counseling interventions to promote healthy diet and physical activity for
persons with cardiovascular disease.

4) Offer intensive counseling and behavioral interventions< , promote sustained weight loss
for obese adults and children.

5) Counseling for midlife women with normal or overweigt.
weight or limit weight gain to prevent obesity.

6) Offer pregnant persons effective behavioral cou. -eling intervi.tions aimed at promoting
healthy weight gain and preventing excess« ~tatic ~al wei< it gain in pregnancy.

7) Sexually transmitted infections counseli= 4.

8) Tobacco use screening and tobacco-ca. ed di< :ase counseling and interventions. FDA
approved tobacco cessation prescr’ ‘ion «  ver-the-counter medications prescribed by a
licensed health care professional au Y sizea ~ prescribe drugs for men and women who
are not pregnant.

9) Referral for testing for breas. . "avar an c. acer susceptibility, referral for generic risk
assessment and referral for BR. A mic~ ‘on testing.

10) Discuss use of risk-rec . “ng med:. ~tions, such as tamoxifen, raloxifene, or aromatase
inhibitors, with womer. vho . ~.at ii.creased risk for breast cancer and at low risk for
adverse medication effe ‘s

11) When prescri* _a vy a lice 'sed health care professional authorized to prescribe the
following dr/ gs:

a) Aspirin . s prev: 1tion of cardiovascular disease, colorectal cancer, preeclampsia

in pregant woms . and colorectal cancer.

b) Iron supplemc..ation for children for 6 months to 12 months of age.

c) Oral fluoride supplementation at currently recommended doses to preschool
children older than 6 months of age whose primary water source is deficient in
fluoride.

d) Topical fluoride varnish treatments applied in a primary care setting by primary care
providers, within the scope of their licensure, for the prevention of dental caries in
children.

e) Folic acid supplementation for women planning or capable of pregnancy for the
prevention of neural tube defects.

12) Interventions to promote breastfeeding: The following additional services are covered:
breastfeeding support and counseling 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; breast milk storage supplies; any equipment and supplies as clinically
indicated to support women and babies with breast feeding difficulties; 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

ody m7 s index to maintain
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a physician. KPIC may decide to purchase the hospital-grade electric breast pump if
purchase would be less expensive than rental or rental equipment is not available.

13) All prescribed FDA-approved contraceptive methods for women with reproductive
capacity, including but not limited to drugs, cervical caps, vaginal rings, continuous
extended oral contraceptives and patches. This includes all FDA-approved cleared or
granted contraceptive products that are determined by an individual’s medical Provider
to be medically appropriate. Also included are contraceptives which require medical
administration in Your doctor’s office, implanted devices and professional services to
implant them, female sterilization procedures, follow-up and management of side effects;
counseling for continued adherance, device removal, patient education and counseling. .
Over the counter FDA-approved female contraceptive methods are covered only when
prescribed by a licensed health care professional authorized to prescribe drugs. In
addition, fertility awareness-based methods, including the lactation amenorrhea method,
although less effective, is covered for women desiring an alternative method. A non-
preferred contraceptive or drug will be covered at the preferred cost share level when
Your physician determines a generic or preferred contrace: .ive drug or device is not
medically appropriate.

14) Screening, counseling, and other interventions such ¢ eduec .ion, harm reduction
strategies and referral to appropriate supportive services . interp’ .sonal and domestic
violence.

15) Physical therapy to prevent falls in community-c elling adult. who are at increased risk
for falls. Community dwelling adults means " ase Jults n< living in assisted living,
nursing homes or other institutions.

16) Counseling intervention for pregnant a. 1 post artum persons who are at increased risk
of perinatal depression.

17) Counseling young adults, adolescer. s, =hila. 0, and parents of young children about
minimizing exposure to ultraviolet (U /) i diatiun for persons aged 6 months to 24 years
with fair skin types to reduce .. =risk  f sk i cancer.

Disease Prevention:

1) Immunizations as recoi. me:. < by (he Centers for Disease Control and HRSA*. Certain
immunizations may be ¢ 3/ ible a« the pharmacy.

2) Prophylactic ¢ .noirhea n dication for newborns to protect against gonococcal
ophthalmia ¢ 2onat~ »

3) Low to mode. dose ¢ atin drugs for the prevention of cardiovascular disease events
and mortality when al'’ ne following criteria are met: 1) individuals are aged 40-75 years;
2) they have 1 or 1i.uie cardiovascular risk factors; and 3) they have a calculated 10-year
risk of a cardiovascular event of 10% or greater.

4) Preexposure prophylaxis (PrEP) with at least one drug providing effective antiretroviral
therapy to persons who are at high risk of HIV acquisition as well as the following
baseline and monitoring services:

a) HIV testing — to confirm the absence of HIV infection before PrEP is started and
testing for HIV every 3 months while PrEP is being taken

b) Hepatitis B testing before PrEP is started.

c) Hepatitis C testing before PrEP is started and periodically during treatment
according to CDC guidelines.

d) Creatinine testing and calculated estimated creatine clearance (eCrCl) or
glomerular filtration rate (eGFR) is covered as follows:

e) eCrCl or eGFR testing before starting PrEP to assess kidney function.

f) Creatinine and eCrCL or eGFR testing periodically consistent with CDC guidelines
during treatment.
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g) Pregnancy testing for persons of childbearing potential before PrEP is started and
periodically during treatment consistent with CDC guidelines

h) Sexually transmitted infection screening and counseling before PrEP is started
and periodically during treatment consistent with CDC guidelines.

i) Adherence counseling for assessment of behavior consistent with CDC
guidelines.

Preventive Care Exams and Services Exclusions
The following services are not covered:
1) Personal and convenience supplies associated with breast-feeding equipment such as pads,
bottles, and carrier cases unless clinically indicated.
2) Upgrades of breast-feeding equipment, unless determined to be medically necessary and
prescribed by Your physician.

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 Poli“ ; renews. You will be notified
at least sixty (60) days in advance, if any item or service is remover .rom the list of covered services.

For a complete list of current preventive services required under . = Afford~".ie Care Act (ACA) for
which cost share does not apply, please call: 1-855-364-3185 or 7. . (T7.). You may also visit:
www.healthcare.gov/center/regulations/prevention.html. Please aote, however, for
recommendations that have been in effect for less th= one ear, KP'Z will have one year from the
effective date to comply.

Note: The following services are not Covers ' Ser = s under this Preventive Exams and Services
benefit but may be Covered Services elsewhe ‘€ ' thi. General Benefits section:
1) Lab, Imaging and other services asst cia >d w.ch prenatal care not inclusive to routine
prenatal care

2) Non-routine prenatal care visits

3) Non-preventive services' ~rformea 2 conjunction with a sterilization
4) Lab, Imaging and other s rvicc =ssoc.ated with sterilizations

5) Treatment for complicatio s *.at ar.se after a sterilization procedure

Other Preventive Care notre~ "ad v PPACA

These other preventive care coy .red under this Policy that are listed below may be subject to
Deductibles, Copayments 7 =C< .isurance as described in the Schedule of Coverage. Please refer to
the Schedule of Coverage to see how the following Preventive Benefits are covered under this
Policy:

Please refer to Your Schedule of Coverage regarding each benefit in this section.

1) Annual Routine Physical Exam for adults

2) Prostate specific antigen (PSA) test for males.

3) FDA approved tobacco cessation prescription or over-the-counter medications by a licensed
health care professional authorized to prescribe drugs for women who are pregnant.

4) Iron deficiency anemia screening for pregnant women.

5) Venipuncture for ACA preventive lab screenings. If a venipuncture is for the purpose of
drawing blood for both ACA preventive and Non-ACA preventive labs, a cost share may
apply.

6) Behavioral counseling interventions to promote a healthy diet and physical activity for
cardiovascular disease (CVD) prevention in adults with CVD risk factors and type 2 diabetes
mellitus.
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7) The following services and items are covered as preventive care only when prescribed to treat
an individual diagnosed with the associated chronic condition as described below, and only
when prescribed for the purpose of preventing the chronic condition from becoming worse or
preventing the development of a secondary condition:

a. Hemoglobin A1C testing for individuals diagnosed with diabetes.
b. Retinopathy Screening for individuals diagnosed with diabetes.
c. Low Density Lipo-Protein testing for individuals diagnosed with heart disease.
d. International Normalized Ratio (INR) testing for individuals diagnosed with liver disease or
bleeding disorders.

e. DME items:

i. Peak flow meters for individuals diagnosed with Asthma.

ii. Glucometers including lancets, strips, control solution and batteries for individuals

diagnosed with Diabetes.
iii. Blood pressure monitors for individuals diagnosed with Hypertension.

PROSTHETIC DEVICES (External and Internally Implanted) AND ¢~ .<THOTICS
The following services are covered:

1) Internally implanted Prosthetic Devices and External Prosti ¢ Devir' s.

2) Orthotics and their Initial placement.

3) Medical foods and low protein modified food prou :cts for the ti .atment of inherited
metabolic diseases caused by an inherited ak= =ma. » of be’ y chemistry including a
disease for which the State screens newbr 1 bak :s. C 22 age is provided if the medical
foods and low protein food products are', sescri' :d as Medically Necessary for the
therapeutic treatment of inherited ms ~boli. - seases, and are administered under the
direction of a Physician.

Repair or replacement of braces and prostl >tic levices is limited to that needed because of

growth. Repair or replacement nec . *ated vy IG 3 or misuse is not covered.

Prosthetic Device Limitations a: . “xclusio. »

The following services are limite or .. ~ove.ed:
1) Repair or replacement of brac s.< id prusthetic devices is limited to that needed because of
growth;

2) Repair or replacer zant ne rita 'd by loss or misuse;
3) Dental prostheses, = .ces, ir plants and appliances;
4) Internally implanted hearine’ sevices;
5) Comfort, convenience, u. 1uxury equipment or features;
) Electronic voice-producing machines;
) Shoes or arch supports, even if custom-made, except for severe diabetic foot disease in accord
with Medicare guidelines.
8) More than one orthotic or prosthetic device for the same part of the body, except for
replacements other than those necessitated because of misuse or loss.
9) Replacement of lost prosthetic or orthotic devices;
10) Repair, adjustments or replacements necessitated by misuse;
11) Spare or alternate use equipment; and
12) Prosthetics and devices for the treatment of sexual dysfunction disorders.

RECONSTRUCTIVE SURGERY

Reconstructive Surgery. Coverage is limited to a surgery performed to correct or repair abnormal
structures of the body caused by congenital defects, developmental abnormalities or significant
disfigurement resulting from an Injury or covered surgery to do either of the following:

1) to significantly improve function; or
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2) to create a normal appearance to the extent possible.

Reconstructive Surgery includes, but is not limited to craniofacial reconstruction, reconstructive
breast surgery following a mastectomy including reconstruction of the other breast to produce a
symmetrical appearance; treatment of complications at all stages of the mastectomy, including
lymphedemas.

REHABILITATION SERVICES AND HABILITATIVE SERVICES

The following services are covered when provided by a provider acting with in the scope of their

license:

1) Habilitative Services in a Hospital or any other licensed medical facility, unless otherwise
indicated in the Schedule of Coverage. Habilitation services include those provided in an
organized, multidisciplinary habilitation program. The following services are covered:

a) Physical therapy.

b) Speech therapy.

c) Occupational therapy.

d) Medically Necessary health care devices.

2) Rehabilitative Services in a Hospital or any other licensed r zdical. facility, unless otherwise
indicated in the Schedule of Coverage. Rehabilitation ser. ~es ir ude those provided in an
organized, inpatient multidisciplinary rehabilitation program » outpa’ :nt program such as
those provided in a Comprehensive Rehabilitation Facility. The “Yer’ py must be progressive
therapy and not maintenance therapy. It must be rer. =red for a cc .dition which the attending
Physician determines is subject to significant<" mro. ment - ithin two (2) months. The
expectation must exist that the therapy will < .sult i a p. <* _.al improvement in the level of
functioning within a reasonable period of tin. . The Jllowing services are covered:

a. Physical therapy.

b. Speech therapy. To be eligible for cov. rc :e the ~peech disorder must be a result of an Injury
or Sickness of specific organic arigin.

c. Occupational therapy. Occupa *+. »'.the.apy . limited to services to achieve and maintain
improved self-care and other cus ~ma., - tivities of daily living.

d. Pulmonary therapy to re . ~re respii ‘ory tunction after an illness or injury.

3) Cardiac rehabilitation follow g a " ~rt tiansplant, bypass surgery or myocardial infarction is
covered if significant improve e’ (is acnievable with treatment.

4) Cognitive Rehabilit=".on ror Tra. _matic Brain Injury.

Rehabiliation and Hab.. = ..ve Se rices Exclusions

The following services are not ¢ vered:

1) Maintenance therapy fo: .chabilitation. Maintenance therapy is defined as ongoing therapy
after the patient has reached maximum rehabilitation potential, or functional level has shown
no significant improvement, and initial instruction in a maintenance program is completed.

SKILLED NURSING FACILITY CARE

Room and Board and other Skilled Nursing Services in a Skilled Nursing Facility or other licensed
medical facility are covered. Care in a Skilled Nursing Facility must be in lieu of Hospital
Confinement, and is limited to: a) the maximum number of covered days shown in the Schedule of
Coverage; b) care in a licensed Skilled Nursing Facility; c) care under the active medical
supervision of a Physician; and d) services consistent with medical needs. Covered Services will
include Durable Medical Equipment furnished during a Confinement in a Skilled Nursing Facility,
but only if Skilled Nursing Facilities ordinarily furnish such Durable Medical Equipment.

TRANSPLANT SERVICES
Transplant services in connection with an organ or tissue transplant procedure are covered.
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This coverage must be in accordance with a plan of care duly prepared and/or recommended by
KPIC case management. Transplant services in connection with an organ or tissue transplant
procedure, including charges incurred by a donor or prospective donor who is not insured under
the Group Policy will be paid as though they were incurred by the insured provided that the
services are directly related to the transplant. The Group policy will not cover any donor expenses
if the donor has coverage elsewhere that covers donor expenses. The donor need not be a
Covered Person.

Transplant Services Exclusions
Charges incurred or in connection with non-human and artificial organs and their implantation are
not covered under the transplant benefit.

URGENT CARE
Treatment in an Urgent Care Facility is covered.

VISION SERVICES
Adult Vision (age 19 and over):

Routine eye exams including refractive exams to determine th. neer .or vision correction and to
provide a prescription for eyeglasses or contact lenses.

Adult Vision Services Exclusions
The following services are not covered:

1) Radial keratotomy or any other surgical procc 'ure + treat a refractive error of the eye.
2) Vision hardware, including glasses, cont. :lenc = or the fitting of glasses or contact lenses.

Pediatric Vision:

Certain vision services are covered for L »oe. 'er. children up to the end of the month he or she
turns age 19.Unless otherwise stated, the . quire.nent that Medically Necessary Covered Services
be incurred as a result of Injury « * &. "ness v. 'l not apply to the following Covered Services.
Please refer to Your Schedule of « ave‘igc :garding each benefit in this section:

Exams

Routine eye exams inu udi< “reti ctive exams to determine the need for vision correction and to
provide a prescription for eyegla’ ses or contact lenses. This exam includes dilation if medically
indicated.

Eyeware
The following eyeware is covered:

1) Lenses:
e Single vision
¢ Conventional (Lined) Multifocal
e Lenticular
Note: Polycarbonate lenses are covered in full. All lenses include scratch resistant coating.
2) Eyeglass frames
3) Contact lenses including evaluation, fitting, or follow-up care relating to contact lenses
4) Contact Lenses in lieu of frames and lenses are limited to a combined Benefit Maximum
per Accumulation Period of:
e Standard (one pair annually) = 1 contact lens per eye (total 2 lenses)
¢ Monthly (six-month supply) = 6 lenses per eye (total 12 lenses)
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¢ Bi-weekly (six-month supply) = 12 lenses per eye (total 24 lenses)
¢ Dailies (three-month supply) = 90 lenses per eye (total 180 lenses)
e Contact lenses are in lieu of frame and lenses
5) Medically necessary contact lenses in lieu of other eyeware for the following conditions:
e Keratoconus,
e Pathological Myopia,
¢ Aphakia,
e Anisometropia,
e Aniseikonia,
e Aniridia,
e Corneal Disorders,
e Post-traumatic Disorders,
e lIrregular Astigmatism.
Note: Contact lenses may be medically necessary and appropriate when the use of contact
lenses, in lieu of eyeglasses, will result in significantly better visual and/or improved
binocular function, including avoidance of diplopia or suppres .on.

Other Vision Services

Low Vision services are services provided to children with a©  nifican” .0ss of vision but not
total blindness. The goal of services is to maximize the remain. =1 .able vision for children
with low vision who have visual impairments not fu. *treatable by medical, surgical
interventions or conventional eyewear or cont= . ~nse . Covs age is limited to the
following:

1. Comprehensive low vision evaluation

2. Low vision aids

3. Follow up care

The following visions services ai i« covt -ed:
All pediatric vision services not listc ‘abc = ‘ncluding but not limited to:

Laser Vision Correctio:

Orthoptics

Radial keratr" omy or any other surgical procedure to treat a refractive error of the eye.
Replaceme' tof le= __  fr. nes or contacts.

Contact lens . __dificat n, polishing and cleaning.

aorwn -~

Pediatric Vision Services Exciusions
The following services are not covered:
1) Radial keratotomy or any other surgical procedure to treat a refractive error of the eye.

PHARMACY SERVICES

Outpatient Prescription Drugs Benefits

Kaiser Permanente Insurance Company uses an open Formulary. For information about Our drug
Formulary or whether a particular drug is included in Our drug Formulary or obtaining a Formulary
brochure that lists the Formulary drugs or whether a drug requires Precertification, please call our
Customer Service Department Monday through Friday from 7 a.m. to 7 p.m. at 1-855-364-3185. A
copy of the 2022 Georgia Choice Formulary may be obtained from the following website
https://healthy.kaiserpermanente.org/georgia’/health-wellness/drug-formulary .
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Prescribed drugs, medicines and supplies purchased on an outpatient basis are covered provided
they: a) can be lawfully obtained only with the written prescription of a Physician or dentist; b) are
purchased by Covered Persons on an outpatient basis; ¢) are covered under the Group Policy; and
d) do not exceed the maximum daily supply shown in the Schedule of Coverage, except that in no
case may the supply be larger than that normally prescribed by a Physician or dentist.

Outpatient prescription drugs can be obtained from In-Network or Out-of-Network Pharmacies. lif
You use an Out-of-Network Pharmacy You may have to pay a higher cost share.

Deductible, Coinsurance and Copayment: See the Schedule of Coverage, for the Copayment or
Coinsurance per prescription for Preventive Generic, Generic, Brand, Non-Preferred or Specialty
Drugs. Copayments are applied per 30 day supply.

In the event of a state of emergency by executive order of the Govenor of Georgia or a hurricane
warning issued by the National Weather Service a 30 day supply of 7' srescription may be refilled in
advance of Your refill date. In order to receive an advance refill th< rollowing must be met:
1) The executive order or hurricane warning must be ¢ cued.”.r the county or area of the
state You reside in; and
2) The prescription has refills remaining and a refill is req, st 4 within 30 days of the
conditions above.

Dispensing Limitations: there is a 90-day supp’ disp nsing li7 .tation at a Kaiser Permanente
Pharmacy and a 30 day supply dispensing limita 2an at< 1y other pharmacy. Benefits are subject to
the Copayment, coinsurance, deductibles &  Lii. * .cions and Exclusions (Please refer to Your
Schedule of Coverage). The 90-day supply di. o 1sing ‘mitation at a Kaiser Permanente Pharmacy
does not apply to birth control pills. Birth contr. | p. 's are subject to a 6 month dispensing limitation
at a Kaiser Permanente Pharmacy. F. .. .refe. to . sur Schedule of Coverage for the dispensing
limitation, if any, of specific drugs inclua g b...% ontrol pills.

Mandatory Generic Drug Requirt nern.

Unless otherwise specified by Yot : P uvide:, generic drugs may be used to fill a prescription. If You
request a brand name < ug hat he.  a generic equivalent, You pay the full cost difference between
the generic drug and | 1e br» ran » drug, in addition to the applicable Copayment, Coinsurance
and deductible shown'. = _chedi e of Coverage”.

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).

Your Outpatient Prescription Drug Benefit is subject to the following utilization management
requirements.
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Step Therapy Process
Selected prescription drugs require step therapy. Step therapy defines how and when a particular

outpatient prescription drug can be dispensed and establishes the specific sequence in which
prescription drugs for a specified condition are deemed medically appropriate. Step therapy
requires the use of one or more prerequisite drugs (1st line agents), as identified through Your
drug history, prior to the use of another drug (2nd line agent) when prescribed for Your condition.
The step therapy process encourages safe and cost-effective medication use. Under this process,
a “step” approach is required to receive coverage for certain medications. This means that to
receive coverage You may first need to try a proven, cost-effective medication. Treatment
decisions are always between You and Your Prescribing Provider.

Your Prescribing Provider should prescribe a first-line medication appropriate for Your condition.
If Your Prescribing Provider determines that a first-line drug is not appropriate or effective for You,
a second-line drug may be covered if You qualify for a step therapy exception.

Refer to the formulary for a complete list of medications requirir® step therapy. You may access
the Formulary for 2022 Georgia ‘hoicr Formulary at
https:/healthy.kaiserpermanente.org/georgia/health-wellness/drug, * . mular or by calling

Medlmpact Monday through Friday from 7 a.m. to 7 p.m. at 1-800-76. 29/ .

Step Therapy Exception and Appeal Process

A step therapy exception may be granted if Yo. = pres< ibing piovider's submits justification and
supporting clinical documentation that mes - KF. > criteria for such exception. The exception
process may be initiated by calling the Medli p <t av "-800-788-2949. This exception process only
applies to prescription drugs that are covered « na. »this Plan.

Non-Urgent Exception
We will respond to Your except’ . »request  ‘ithin two (2) business days from the date such request
is submitted in a nonurgent heai 1 cai. “ituation.

Urgent Exception
We will respond to Y¢ ur ure= axc »ntion request within 24 hours from the time such request is
submitted in an urgent  _ith car situation.

If We fail to respond within «..c stated time frame, Your step therapy exception will be deemed
approved.

If Your exception request is denied, You may appeal Our decision.

Send Your Appeal to:
KPIC Pharmacy Administrator
Grievance & Appeals Coordinator
10181 Scripps Gateway Court
San Diego, CA 92131]

[or fax Your information to: [1-858-790-6060 ] Attn: KPIC Pharmacy Administrator Grievance and
Appeals Coordinator

Non-Urgent Appeal

We will respond to Your appeal within two (2) business days from the date of the appeal is submitted
in a nonurgent health care situation.
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Urgent Appeal
We will respond to Your urgent appeal within 24 hours from the time of the appeal is submitted in
an urgent health care situation.

If We fail to respond to Your appeal within the stated time frame, Your appeal will be deemed
approved.

Nothing in this provision shall be construed to prevent KPIC from (1) requiring a member to try a
generic equivalent prior to providing coverage for the equivalent branded prescription drug; (2)
requiring a member to try an interchangeable biological product prior to providing coverage for the
biological product; or (3) substituting a generic drug for a brand name drug.

Precertification

Precertification is a review and approval procedure that applies to some outpatient prescription
drugs and is used to encourage safe and cost-effective medication us _. Precertification is generally
applied to outpatient prescription drugs that have multiple uss , are higher in cost, or have a
significant safety concern.

The purpose of Precertification is to ensure that You receive the rigi. me  .cation for Your medical
condition. This means that when Your Prescribing Pr. ider prescri.es a drug that has been
identified as subject to Precertification, the med® “ion ~nustbrs reviewed by the utilization
management program to determine Medical< Nece ity = re the prescription is filled.
Precertification reviews address clinical appropi. tenes’, including genomic testing, safety issues,
dosing restrictions and ongoing treatment cr’ >ria.

If a drug requires precertification, You or Your ’re. >ribii.g Provider must work with Us to authorize
the drug for Your use. Drugs requirin_ « . certii catic 1 have specific clinical criteria that You must
meet for the prescription to be eligible fc cove ~ e.

If Your prescription is written by . Kais. 2armanente Provider, in most cases the Kaiser Permanente
Provider will arrange for _any ne e<.ary rrecertification on Your behalf. Otherwise your Kaiser
Permanente Provider n= .y cull: 1-8¢ 1-788-2949, 711 (TTY)

To obtain Precertificatic =~ ur a pr  scription written by a Kaiser Permanente Provider your physician
may call: 1-800-788-2949, 711 (T° ¥)

To obtain Precertification for a prescription written by any other physician have your physician may
call: 1-800-788-2949, 711 (TTY)

Please also refer to the CLAIMS AND APPEALS PROCEDURES section for more information on Pre-
Service claims.

Refer to the formulary for a complete list of medications requiring Precertification. The most current
Formulary for 2022 Georgia Choice Formulary can be obtained by Vvisiting
https://healthy.kaiserpermanente.org/georgia/health-wellness/drug-formulary . If You have
questions about the Precertification or about outpatient prescription drugs covered under Your plan,
you can call: 1-855-364-3185 711 (TTY) 24 hours a day, 7 days a week (closed holidays).

Definitions specific to the Precertification of Outpatient Prescription Drug and Step Therapy
provisions:
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“Precertification” 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 Precertification 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 Precertification:

(1) Could seriously jeopardize the life or health of the covered person or the ability to regain
maximum function; or

(2) The Covered Person is subject to severe pain that cannot be adequately managed without the
drug benefit that is the subject of request for Precertification.

“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.

Mail Service

A Covered Person may use the Mail Service if the Covered Persor’ .akes maintenance medications
to treat an acute or chronic health condition, such as high blooc >ress!‘ ¢, ulcers or diabetes.
Benefits are subject to any limitations, Copayments, coinsurance, . = . the D7 .uctibles shown in
the Schedule of Coverage.

Kaiser Permanente Pharmacy
When a Kaiser Permanente Pharmacy is used ther s no hipp ¢ .narge and no additional fees
for mail service prescriptions, unless You reques speci- handling, such as overnight delivery.

To use a Kaiser Permanente Pharmacy You cc 1 rder | ~escriptions for mail service two ways:
3) Register online at kp.org. Once you ha. .reg.stered you may order refills online. Online
prescription orders must L +,.°d for n ac ance by credit card.
4) Call the number listed on you orec = tion label 24 hours 7 days a week. Prescription
orders must be paid’ =in adva. e by credit card.

Network Pharmacy
When a Network Pharn.cy \s usea here is no shipping charge and no additional fees for mail
service prescriptions,| nless*" rec 1est special handling, such as overnight delivery.

To use a Network Pharmacy Yo' can order prescriptions for mail service three ways:

1) Register online at walgiccns.com/mailservice. Once you have registered you may order refills
online. Online prescription orders must be paid for in advance by credit card.

2) Call the Customer Care Center at 866-304-2846 Monday through Friday 8am to 10pm (EST),
Saturday and Sunday 8am to 5pm (EST). Prescription orders must be paid for in advance by
credit card.

3) Fill out and send in a Walgreens Registration Form and Prescription Order form. When You use
this method of ordering, You can pay by check or credit card. Mail Form to: Walgreens Mail
Service P.O. Box 29061 Phoenix, AZ 85038-9061

For more information and a current Walgreens Mail Service Pharmacy brochure, call our Network
Pharmacy Administrator, Medimpact at (800) 788-2949, 711 (TTY).

Keep in mind that not all drugs are available through the mail service. Examples of drugs that
cannot be mailed include:

J Controlled substances as determined by state and/or federal regulations;

J Medications that require special handling;
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. Medications administered by or requiring observation by medical professionals; and
. Medications affected by temperature.

Payments and reimbursement for drugs obtained through the mail service are substantially the
same as for drugs obtained at In-Network and Out-of-Network Provider pharmacies.

Direct Reimbursement

When You obtain a prescription at an Out-of-Network Pharmacy or order a prescription through an
Out-of-Network mail service, You must pay the full cost of the drug and submit a claim to Medlmpact
for reimbursement for the portion covered by the plan. When a Covered Person fills a prescription, he
may obtain reimbursement by submitting a claim and proof of loss. You may access the direct
member reimbursement form via http://www.kp.org/dualchoice-georgia "Quick Documents and
Links”, “Claim Forms”. Benefits are subject to any limitations and to any Deductible, Coinsurance
and Copayment, shown in the Schedule of Coverage.

For outpatient prescription drugs dispensed by Out-of-Network Pha nacy, the amount payable by
KPIC is the lesser of the charges billed by the provider or the sar’ : amcunt paid to an In-Network
Pharmacy for the same service or item.

Prescription Drug Copayment Coupons

For outpatient prescription drugs and/or items * 1t are / bverea .under the Outpatient Prescription
Drug section and obtained at a Kaiser Perm~-nen. P" srmacy owned and operated by KFHP, You
may be able to use approved manufacturer ¢ v fons s payment for the prescription Cost Sharing
that You owe, after You satisfy Your Plai ‘s =quin d Deductible, as allowed under Kaiser
Permanente’s coupon program. You : .awe a 'y a iitional amount if the coupon does not cover
the entire amount of Your Cost Sharing "or . =it orescription. When You use an approved coupon
for payment of Your Cost Sharir~. the co. 9n arniount and any additional payment that you make
will accumulate to Your Cost S ar. ~Maxi. um Amount. Certain health plan coverages are not
eligible for coupons. You can ¢ t rore formation regarding the Kaiser Permanente coupon
program rules and limit=._ s at w_ w.kp.org/rxcoupons.

Drugs Covered

Covered Charges for outpe = . prescription drugs are limited to charges from a licensed pharmacy
for:

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

Prescribed drug or device approved by the United States Federal Drug Administration (FDA);

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

Prescription inhalants required to enable persons to breathe when suffering from asthma or

other life-threatening bronchial ailments;

5) Prescription contraceptives are covered under Your Preventive Care benefits;

6) Coverage of off-label use of covered prescription drugs.

7) Prescription drugs and prescribed over the counter drugs for smoking cessation including aids
are covered under Your Preventive Care benefits.

8) Time-released drugs, limited to implantable or injectable drugs no refund is given if the implant
is removed).

9) Self-administered Injectable Medications. Coverage for Self-administered Injectable

medications must meet the following criteria:

a) does not require administration by medical personnel;

2od=
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b) administration does not require observation;

c) patient's tolerance and response to the drug does not need to be tested, or has already been
satisfactorily tested; and

d) prescribed for self-administration by the patient at home.

10) Over the counter drugs listed on the formulary.

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 the
medical offices).

Drugs Not Covered

The following items are excluded from Outpatient Prescription Drug coverage in addition to those
set forth in the General Limitations and Exclusions section:

1)
2)

3)

4)

8)
9)

10)

11)
12)

Administration of a drug or medicine.

Any drug or medicine administered as Necessary Services ar‘' Supplies. (See the General

Definitions section.)

Supplies, drugs, medications, injections or intravenous ther: sies:

a) provided at a hospital; or

b) provided in connection with any home care benefit.

Non-prescription drugs or medicines; vitamins, 1 ‘rients and = od supplements, even if

prescribed or administered by a Physician unless.~ther. ‘se requied by law.

Any medication whose label is required to ¥ .ar 1. 2 leg nd‘ Caution: federal law prohibits

dispensing without a prescription”; except < perim: 1tal drugs that are used to treat cancer if

one or more of the following conditions i~ met.

a) The drug is recognized for treatment . ' ~e Cc =red Person’s particular type of cancer in the
United States Pharmacopoeia Drug Iri or. atior »The American Medical Association Drug
Evaluations or The American ! . »ital F. rmu ~ry Service Drug Information publication; or

b) The drug is recommended for 1. atii.. »t »f the Covered Person’s particular type of cancer
and has been found to k- safe anc =ffecuve in formal clinical studies, the results of which
have been published in ¢ the. '>= Un: »d States or Great Britain.

Drugs labeled "caution - limii d ¥, fec ral law to investigational use", or experimental drugs,

even though a ch7 . is m. . to the Insured Employee or Insured Dependent. Except

experimental drug ., that 2=~ usu | to treat cancer if one or more of the following conditions is
met:

a) Thedrug is recognized fc' treatment of the Covered Person’s particular type of cancer in the
United States Phai. = _opoeia 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;

Therapeutic or other prosthetic devices, appliances, supports, and other non-medical

appliances.

Biological serums.

Immunization agents. However, Immunizations are covered under the Preventive Visits and

Services benefit when administered at a pharmacy.

Refills in excess of the number specified by the Physician or refills dispensed after one year from

the Physician's order.

Allergens or allergy serums.

Drugs when used for cosmetic purposes, including loniten (Minoxidil) compounded for hair

growth and Tretinon (Retin A).
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13) DESI drugs: drugs determined by the Food and Drug Association as lacking substantial evidence
of effectiveness.

14) Growth hormones and all synthetic analogs.

15) Androgens and anabolic steroids.

16) Experimental Drugs and Medicines, except experimental drugs that are used to treat cancer if
one or more of the following conditions is 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;

17) Any drugs associated with services that are not a covered under this Policy.

Outpatient Prescription Drug Benefit Exception:

The list of drugs We cover is called a Formulary. You, Your desio ze, or.Your physician may
request access to clinically appropriate drugs not otherwise cov' -ed b** Js (non-Formulary)
through a special exception process. If the exception request is grc * -d, We< .ill provide coverage
of the non-Formulary drug for the duration of the prescription. If the . ‘ce’ .ion request is denied,
You, Your designee, or Your physician may request an ex >rnal review « i the decision by an
independent review organization. For additional infa= atio. about * e prescription drug
exception processes for non-Formulary drugs, ple’ se coi ‘acti. ¢ .npact at 1-800-788-2949, 711
TTY.

Extension of Benefits

Except with regard to any Outpatient’ g Bei =fit ~at may be provided under the Group Policy,
The benefits for the disabling condition fa “~ve -ed Person will be extended if:

1) The Covered Person becom > Totally L -abled while insured for that insurance under the plan;
and
2) The Covered Person is still To 3llv Disa.ed on the date this Group Policy terminates.

The extended benefits /1ll be paid \ aly for treatment of the Injury or Sickness that causes the Total
Disability. The extens »n w" s * 0. the day that follows the last day for which premiums are paid
for the insurance of the cuvered | arson. It will end on the first of these dates that occur:

1) The date on which the< > Disability ends;

2) The last day of the 12 month period that follows the date this Total Disability coverage starts; or

3) The date on which the Covered Person becomes covered under any plan that: a) replaces this
insurance; and b) covers the disabling condition so that benefits are not limited due to the Total
Disability having started before that plan was in effect.

A Covered Person other than a Dependent minor is totally disabled only if, in the judgment of a
Physician, a Sickness or Injury: a) is expected to result in death or has lasted or is expected to last
for a continuous period of at least 12 months; and b) makes the person unable, even with training,
education and experience, to engage in any employment or occupation.

A Covered Person who is a Dependent minor is totally disabled only if, in the judgment of a
Physician, a Sickness or Injury: a) is expected to result in death or has lasted or is expected to last
for a continuous period of at least 12 months; and b) makes the person unable to engage in most
of the normal activities of persons in good health of like age.
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Unless specifically stated otherwise in the Group Policy or elsewhere in this Certificate, or in the
Schedule of Coverage, or any Rider or Endorsement that may be attached to the Group Policy, no
payment will be made under any benefit of the Group Policy for Expenses Incurred in connection
with the following:

1)
2)

Charges in excess of the Maximum Allowable Charge.

Charges for non-Emergency Care in an Emergency Care setting to the extent that they exceed
the charge that would have been incurred for the same treatment in a non-Emergency Care
setting.

Weekend admission charges for non-Emergency Care Hospital services. This exclusion applies
only to such admission charges for Friday through Sunday, inclusive.

Confinement, treatment, services or supplies not Medically Necessary. This exclusion does not
apply to preventive or other health care services specifically covered under the Group Policy.
Non-Emergency Services received outside the United States.

Injury or Sickness for which benefits are payable under. .ny state or federal workers'
compensation, employer's liability, occupational disease or.< milar ! w.

Injury or Sickness for which the law requires the Covere. P< son tc:.maintain alternative
insurance, bonding, or third-party coverage.

Injury or Sickness arising out of or in the course of g st or currenut _rk for pay, profit, or gain,
unless workers' compensation or benefits under simila. ‘aw are nnt required or available.
Services for military service-related conditic .s 1 7jarc >ss<.r service in any country or
international organization.

10) Treatment, services, or supplies provided by e« . overed Person; his or her spouse; a child,

sibling, or parent of the Covered Person . of ti. Covered Person's spouse; or a person who
resides in the Covered Person's home.

11) Confinement, treatment, services suppli s rc <ived where care is provided at government

expense. This exclusion does not a, ~ly .72 there is a legal obligation for the Covered Person
to pay for such treatment or service I, the a.sence of coverage; or b) payment is required by
law.

12) Cosmetic services, plastic sut _erv/,r ¢ 2ar services that:

a) areindicated pri== 'y to ¢ .nge the Covered Person's appearance; and

b) will not result /' . significant . aprovement in physical function.

This exclusion doe .na" Lpply to:

a) treatment to correct a sis hificant disfigurement caused by medically necessary surgery or
by an injury;

b) service that is rendered to a Dependent child due to congenital disease or anomaly; or

c) Reconstructive breast surgery following a mastectomy; or are necessary for treatment of a
form of congenital hemangioma.

d) Gender Affirming surgeries determined to be medically necessary to treat gender dysphoria.

13) Any treatment, procedure, drug or equipment, or device which KPIC determines to be

experimental or investigational. This exclusion does not apply to Services covered under
Clinical Trials in the GENERAL BENEFITS section and to experimental or investigational drugs
that are used to treat cancer if one or more of the following conditions is 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.
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c¢) Coverage for Routine Patient Care Costs incurred in connection with the provision of

goods, services, and benefits to such Dependent children in connection with approved

clinical trial programs for the treatment of children’s cancer with respect to those

Dependent children who:

i) Have been diagnosed with cancer prior to their nineteenth birthday;

ii) Are enrolled in an approved clinical trial program for treatment of children’s cancer;
and

iii) Are not otherwise eligible for benefits, payments, or reimbursements from any
other third-party payors or other similar sources.

14) Special education and related counseling or therapy; or care for learning deficiencies or
behavioral problems, except as otherwise provided for the treatment of Autism Spectrum
Disorder. This applies whether or not the services are associated with manifest Mental lliness or
other disturbances.

15) Services, supplies or drugs rendered for the treatment of obesity or weight management
including Bariatric Surgery; however, Covered Charges made to diagnose the causes of obesity
or charges made for treatment of diseases causing obesity or res! (ing from obesity are covered.

16) Confinement, treatment, services or supplies that are requir’ 4: a) Only for insurance, travel,
employment, school, camp, government licensing, or simila. ~urpe® =s; b) Only by a court of law
except when medically necessary and otherwise covered unde * .e plan

17) Personal comfort items such as telephone, radio, television, or gi am’ .g services.

18) Custodial care. Custodial care is: a) assistance with « tivities of da. y living which include, but
are not limited to, activities such as walking, getti=_ "= an out of * :d, bathing, dressing, feeding,
toileting and taking drugs; or b) care that car’ ve pe ‘orm. 1< ifely and effectively by persons
who, in order to provide the care, do not rey, ire lic. nsure or certification or the presence of a
supervising licensed nurse.

19) Care in an intermediate care facility. This 3 leve. ~f care for which a Physician determines the
facilities and services of a Hospital or a Ski. =a 'ursi.ig Facility are not Medically Necessary.

20) Routine foot care such as trimming .. »arns nd « alluses.
21) Confinement or treatment that is nc con., '« ‘ed in accordance with the attending Physician's
orders.

22) Services of a private duty nu :e.
23) Medical social services excep. th' se seivices related to discharge planning in connection with:
a) a covered Hospit=" confinem at; b) covered Home Health Care Services; or ¢) covered Hospice

Care.

24) Living expenses ol .sporte ion, except as provided under Covered Services.

25) Services provided in the h7s ne except when otherwise specified in the GENERAL BENEFITS
section.

26) Biotechnology drugs and diagnostic agents. The following biotechnology drugs are excepted
from this exclusion: Human insulin, vaccines, biotechnology drugs administered for the
treatment or diagnosis of cancer, and Dornase for the treatment of cystic fibrosis, human growth
hormones prescribed or administered for the treatment of documented human growth hormone
deficiency such as Turner's Syndrome.

27) Services in connection with a Surrogacy Arrangement, except for otherwise-Covered Services
provided to a Covered Person who is a surrogate. 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. 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.
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28) 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.

29) Chiropractic manipulation other than manual manipulation of the spine.

30) Acupuncture; massage therapy; or hypnotherapy.

31) Health education, including but not limited to a) stress reduction; b) smoking cessation; or c)
weight reduction.

32) Services for which no charge is normally made in the absence of insurance.

33) Computed Tomographic Colonography screening except when endoscopic colonoscopy
cannot be safely performed, such as in anatomical blockage of the colon.

34) Terminal lliness services, including but not limited to drugs or devices, regardless of where
actually prescribed, dispensed or administered, which if prescribed, dispensed or administered
in the State of Georgia would constitute assisted suicide in violation of applicable Georgia law.
For the purpose of this exclusion, terminal illness means any disease, illness or health
condition that a Plan Physician has diagnosed as expected to result in death in 24 months or
less.
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FEDERAL CONTINUATION OF COVERAGE PROVISIONS (COBRA)

This section describes the different continuation of coverage options available to You and Your
Dependents.

Federal Continuation of Health Insurance (COBRA)

This sub-section only applies to Participating Employers who are subject to Public Law 99-271
(COBRA)

You or a covered Dependent may have a right to have health coverage continued under the Policy
when coverage terminates under the provisions of the Policy. Continued coverage will be: (A)
available only to those Covered Persons who qualify at the time a qualifying event occurs; and (B)
subject to the terms and conditions of the Policy.

A child that is born to or placed with an Insured Employee during = period of COBRA coverage is
eligible for coverage as a Dependent provided proper written noti< . and election takes place.

Qualifying Events

A) If Your health insurance coverage ends due to (a) terrmination of e, »' yment; or (b) a reduction
in hours, You may continue health coverage under th. nolicy for the continuation of coverage
period. The right to continue coverage unde: .. prc ision< vill not be allowed if KPIC is
informed by the employer that Your employr’ :nt wa term. ' .ed due to gross misconduct.

B) If Your Dependent’s insurance coverage' ds a. to: (a) Your death; (b) Your legal divorce or
legal separation from Your spouse; or (c) ‘o =chii reaching the limiting age for a Dependent,
the terminated Dependent has the:~ntion 1 cc tinue health coverage under the policy for the
continuation of coverage period.

C) If You retired from employr. =.. »~ith thc 2mployer and Your health insurance coverage, or the
health insurance coverage ot ‘our .. ~ndents, including Your surviving spouse:
1. is substantially eli=~inated < a result of the employer’s filing of a Title XI bankruptcy; or
2. was substantia’ y eliminatec during the Accumulation Period preceding the employer’s filing
of a Title Xl be krur™ ,
You and Your Depeiuents m y continue health coverage under the policy for the continuation
of coverage period.

D) If You become entitled to Medicare benefits under Title XVIII of the Social Security Act, Your
Medicare ineligible spouse and Dependent eligible children may continue health coverage under
the policy for the continuation of coverage period.

Continuation of Coverage Period

Continuation of Coverage Period means the period of time ending on the earlier of:

1. 18 months following qualifying event (A) except if a qualifying event (B) occurs during this 18

months, the continuation of coverage period will be extended an additional 18 months for a total

period of 36 months.

36 months following qualifying event (B);

3. for a qualifying event (C):

a) The date of Your death, at which time Your Dependents (other than Your surviving spouse

in (i) below) will be entitled to continue coverage on the same basis as if a qualifying event
(B) had occurred.

N
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FEDERAL CONTINUATION OF COVERAGE PROVISIONS (COBRA)

b) If You died before the occurrence of a qualifying event (C), Your surviving spouse is entitled
to lifetime coverage.

4. The end of a 36-month period following an event described in qualifying event (D), without
regard to whether that occurrence is a qualifying event, or for any subsequent qualifying event;

5. The date You or Your Dependents become covered under any other group coverage providing
hospital, surgical or medical benefits, insured or self-insured, which does not contain any
limitation with respect to any preexisting condition;

6. The date a Covered Person, other than those provided continuation of coverage under qualifying
event (C) becomes entitled to Medicare benefits under Title XVIIl of the Social Security Act;

7. The date the employer ceases to provide any group health coverage for its employees;

8. The date any premium for continuation of coverage is not timely paid; or

9. The date that the privilege for conversion to an individual or family policy is exercised.

Requirements

You or Your Dependent must notify the employer within 60 days of the following qualifying events:

1. The date You and Your spouse were legally divorced or legally .eparated; or

2. The date the coverage for Your Dependent child ceases due » react ng the limiting age.

The option of electing continuation of coverage lasts for a 60 day =27 ,d whi< begins to run at the
later of either the date of the qualifying event or the date the Cc¢ =~red erson who would lose
coverage due to the qualifying event receives notice of hi or her rights * continuation of coverage.

If You or Your Dependent elects to continue coverac< .. ‘the antini< .cion of coverage period, it will
be Your duty to pay each monthly premium, after< .ie init | pay > .t, to the employer one month in
advance. The premium amount will include thav art ¢° premium formerly paid by Your employer
prior to termination. Premiums for each suk’ auer.  aonth will be paid by You or Your Dependent
without further notice from the employer.

In any event, KPIC will not be require’ > orovi le a »ontinuation of coverage under this provision
unless KPIC has received:

1. A written request for contin:’ *ian, sigr. 1 by You or Your Dependent; and
2. The premium for the period ron. "~ ter. iination date to the end of the last month for which
Your employer has paid the g »u< prer.ium.

If You (a) have elect d COP™ " cc erage through another health plan available through Your
Employer Group, and\ ' _ctto  :ceive COBRA coverage through KPIC during an open enrollment,
You will be entitled to COBRA ¢ verage only for the remainder, if any, of the maximum coverage
period permitted by COBR~A, -ubject to the termination provisions described above.

Extension for Disabled Covered Persons

If Social Security, under its rules, determines that a Covered Person was disabled when a qualifying
event set forth in (B) occurred, the 18 month maximum period of continued health coverage for such
a qualifying event may be extended 11 months for a total period of 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 18 months, KPIC may

increase the premium it charges by as much as 50%. The employer may require the disabled
Covered Persons to pay all or part of that total increased premium.
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In no event will continued health coverage extend beyond the first month to begin more than 30
days after Social Security determines that the Covered Person is no longer disabled. The Covered
Person must notify the employer within 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) The Policy replaced a prior benefit plan of
Your 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
the Policy had been in effect when the qualifying event occurred. But no benefits will be paid under
the Policy for health care expenses incurred before its effective date.

CONTINUATION OF MEDICAL EXPENSE BENEFITS DURING AN APPROVED LEAVE UNDER THE
FAMILY AND MEDICAL LEAVE ACT (FMLA):

Insured Persons have the option to continue insurance during an ar sroved leave under the Family
and Medical Leave Act (FMLA) upon payment of the required cor’ ibution.

Continued insurance terminates when a required contribution 1.« ,t mad’ when due. Medical
insurance under the Group Policy will be reinstated, as required undc the< .ct, upon returning from
an approved leave under the FMLA for an Insured Persc =~ whose insu .nce terminated during an
approved leave under the FMLA.

For more details regarding the Continuation of ' :dical F :nefit 1 quired by Federal law, please call
KPIC or its Administrator at 1-855-364-3185.

Continued Health Coverage under Uniformed ‘er ‘ces. nployment and Reemployment Rights
Act (USERRA)

If You are called to active duty in the un. >rn.. ' < rvices, You may be able to continue Your
coverage under this Policy for a“‘mited tin. after You would otherwise lose eligibility, if required
by the federal USERRA law. You mu. wtbmi. 3 USERRA election form to Your employer within 60
days after Your call to active duty

Please contact Your e! .ployer*~.fin out how to elect USERRA coverage and how much You must
pay Your Employer.

GC-DCH-PPO-SG-COI-GA-2023-NGF 83 PPO(23) SG NGF
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Optional State Continuation

Continuation of Medical Expense Benefits may be available to a Covered Person upon
termination of insurance unless:

1) Termination of insurance was due to termination of employment for cause.

2) Termination of insurance was due to nonpayment of premium.

3) Coverage is immediately replaced by similar group coverage.

4) Termination of insurance was due to termination of the Group Policy or termination of a class
of individuals to which the Covered Person belonged.

Such continued insurance shall be available to Covered Persons:

1) Who have been continuously covered under the Group Policy and under any contract or plan
providing similar benefits which this Group Policy replaces, for 7* ieast six months immediately
prior to such termination; and

2) Who elects insurance in writing and pay required premi. m wi” an 31 days from the date
coverage would otherwise terminate. The required premium v " includ< any amount normally
paid by Group.

Continued coverage will terminate on the earliest of:

1) The last day for which the Covered Person ha< paid t = req v’ d premium.

2) The date the Covered Person becomes elig. 'e for .nsurance under another group policy for
medical benefits.

3) The date this Group Policy terminates.

4) The end of the Policy Month in which insurc ace vouid otherwise terminate plus three additional
Policy Months.

5) With respect to any one Covered Per. 'n, .. ate that Covered Person no longer qualifies as an
Eligible Dependent.

If the Covered Person was 60 year ¢ age or older at the time insurance would otherwise have

terminated, coverage r .y be conti ued beyond the period of coverage shown above unless:

1) Termination of ins rance® _.du to voluntary termination of employment for other than health
reasons.

2) Termination of insurance w=' due to termination of employment for reasons, which would cause
a forfeiture of unemployiiient compensation.

3) Termination of insurance was due to nonpayment of premium.

4) Coverage is immediately replaced by similar group coverage.

5) Termination of insurance was due to termination of the Group Policy or termination of a class
of individuals to which the Covered Person belonged.

Such continuation coverage will terminate on the earliest of:

1) The last day for which the Coverage Person paid the required premium.

2) The date the Covered Person becomes eligible for insurance under another group policy for
medical benefits.

3) The date this Group Policy terminates.

4) With respect to any one Covered Person, the date that Covered Person no longer qualifies as an
Eligible Dependent.

For more details regarding the Continuation of Medical Benefit required by state law, please
call KPIC or its Administrator at 1-855-364-3185, 711 (TTY).
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COORDINATION OF BENEFITS

Application

This Coordination of Benefits provision applies when the Covered Person has coverage under more
than one Plan. If this provision applies, the benefit determination rules state whether this Group
Policy pays before or after another Plan.

The benefits of this Group Policy:

1. Will not be reduced when this Group Policy is primary;

2. May be reduced when another Plan is primary and This Group Policy is secondary. The benefits
of This Group Policy are reduced so that they and the benefits payable under all other Plans do
not total more than 100 percent of the Allowable Expenses during any Accumulation Period; and

3. Will not exceed the benefits payable in the absence of other coverage.

Order of Benefit Determination Rules

This Group Policy determines its order of benefits by using the” st of ' 2 following that applies:

1. General: A Plan that does not coordinate with other Plans is al. ;s the r' /mary Plan.

2. Non-dependent\Dependent: The benefits of the Plan which cov rs.“ .e person as a Covered
Person, or subscriber (other than a Dependent) is the arimary Plar, the Plan which covers the
person as a Dependent is the secondary Plan.

3. Dependent Child--Parents Not Separated or > ,orcec.  Whc .7 .iis Plan and another Plan cover
the same child as a Dependent of different  arent’, benefits for the child are determined as
follows:

a) the primary Plan is the Plan of the p. 7 * wh. ~e birthday (month and day) falls earlier in
the year. The secondary Plan i=the Pla_ o1 e parent whose birthday falls later in the year.

b) if both parents have the same ~u.. Jay, the venefits of the Plan which covered the parent
the longer time is the primary Pi. 2; the' !an which covered the parent the shorter time is
the secondary Plan.

c) if the other Plan does nc hav: ~ birthday rule, but has the male\female rule and if, as a
result, the Plans- <2 not' < ce on the order of benefits, the rule in the other Plan will
determine the rder of ben fits.

4. Dependent Child:| sepa: .cu or DJivorced Parents: If two or more Plans cover a person as a

Dependent child o1 uivorced or separated parents, benefits for the child are determined as

follows:

a) first, the Plan of the parent with custody of the child;
b) then, the Plan of the spouse of the parent with custody of the child; and
c) finally, the Plan of the parent without custody of the child.

However, if the specific terms of a court decree state that one parent is responsible for the health
care expenses of the child and the entity obligated to pay or provide the benefits of the Plan of
that parent has actual knowledge of those terms, that Plan is the primary Plan. This paragraph
does not apply with respect to any Accumulation Period during which any benefits actually paid
or provided before the entity has actual knowledge. Also, benefits for the child of a non-custodial
parent who is responsible for the health care expenses of the child may be paid directly to the
provider, if the custodial parent so requests.

5. Active/lnactive Service: The primary Plan is the Plan which covers the person as a Covered
Person who is neither laid off or retired (or as that employee's Dependent). The secondary Plan
is the Plan which covers that person as a laid off or retired Covered Person (or as that Covered
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Person’s Dependent). If the other Plan does not have this rule, and if, as a result, the Plans do
not agree on the order of benefits, this rule does not apply.

6. Longer/Shorter Length of Coverage: If none of the above rules determines the order of benefits.
the primary Plan is the Plan which covered a Covered Person, or subscriber the longer time. The
secondary Plan is the Plan which covered that person the shorter time.

Effect of Medicare

This Plan will be primary to Medicare for an active employee and Dependent spouse of such active
employee. This Plan will not be primary to Medicare if the Covered Person is eligible for Medicare
as primary. Any such Covered Person may not continue enrollment under This Plan. Medicare is
primary for an insured retiree or the Dependent spouse of a retiree age 65 or over; this applies
whether or not the retiree or spouse is enrolled in Medicare.

Reduction in this Plan's Benefits

When the benefits of This Plan are reduced, each benefit is reduced i< proportion. It is then charged
against any applicable Benefit Maximum of This Plan.

Any benefit amount not paid under This Plan because of coordi. ~tir', benefits becomes a benefit
credit under This Plan. This amount can be used to pay any added » awab! £xpenses the Covered
Person may incur during the remainder of the Accum:'ation Perioc i‘ cluding any Coinsurance
payable under This Plan.

Right to Receive and Release Information

~

Certain facts are needed to coordinate bene” s. Ki < .ias the right to decide which facts it needs.
KPIC may get needed facts from or give ther . . any ~ther organization or person. KPIC need not
tell, or get the consent of any person to do this. Ea. > per.on claiming benefits under This Plan must
give KPIC any facts it needs to pay the . ™.

Facility of Payment

A payment made under another' lan - .. “ave included an amount which should have been paid
under This Plan. If it doe= “PIC n " pay that amount to the organization that made the payment.
That amount will then/ e treated as hough it were a benefit paid under This Plan. KPIC will not pay
that amount again. Tk  ter”  pc 'm_.nt made" includes providing benefits in the form of services.
In this case "payment made" me ns the reasonable cash value of the benefits provided in the form
of services.

Right of Recovery
If the amount of the payments made by KPIC is more than it should have paid, KPIC may recover the
excess from one or more of the following:

1. the persons KPIC has paid or for whom it has paid.
2. insurance companies.
3. other organizations.

The "amount of payments made" includes the reasonable cash value of any benefits provided in the
form of services.
Definitions Related to Coordination of Benefits

Active Service means that a Covered Person: 1) is present at work with the intent and ability to work
the scheduled hours; and 2) is performing in the customary manner all of the regular duties of his
or her employment.
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Allowable Expenses means the Maximum Allowable Charge for medical or dental care or treatment.
Part of the expenses must be covered under at least one of the Plans covering the Covered Person.

Coordination of Benefits means the way benefits are payable under more than one medical or dental
plan. Under Coordination of Benefits, the Covered Person will not receive more than the Allowable
Expenses for a loss.

Plan means any of the following which provides medical or dental benefits or services:

1. Group insurance or group-type coverage, whether insured or uninsured. This includes
prepayment, group practice or individual practice coverage. It also includes coverage other than
school accident-type coverage.

2. Coverage under a governmental plan, or coverage required or provided by law. This does not
include a state plan under Medicaid (Title XIX, Grants to States for medical Assistance Programs,
of the United States Social Security Act, as amended from time te.time).

Plan does not include any:

1. Individual or family insurance contracts;

2. Individual or family subscriber contracts;

3. Individual or family coverage through Health Mainte: >nce Organiz. ons (HMOs);

4. Individual or family coverage under other prepayment, aroup practice and individual practice

plans;

Group or group-type hospital indemnity ben’ its of ¢ 00 per uay or less;

School accident-type coverages. These.cont. =t< cover grammar, high school and college

students for accidents only, including ath = = injc ies, either on a twenty-four-hour basis or on

a "to and from school" basis; and

7. A State plan under Medicaid, and’ . »!l not' aclu ‘= a law or plan when, by law, its benefits are
in excess of those of any private ins. -anc 2 n or other nongovernmental plan.

oo

The benefits provided by a Plan ‘ncic '~.thos that would have been provided if a claim had been
duly made.

Primary Plan/Second: y Plap.~eai : that when This Plan is primary, its benefits are determined
before those of the oti > .n; th  benefits of the other Plan are not considered. When This Plan is
secondary, its benefits are dete’ nined after those of the other Plan; its benefits may be reduced
because of the other Plan's .cfits. When there are more than two Plans, This Plan may be primary
as to one and may be secondary as to another.
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CLAIMS AND APPEALS PROCEDURES

This section explains provisions for filing Claims and Appeals arising from decisions made regarding
benefit Claims under Your KPIC Preferred Provider Organization (PPO) health coverage plan.

This section contains the following:
o Definitions of Terms unique to this section
e Claims and Appeals provisions
¢ Claims Processes for:
¢+ Post Service Claims
¢ Pre-service Claims
= Urgent Pre-service Claims
= Non-Urgent Pre-service Claims
¢+ Concurrent Care Claims
= Urgent Concurrent care Claims
= Non-Urgent Concurrent care Claims
e Internal Appeals Process
+ Appeal
+ Time Frame for Resolving Your Appeals
» Post Service
= Pre-service
o Urgent Pre-service C' uims
o Non-Urgent Pre-s¢ vice C' ims
= Concurrent- Care Clzims
o Urgent Concui « t Ca. Claims
o Non-Urgent Coi su. =2nt v re Claims
e Help With Your Appeal
e The External Appeals Process

A. Definitions Related to Claim an. “npea. Procedures

The following terms have the follo ‘i< g meanings when used in this Claims and Appeals Procedures
section:

Adverse Benefit Deterr....ation ' :ans Our decision to do any of the following:

1. Deny Your Claim, in whole< r in part, such as a reduction of benefits or a failure or refusal to
cover an item or service resulting from a determination that such item or service is experimental
or investigational not Medically Necessary.

2. Terminate Your coverage retroactively except as the result of non-payment of premiums (also
known as rescission), or

3. Uphold its previous Adverse Benefit Determination when You Appeal.

Appeal means a request for Us to review Our Adverse Benefit Determination.

Claim means a request for Us to: 1) pay for a Covered Service that You have not received (Pre-service
claim); 2) continue to pay for a Covered Service that You are currently receiving (Concurrent Care
Claim); or 3) pay for a Covered Service that You have already received (Post-Service claim).

Proof of Loss means sufficient information to allow KPIC or Our Administrator to decide if a Claim
is payable under the terms of the Group Policy. The information needed to make this determination
may include but is not limited to: reports of investigations concerning fraud and misrepresentation,
necessary consent forms, releases and assignments, medical records, information regarding

GC-DCH-PPO-SG-COI-GA-2023-NGF 88 PPO(23) SG NGF



CLAIMS AND APPEALS PROCEDURES

provider services, information regarding medical necessity or other necessary information
requested by KPIC.

We may use medical experts to help Us review claims and appeals

Language and Translation Assistance

If We send You an Adverse Benefit Determination at an address in a county where a federally
mandated threshold language applies, then Your notice of Adverse Benefit Determination will
include a notice of the availability of language assistance (oral translation) in that threshold
language. A threshold language applies to a county if at least, 10% of the population of that county
is literate only in the same federally mandated non-English language. You may request language
assistance with Your Claim and/or Appeal by calling Customer Service Department Monday through
Friday from 7 a.m. to 7 p.m. at 1-855-364-3185 (long distance) or 711 (TTY).

If We send You an Adverse Benefit Determination at an address in a county where a federally
mandated threshold language applies, then You may request tra: slation of that notice into the
applicable threshold language. A threshold language applies ** a counaty if at least, 10% of the
population is literate only in the same federally mandated non-t 1lisk' .anguage. You may request
translation of the specific notice by calling Customer Service Dep.  ment " .onday through Friday
from 7 a.m. to 7 p.m. at 1-855-364-3185 (long distance) o».711 (TTY).

Appoint a Representative

If You would like someone to act on Your behalf’ cgardi’ g You. .iaim or appeal, You may appoint
an authorized representative. You must make  is < ppointment in writing. Please send Your
representative’s name, address and telephor. - anta .information to the following address:

Kaiser Permans *e
Appeals Departi. 2n.

P.O. Box 939001

San Dieg .« 92193- 701
(800) 788- 710

You must pay the cost sf anyone Y. 1 hire to represent or help You.

Reviewing Information negardin’ Your Claim

If You want to review the © Jsrmation 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 also have the right to request that We provide You with any diagnosis and
treatment codes and their meanings that are the subject of Your Claim. To make a request, You
should contact our Customer Service Department Monday through Friday from 7 a.m. to 7 p.m. at
1-855-364-3185 or 711 (TTY).

Other Information Available

A Summary of the number, nature, and outcome results of appeals filed in the previous three years
shall be available for inspection. Copies of such summary shall be made available at reasonable
costs.

B. The Claims Process

There are several types of Claims, and each has a different procedure as described below:
e Post-service Claims
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e Pre-service Claims (urgent and non-urgent)
e Concurrent Care Claims (urgent and non-urgent)

Please refer to the subsection Internal Appeals Process provision under this section for a detailed
provision regarding Your right to Appeal Our Adverse Benefit Determination. Our Adverse Benefit
Determination notice will tell You why We denied Your claim and will include information regarding
Your appeal rights, including external review, that may be available to You.

In addition, there are specific procedures for appealing Adverse Benefit Determinations due to a
retroactive termination of coverage (rescission). Please refer to the subsection on Appeals of
retroactive coverage termination (rescission) provision under this section for a detailed explanation.

Questions about Claims: For assistance with questions regarding claims filed with KPIC, please
have Your ID Card available when You call 1-855-364-3185 or 711 (TTY). You may write to the address
listed above. Claim forms are available from Your employer.

Questions about Claims related to Pediatric Dental Services: Fo: .“ediatric Dental Services please
contact Delta Dental at 1-800-929-23009.

1) Post-Service Claim
Post-Service Claim means a Claim involving the paymei. or reimburs.ment of costs for Covered
Services that has already been received.

All Post-Service Medical Claims under this Policy vill be adminiscered by:

Kaiser Fo. . atior. {ealth Plan, Inc.
National Clain s ~ 'ministration - Georgia
P.0. Box ,70010
Neny = C0 80237-9998

The following procedures apply . » Pos “=rvice Claims:

¢ Submitting a Post-Service Cla v
o Within 12 mont’ s atter the « 1te you received the services or as soon as reasonably possible.
o You may file a :laim __ es for payment/reimbursement):

e By visiting kp.osa_~" npleting an electronic form and uploading supporting
documentation;

e By mailing a paper form that can be obtained by visiting kp.org or calling the Member
Services Contact Center; or

e If you are unable access the electronic form (or obtain the paper form), by mailing the
minimum amount of information we need to process your claim:

o Member/Patient Name and Medical/Health Record Number

The date you received the services

Where you received the services

Who provided the services

Why you think we should pay for the services

O O O O

o A copy of the bill, your medical record(s) for these services, and your receipt if you paid for
the services.
o You must mail Your Claim to Our Administrator at:
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Kaiser Foundation Health Plan, Inc.
National Claims Administration - Georgia
P.O. Box 370010
Denver, CO 80237-9998

Or, you can fax your claim to (303) 925-6644.
For prescription drugs claims:

Medlmpact Healthcare Systems, Inc
PO Box 509098
San Diego, CA 92150-9098

Or fax Your Claim to 1-858-549-1569

For Pediatric Dental Claims mail your claim to:

Delta Dental
P.O. Box 997330
Sacramento, CA. ‘105

o In accordance with the Proof of Loss sub. <tion< iis CLAuWIS AND APPEALS PROCEDURES,
We will not accept or pay for claims s -~eive ** .om you more than 12 months from the date
of services, unless it shall be shown n 1 > hav been reasonably possible to submit a claim
and that the claim was submitted as so .\n. »reaconably possible.

o We will review Your claim, and 1. Ve 1. >+  all the information We need We will send You a
written decision within<¢ T husines. days for electronic claims, 30 calendar day for paper
claims after We receive ' our . ‘*ten .“roof of Loss or Claim. We may extend the time for
making a decision for an « 1d"..onai 15 days if circumstances beyond Our control delay Our
decision, if We.« sty You \ 'thin 15 days after We receive Your claim. We may ask You for
more informa on. If te . You We need more information, We will ask You for the
information be. «ne er | of the initial 15-day decision period ends, and We will give You
45 days to send Us the ir’ ormation. We will make a decision within 15 days after We receive
the first piece of intu.nation (including documents) We requested. You should 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 45 days after We send our request, We will make a decision based on the information
We have following the end of the 45 day period.

o If We deny Your claim (if We do not pay for all the Services You requested), Our Adverse
Benefit Determination will tell You why We denied Your claim and include information
regarding the mandatory appeal rights, including external review that may be available to
You. Please refer to the subsection The Internal Appeals Process provision under this section
for details regarding the mandatory internal appeal process and Your appeal rights.

In-Network Provider Claims

If You receive services from an In-Network Provider, that provider will file the claims on Your
behalf. Benefits will be paid directly to the provider. You need to pay only Your Deductible, if any,
and any Coinsurance or Copayment.
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For Out-of-Network Provider claims

If You receive services from any other licensed provider, You may need to file the claim yourself and
will be reimbursed in accordance with the terms set forth under the Schedule of Coverage subject
to the Assignment Provision in the GENERAL PROVISION section.

Notice of Claims

You must give Us written notice of claim within 20 days after the occurrence or commencement of
any loss covered by the Policy, or as soon as reasonably possible. You may give notice or may have
someone do it for You. The notice should give Your name and Your policy number. The notice
should be mailed to Us at Our mailing address or to Our Claims Administrator at:

Kaiser Foundation Health Plan, Inc.
National Claims Administration - Georgia
P.O. Box 370010
Denver, CO 80237-9998

Or, you can fax your claim to (3C *925-7 ,44.
For prescription drugs claims:

MedIimpact He= " car. Syster ., Inc
P*. Box 090%
SanL go, C/. 92150-9098

Or fax Your ‘'aim » 1-858-549-1569

For Pediatric Dental Claims mail |, ~ur ¢. . 1 to:

welta Dental
».0. Box 997330
Sacramento, CA 94105

Claim Forms

When We receive Your notice of claim, We will send You forms for filing Proof of Loss. If We do not
send You these forms within 10 days after receipt of Your notice of claim, You shall be deemed to
have complied with the Proof of Loss requirements by submitting written proof covering the
occurrence, character and extent of the loss, within the time limit stated in the Proof of Loss section.

Proof of Loss

Written Proof of Loss must be sent to Us or to Our Administrator at the address shown on the
preceding page within 90 days after the date of the loss. 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 date of loss, except in the absence of legal capacity.

Time for Payment of Benefits

In accordance with the terms of Your coverage, benefits will be paid immediately upon receipt of
proper written Proof of Loss. If the benefits payable are not paid in whole or in part, We will mail to
the covered person, within 15 working days for electronic and 30 calendar days for paper claims of
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receipt of the written Proof of Loss, a letter that states the: (1) reason(s) why the benefits payable
cannot be paid; and (2) lists of information and/or documentation that We need to process the claim.
We will complete the processing of the Claim within 15 working days of Our receipt of all of the
additional information and/or documentation requested.

Unless the Covered Person has asked Us not to do so, We may pay all or any part of the benefits
provided by the Group Policy directly to the service provider. Any such payment made by Us in
good faith will fully discharge Our obligation to the extent of the payment.

Any benefits for health expenses for covered medical transportation services are payable to the
provider of these services. No benefits are payable to the Covered Person to the extent benefits for
the same expenses are paid to the provider.

Contested Claims

If We are unable to pay Your claim after receiving proper Proof of Lass, We will notify You of any
contest to or denial of the claim within 15 working days for electroni® and 30 calendar days for paper
claims of the date the Proof of Loss was received by Us. The wr .en no* _e will specify:

1. the parts of the claim that are being contested or denied;
2. thereasons the claim is being contested or denied; 2 d
3. the pertinent provisions of the Group Policy on which v = contest.or denial is based.

If the Covered Person is dissatisfied with the re< .it of tf : revie , the Covered Person may file an
appeal.

Please refer to The Internal Appeals Process ¢ o\ :ion  ader this section for specific provisions for
filing an appeal for each type of Clair~ ‘Pre-ser ‘ice, “oncurrent, Urgent and Post Service) in cases
of any Adverse Benefit Determination.

Legal Action

No action may be brought more i an‘ arec .3) years after the date written Proof of Loss is given to
Us.

Time Limitations

If any time limitation provided i© the plan for giving notice of claims, or for bringing any action at
law or in equity, is in conflic...vith that permitted by applicable federal or state law, the time limitation
provided in this policy will be adjusted to conform to the minimum permitted by the applicable law.

2) Pre-service Claim

Pre-service Claim is a request for approval of benefit(s) or treatment(s) that You have not received.
When the terms of the Group Policy, condition the receipt or provision of the Covered Services, in
whole or in part, on authorization (in advance of obtaining medical care), failure to receive
authorization before receiving a Covered Service that is subject to Precertification in order to be a
covered benefit may be the basis for reduction of Your benefits or Our denial of Your Pre-service
Claim for payment. If you receive any of the Covered Services You are requesting before We make
Our decision, Your Pre-Service claim will become a Post-Service Claim with respect to those
services. If You have any general questions about Pre-Service Claims, please call 1-855-364-3185
or 711 (TTY). Or submit your questions in writing to:

Kaiser Permanente
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Quality Resource Management Department
Nine Piedmont Center
3495 Piedmont Road, NE
Atlanta, GA 30305-1736

Please refer to the PRECERTIFICATION section of this Certificate for a more detailed provision of the
Precertification process.

The following are the procedures for filing a Pre-Service Claim:

¢ Pre-Service Claim

o

Send your request in writing to Us that You want to make a Claim for Us to precertify a
service that You have not yet received. Your request and any related documents You give
Us constitute Your Claim.

For medical services claims:
You must either mail Your Claim to Us at the address be’ _w or_call our Customer Service
Department at 1-855-364-3185 or 711 (TTY) at

Kaiser Permanente
Quality Resource Manag ment Depari..ient
Nine Pies”" ~nt « nter
3495 Pi« umon Roac N
Atlan. . GA 7 ,305-1756

Or fax Your Claim to Us at: 1-404-364 1, '3
For prescription drugs claims:

Mea: ~oact Healthcare Systems, Inc
izatiun Management Department
PO Box 509098
San Diego, CA 92150-9098
(800) 788-2949

Or fax Your Claim 1o us at: 1-858-549-1569

If You want us to consider Your Pre-Service claim on an urgent basis, Your request should
tell Us that. 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) 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 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 15 days after We receive Your
Claim. We may extend the time for making a decision for an additional 15 days if
circumstances beyond Our control delay Our decision, if We notify You prior to the expiration
of the initial 15 day period. If We tell You We need more information, We will ask You for
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the information within the initial15 day decision period, and We will give You 45 days to
send the information. We will make a decision within 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 45 days after We send Our request, We will make a decision based on the information
We have within 15 days following the end of the 45 day period.

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

If Your Pre-Service Claim was considered on an urgent basis, We will notify You of Our
decision orally or in writing within a timeframe appropriate to Your clinical condition but not
later than 72 hours after We receive Your Claim. Within 24 hours after we receive Your claim,
We may ask You for more information. We will notify You of Our decision within 48 hours
of receiving the first piece of requested information. If We do not receive any of the requested
information, then We will notify You of Our decision witk” ( 48 hours after making Our
request. If We notify You of Our decision orally, we will ser'. You written confirmation within
3 days after that.

If We deny Your claim (if We do not agree to provide or pay fc all# .e Covered Services You
requested), its Adverse Benefit Determination nu ice will tell , ou why KPIC denied Your
Claim and will include information regarding* " r ap <ealsric its, including external review,
that may be available to You. Please ref< to tt  The ' .rnal Appeals Process provision
under this section for a detailed provisio. regars ng the inandatory internal appeal process
and Your appeal rights.

e Concurrent Care Claim

o

Concurrent Care Claim is a re "« *.tha. We .ontinue to pay for, or authorize an ongoing
course of covered care to be prc ‘deu * »r a period of time or number of sessions, when
the ongoing course of ¢/ ~rad care ‘lready being received is scheduled to end. Failure to
receive authorization bel re cc “nuiny to receive Covered Services beyond the number of
days or number of sessior i« .cdally authorized may be the basis of Your denial of coverage
for some or all #. the Covel d Services. If You receive any of the Covered Services You are
requesting bef re W~ ke \ur decision, Your Concurrent Care Claim will become a Post-
Service Claim " . resp¢ :t to those Covered Services. Concurrent claims can be either
Urgent Care Claims or ~ sn-Urgent Care Claims. If You have any general questions about
Concurrent Care Clai.is, please call 1-855-364-3185 (long distance).

If We either (a) deny Your request to extend Your current authorized ongoing care (Your
concurrent care Claim) or (b) inform You that authorized care that You are currently receiving
is going to end early and You Appeal Our Adverse Benefit Determination at least 24 hours
before Your ongoing course of covered treatment will end, then during the time that We are
considering Your Appeal, You may continue to receive the authorized Covered Services. If
You continue to receive these Covered Services while We consider Your Appeal and Your
Appeal does not result in Our approval of Your concurrent care Claim, then You will have to
pay for the services that We decide are not covered.

Please refer to the PRECERTIFICATION section of this Certificate for details regarding the Pre-
authorization process of Concurrent Care Claims.

Here are the procedures for filing a Concurrent Care Claim.
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Concurrent Care Claim

o

Tell Us in writing that You want to make a concurrent care Claim for an ongoing course of
Covered Services. Inform Us in detail of the reasons that Your authorized Covered Services
should be continued or extended. Your request and any related documents You give Us
constitute Your Claim.

For medical services claims:
You must either mail or deliver Your Claim to Us at the address below:

Kaiser Permanente
Quality Resource Management Department
Nine Piedmont Center
3495 Piedmont Road, NE
Atlanta, GA 30305-1736

or fax Your Claim to us at: 1-404-364-4743.
For prescription drugs claims:

Medlmpact Healthcare Systen. .In~
Utilization Manage: =nt Departm.nt
PO~ 50s 28
San Dis 40, C+ 921. ¢ J8
200) 7° 3-2949

Or fax Your Claim to Us at: 1-858-549- + A

If You want Us to consider Yt + T'aim ' n a. urgent basis and You contact Us at least 24
hours before Your care ends, You may > uest that We review Your concurrent Claim on an
urgent basis. We will ¢ . ~ide whe ~er Your Claim is urgent or non-urgent unless Your
attending health care pro ider. "= Us (our Claimis urgent. If We determine that Your Claim
is not urgent, We will trez Y uar Ciaim as non-urgent. Generally, a Claim is urgent only if
using the proce  ure ror noi urgent Claims (a) could seriously jeopardize Your life, health or
ability to regi n m2 " m ‘unction, or (b) would, in the opinion of a physician with
knowledge of \ inedic | condition, subject You to severe pain that cannot be adequately
managed without extens ng Your course of covered treatment.

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 24 hours or more
before Your care is ending, We will make Our decision before Your authorized Covered
Services actually ends. If Your authorized Covered Services ended before You submitted
Your Claim, We will make Our decision but no later than 15 days after We receive Your Claim.
We may extend the time for making a decision for an additional 15 days if circumstances
beyond Our control delay Our decision, if We send You notice before the initial 15-day
decision period ends. If We tell You We need more information, We will ask You for the
information before the initial decision period ends, and We will give You until Your care is
ending or, if Your care has ended, 45 days to send Us the information. We will make Our
decision as soon as possible, if Your care has not ended, or within 15 days after We first
receive any information (including documents) We requested. We encourage You to send all
the requested information at one time, so that We will be able to consider all the information
when We make Our decision. If We do not receive any of the requested information
(including documents) within the stated timeframe after We send Our request, We will make
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a decision based on the information We have within the appropriate timeframe, not to
exceed 15 days following the end of the timeframe We gave You for sending the additional
information.

o We will send written notice of Our decision to You and, if applicable to Your provider.

o If We consider Your Concurrent Care Claim on an urgent basis, We will notify You of Our
decision orally or in writing as soon as Your clinical condition requires, but not later than 24
hours after We received Your Claim. If We notify You of Our decision orally, We will send
You written confirmation within 3 days after deciding Your Claim.

o If We deny Your Claim (if We do not give authorization extending the ongoing course of
care), please refer to The Internal Appeals Process provision under this section for a detailed
provision regarding the mandatory internal appeal process and Your appeal rights. Likewise,
Our Adverse Benefit Determination notice will tell You why We denied Your claim and will
include information regarding the mandatory internal apr .al process and Your appeal
rights, including external review, that may be available to” ou.

C. The Internal Appeals Process

In order to afford You the opportunity for a full and fair re tiew of an Ac < se Benefit Determination,
the Policyholder has designated KPIC as the “named fiduc: :v” for apneals arising under the Group
Policy. You may appeal an Adverse Benefit Detern=” .iau. 0 (L nial)l o Us.

If We deny Your Claim in whole or in part, or sena ‘ou’ n Adverse Benefit Determination informing
You that Your current authorized care is goir. . 2 en. =arly or that We are retroactively terminating
Your coverage, You have the right to request « re iew « “Our decision.

You must submit Your Appeals in writhi . e.. 2nt ‘or urgent Pre-Service and urgent Concurrent Care
Claim Appeals. We must receive.all Appec requc .is within 180 days of Your receiving notice of Our
Adverse Benefit Determination. "ic. ~.note . at We will count the 180 days starting 5 business days
from the date of the notice to all w fr '« "“rery time, unless You can prove that You received the
notice after that 5-busine~ ay pe " d.

Such appeals will be ¢ bie= (01 2 fuilowing:

If We deny Your Claim (rost-Se! ice, Pre-Service or Concurrent Care Claims), in whole or in part
You have the right to requs >* = Appeal of such decision. Our Adverse Benefit Determination notice
will tell You why We denied Your claim and will include information regarding the mandatory
internal appeal process and Your appeal rights, including external review, that may be available to
You.

We must receive Your review request within 180 days of Your receiving this notice of Our initial
Adverse Benefit Determination. Please note that We will count the 180 days starting 5 business days
from the date of the notice to allow for delivery time, unless You can prove that You received the
notice after that 5-business day period.

Providing Additional Information Regarding Your Claim

When You Appeal, You may send Us additional information including comments, documents, and
additional medical records that You believe support Your Claim. If We asked for additional
information and You did not provide it before We made Our initial decision about Your Claim, then
You may still send Us the additional information so that We may include it as part of Our review of
Your Appeal.
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Please send all additional appeal information for medical services and prescription drugs to the
address listed under each type of appeal (Post-Service, Pre-Service or Concurrent Care Appeal).

When You Appeal, You may give testimony in writing or by telephone. Please send Your written
testimony to the address set forth under each type of appeal (Post-Service, Pre-Service or
Concurrent Care Appeal). To arrange to give testimony by telephone, You should contact Kaiser
Permanente Appeals Department at 888-865-5813, 711 (TTY) for your appeal.

We will add the information that You provide through testimony or other means to Your Claim file
and We will review it without regard to whether this information was submitted and/or considered
in Our initial decision regarding Your Claim.

Sharing Additional Information That We Collect

We will send You any additional information that We collect in the course of Your Appeal. If We
believe that Your Appeal of Our initial Adverse Benefit Determinatior .vill be denied, then before We
issue Our final Adverse Benefit Determination We will also shars with You any new or additional
reasons for that decision. We will send You a letter explaining “he ns v or additional information
and/or reasons and inform You how You can respond to the infori < .ion in* .e letter if You choose
to do so. If You do not respond before We must make Our final decis. 0, " at decision will be based
on the information already in Your Claim file.

Time frame for Resolving Your Appeal

There are several types of Claims, and each has <« 'ime” ame in resolving Your Appeal.
e Post-service Claims
e Pre-service Claims (urgent and non-ur . ®)
e Concurrent Care Claims (urgen*and no -ui_=nt)

In addition, there are separate Appeals, oce. =3s for Adverse Benefit Determinations due to a
retroactive termination of cover y ‘resciss. n).

1) Post-service Appeal
o Within 180 day/ after You r. ceive Our Adverse Benefit Determination, tell Us in writing that

You wantto A peal” .. ‘en .| of Your Post-Service Claim. Please include the following: (1)
Your name ana ...cdical | acord Number, (2) Your medical condition or symptoms, (3) the
specific Covered Servics  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. Your
request and the supporting documents constitute Your Appeal. Your must mail or deliver a
letter of Your appeal for medical services to:

Kaiser Foundation Health Plan of Georgia Member Relations,
Appeals
Nine Piedmont Center
3495 Piedmont Rd
NE Atlanta, GA 30305-1736
(855) 364-31850r fax Your Appeal to Us at: 1-404-949-5001

You must mail Your appeal for prescription drugs to:
KPIC Pharmacy Administrator

Grievance & Appeals Coordinator
10181 Scripps Gateway Court
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San Diego, CA 92131
(800) 788-2949

[or fax Your information to: 1-858-790-6060 Attn: KPIC Pharmacy Administrator Grievance
and Appeals Coordinator.

You must mail Your appeal for Pediatric Dental:

Delta Dental
Appeals and Grievances Dept
P.O. Box 1860
Alpharetta, GA 30023-1830
(800) 929-2309

o We will review Your Appeal as follows:

o We will review Your Appeal and send You a writter Jdecision of Your appeal within a
reasonable period of time appropriate to the ¢i ‘umst  .ices, but in no event later
than 30 days from the date that We receive Your re st for £ ur review at that level
unless We inform You otherwise in advance.

o

o If We deny Your Appeal, Our Adverse Be cfit L tern. 227 on notice will tell You why We
denied Your Appeal and will include ini. ‘matic’ regaraing any further process, including
external review, that may be availabl< o Yc

2) Non-urgent Pre-service Appeal

Within 180 days after You rece ‘¢ 2ur A 'ver.e Benefit Determination notice, You must tell
Us in writing that You want to AL =sal « = denial of Your pre-service Claim. Please include
the following: (1) Your ¢ .22 and 1. 2dical Record Number, (2) Your medical condition or
relevant symptoms, (3) 1 e sp. “fie Scrvice that You are requesting, (4) all of the reasons
why You disagree with Ou 7 .verse benefit denial, and (5) all supporting documents. Your
request and the Lupporting locuments constitute Your Appeal. You must mail Your appeal
for medical se sices*

~aiser Permanente
Appeals Department
Nine Piedmont Center
3495 Piedmont Road, N.E.
Atlanta, GA 30305-1736

or fax Your Appeal to Us at: 1-404-949-5001.

You must mail Your appeal for prescription drugs to:
KPIC Pharmacy Administrator
Grievance & Appeals Coordinator
10181 Scripps Gateway Court

San Diego, CA 92131
(800) 788-2949
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or fax Your information to: 1-858-790-6060 Attn: KPIC Pharmacy Administrator Grievance
and Appeals Coordinator

o We will review Your appeal as follows:
o Because You have not yet received the services or equipment that You requested,
we will review Your Appeal and send You a written decision of Your Appeal within a
reasonable period of time appropriate to the circumstances, but in no event later
than 30 days from the date that We receive Your request for Our review at that level
unless We inform You otherwise in advance.

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

3) Urgent Pre-service Appeal
o Tell Us that You want to urgently Appeal Our Adverse Ben< it Determination regarding Your
Pre-Service Claim. Please include the following: (1) Your: ame 7 .d Medical Record Number,
(2) Your medical condition or symptoms, (3) the specific St < _e that" ou are requesting, (4)
all of the reasons why You disagree with Our Adverse Ber. ‘it I .termination, and (5) all
supporting documents. Your request and the supy rting docum .its constitute Your Appeal.

You must submit Your Appeal by calling O Apr als L it . 1-404-364-7320 or 711 (TTY) or
fax Your request to 1-404-949-5001. You". ay als’ mail Youur appeal for medical services to:

Kaiser Perman. n »
Appeals. Departi er.

Nine Pi. .. >nt Cu atel
3495 Piea. onu. > 4, NE, Atlanta, GA
27 77R-1736

o You must submit Your Ap, =2’ .or piescription drugs by calling the Appeals Unit at -800-788-
2949, 711 (TTY)< .ou may a ‘o mail Your appeal for prescription drugs to:
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KPIC Pharmacy Administrator
Grievance & Appeals Coordinator
10181 Scripps Gateway Court
San Diego, CA 92131

(800) 788-2949

or fax Your information to 1-858-790-6060 Attn: KPIC Pharmacy Administrator Grievance
and Appeals Coordinator

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 Pre-Service
Claim qualifies 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 D. External Review provision. .ider this section).

We will decide whether Your Appeal is urgent or non-urg. = unless .our attending health
care provider tells Us Your Appeal is urgent. If We determine . at} Jur Appeal is not urgent,
We will treat You Appeal as non-urgent. Generc '/, an Appea. is urgent only if using the
procedure for non-urgent Claims or Appeals/ " -~ou. seriou/ y jeopardize Your life, health,
or ability to regain maximum function, = (b) v »ula, 'n< .ne opinion of a physician with
knowledge of Your medical condition, su. ‘act Y7 i to severe pain that cannot be adequately
managed without the Services You 2/ ‘requ < .ng.

We will review Your Appeal and notify Yo of Cuar decision orally or in writing as soon as
Your clinical condition requiré. < *not ater han 72 hours after We received Your Appeal.
If We notify You of Our decisior. aran, »* ‘e will send You a written confirmation within 3
days after that.

If We deny Your Appeal, ‘0’ may oe able to request external review after We make Our
decision regarcd’ .g our A, neal (see External Review provision under this section), Our
Adverse Bene t Dete=  "mat n notice will tell You why We denied Your Appeal and will
include informc = . regal ling any further process, including external review, that may be
available to You.

4) Non-urgent Concurrent Care Appeal

o

Within 180 days after You receive Our Adverse Benefit Determination notice, You must tell
Us in writing that You want to Appeal Our Adverse Benefit Determination. 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 mail Your appeal for medical services to:

Kaiser Permanente

Appeals Department

Nine Piedmont Center

3495 Piedmont Road, NE, Atlanta, GA
30305-1736
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or fax Your Appeal to Us at: 1-404-949-5001.
You must mail Your appeal for prescription drugs to:

KPIC Pharmacy Administrator
Grievance & Appeals Coordinator
10181 Scripps Gateway Court
San Diego, CA 92131

(800) 788-2949

or fax Your information to: 1-858-790-6060 Attn: KPIC Pharmacy Administrator Grievance
and Appeals Coordinator

o We will review Your appeal as follows:
= - We will review Your Appeal and send You a written< .ecision of Your appeal within
a reasonable period of time appropriate to the cir® umstances, but in no event later
than 30 days from the date that We receive Youi 2ques ror Our review at that level
unless We inform You otherwise in advance.

o If We deny Your Appeal, Our Adverse Benefit D. =rmination i stice will tell You why We
denied Your Appeal and will include inform~ "1 re_arding< .ny further process, including
external review, that may be available to Y u.

5) Urgent Concurrent Care Appeal
o Tell Us that You want to urgently Appt 11 Mur A erse Benefit Determination regarding Your
urgent Concurrent Claim. Plerse inclu 'e 1. » foliowing: (1) Your name and Medical Record

Number, (2) Your medical cc a..>n o syi.iptoms, (3) the ongoing course of covered
treatment that You want to contii. 2 or .= =2nd, (4) all of the reasons why You disagree with
Our Adverse Benefit Del . »ination, nd (5) all supporting documents. Your request and the

supporting documents cc 1stitt. Maur Appeal.

You must subr it Your A eal for medical services and prescriptions written by Kaiser
Permanente P/ hvider _ ca. ng Our Appeals Unit at 1-404-364-7320, 711 (TTY) or fax Your
request to 1-40- _ .3-5001

You may also mail Yuur appeal for medical services to:

Kaiser Permanente
Appeals Department
Nine Piedmont Center
3495 Piedmont Road, N.E.
Atlanta, GA 30305-1736

You must submit Your Appeal for prescription drugs by calling the Appeals Unit at 1-800-
788-2949, 711 (TTY).

KPIC Pharmacy Administrator
Grievance & Appeals Coordinator
10181 Scripps Gateway Court
San Diego, CA 92131
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(800) 788-2949

or fax Your information to 1-858-790-6060 Attn: KPIC Pharmacy Administrator Grievance
and Appeals Coordinator

We will review Your appeal as follows:

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 Appeal qualifies 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 provision under this section), if Our internal
appeal decision is not in Your favor.

We will decide whether Your Appeal is urgent or non-urger . unless Your attending health
care provider tells Us Your Appeal is urgent. If We determ’ e thatYour Appeal is not urgent,
We will treat Your Appeal as non-urgent. Generally, ar. \ppe  « is urgent only if using the
procedure for non-urgent Appeals (a) could seriously jeop.  «aze Yo . life, health, or ability
to regain maximum function, or (b) would, in the.opinion of <. ~b7 sician with knowledge of
Your medical condition, subject You to severe p ‘n that cannut be adequately managed
without continuing Your course of covered t = aen.

We will review Your urgent Appeal and  atify< ou of Our decision orally or in writing as
soon as Your clinical condition requ’ =, bt 0 later than 72 hours after We receive Your
Appeal. If We notify You of Our deci. ‘¢ ~orai. = We will send You a written confirmation
within 3 days after that.

If We deny Your Appeal, You mc = be . 2 to request external review after We make Our
decision regarding Youi -, ~=eal (sec DN. External Review provision under this section), Our
Adverse Benefit Determi atior  ~tice will tell You why We denied Your Appeal and will
include information regar. 'r', any turther process, including external review, that may be
available to Yor

6) Appeals of retroact.. . covere e termination (rescission)

o

We may terminate. Yo« coverage retroactively (see subsection: Rescission for Fraud or
Intentional Misrepresentation provision under ELIGIBILITY, EFFECTIVE DATE, &
TERMINATION DATE section). We will send You written notice at least 30 days prior to the
termination. If You have general questions about retroactive coverage terminations or
Appeals, please call 1-855-364-3185 (long distance) or 711 (TTY).

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

Appeal of retroactive coverage termination

o

Within 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
coverage termination, and (3) all supporting documents. Your request and the supporting
documents constitute Your Appeal. Your must mail Your Appeal to:
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Kaiser Permanente

Georgia Member Relations, Appeals
Nine Piedmont Center

3495 Piedmont Road, NE

Atlanta, GA 30305-1736

or fax Your appeal to 1-404-949-5001.

We will review Your Appeal and send You a written decision within 60 days after We receive
Your Appeal.

o If We deny Your Appeal, You may be able to request external review after We make Our
decision regarding Your Appeal (see Independent External Review Process provision of this
section), Our Adverse Benefit Determination notice will tell You why We denied Your Appeal
and will include information regarding any further process, including external review, that
may be available to You.

Help With Your Appeal
You may contact the state ombudsman:

Georgia Office of Insurance and Safev, Fire Commissioner
Consumer Servi< _5  ivis. 1
2 Martin Luthe® ning,. . Driv
West Towe Sui* . 716
Atlant. “eory 30334
Toll Free: 800- 35 229¢ ~r 711 (TTY)
Telephena: 404-\ 56-. 170 or 711 (TTY)
Fo. 240 657-3542
http://www.oci.ga. 2av/C. sumerService/Home.aspx

D. External Review

If You are dissatisfied /* ith Our finc Appeal decision, You may have a right to request an external
review by an indepen ent t* & arl . You will not have to pay for this independent party’s review
of Our decision regara...y Your, \ppeal. For more information about how to obtain this review,
please call KPIC toll free numb~  at: 1-855-364-3185 or 711 (TTY).

Please refer to: YOUR RIGHT TO AN INDEPENDENT REVIEW under the INDEPENDENT EXTERNAL
REVIEW PROCESS section, for a more detailed explanation of Your right to an External Review.
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IMPORTANT NOTICE

YOUR RIGHT TO AN INDEPENDENT REVIEW

If You believe that health care services have been improperly denied, modified, or delayed You may
have the right to an independent review. For more information about how- to obtain this review,
please call KPIC toll free number at 1-855-364-3185 or 711 (TTY).

After We have rendered a final Adverse Benefit Determination upon Your completing Our internal
appeals process, as described above, You may have a right to request an independent review of
Our final Adverse Benefit Determination.

You have the right to an independent external review by an ind7 ,ender third-party when our final
adverse benefit determination:

1. relies on medical judgment (including but not limited to mea: >l ns  essity, appropriateness,
health care setting, level of care, or effectiveness  ©a benefit);

2. concludes that a treatment is experimental or~ »es. ation;

3. concludes that parity exists in the nor quarn tativ .t . atment limitations applied to
behavioral health care (mental health ant or sub’ cance avuse) benefits;

4. involves consideration of whether< Ve « > complying with federal law requirements
regarding balance (surprise) billing " 1. Yor ¢ st sharing protections pursuant to the No
Surprises Act (Public Health Service Ac. sect.uns 2799A-1 and 2799A-2 and 45 C.F.R.
§§8149.110 --149.130); or

5. involves a decision related to res ‘ssic < ‘your coverage.

External Review

If You are dissatisfied with Our fir | i (erna. Adverse Benefit Determination regarding Your appeal,
You or Your authorizes icpresent cive may have the right to request an external review by an
independent third-par s orga="~tio . Within four (4) months after the date on which You receive
Our final internal Adve = _cnefii Determination, send Your written request for external review to:

MAXIMUS Federal Services
State Appeals East
3750 Monroe Avenue, Suite 705
Pittsford, NY 14534

Or You may fax Your request to 1-888-866-6190 or submit Your request online at
www.externalappeal.com “Request a Review Online” tab. You will not be required to bear the costs
of the External Review. You must submit the HHS-Administered Federal External Review Request
Form with your request, as well as a copy of our decision letter. In some cases, an Appointment of
Representative form may also be required. The Appointment of Representative form and the HHS-
Administered Federal External Review Request Form can be accessed through the following
website: https://externalappeal.cms.gov/ferpportal/#/forms. If You have any questions or concerns
on the external review process, You may call toll free 1-888-866-6205, 711 (TTY)If You need copies
of any of these forms or Our letter, please contact 1-855-364-3185 or 711 (TTY). You can download
a copy of the Privacy Act Statement form at: https:/www.cms.gov/CCIIO/Resources/Forms-reports-
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and-other-resources/index.html. If You have any questions or concerns on the external review
process, You may call toll free 1-888-866-6205 ext. 3326 or 711 (TTY).

You may submit additional information to the external reviewer by sending it to the mailing address
or fax number for the Federal External Review set forth above. Please note that any additional
information that You submit will be shared with Us so that We may reconsider Our final internal
adverse benefit determination.

The Federal External Reviewer will first determine whether You are entitled to external review and
will notify You and Us in writing if You are not eligible for external appeal. The Federal External
Reviewer will then review all of the information and documents timely received de novo and will
provide written notice of a final external review decision as soon as possible and no later than 45
days after the federal external reviewer receives Your request for external review. This written
notice will be sent to You and Us.

You may make a written or oral request for an expedited external »* view if (1) the time frame for
completion of an expedited internal appeal would seriously jeop#  dize Your life or health or would
jeopardize the claimant’s ability to regain maximum function £ ¢ onlyv .vhen You have also filed a
timely request for an expedited internal appeal related to Your urge « pre-ser’ .ce or concurrent care
claim, or (2) You have received Our final internal adverse benefit ¢ terr ination and You have a
medical condition for which the timeframe for complei. n of a stanc.urd external review would
seriously jeopardize the Your life or health or if the "»nal . ternal < dverse benefit determination
concerns an admission, availability of care, cor” nilued tate = zalth care supply or service for
which You have received services, but have not'. ~en di< -hargea from a facility.

To make a request for expedited external re 4. v YC . may select “expedited” if submitting the
review request online, or by emailing. FERP@ 1a. mus.com, asking for expedited review in Your
written request for external review o =. na th  Fec iral External Review Process at 888-866-6052
ext. 3326.

If the external reviewer determir. s tric “‘au a.e not eligible for expedited external review, then the
external reviewer will notifv You ' 17 Js as soon as possible. The external reviewer must provide
notice of the final expes’ eu extern ! review decision as soon as the medical circumstances require
but no later than 72 I hurs 2 the =xternal review receives Your request for expedited external
review unless You are .. ong ing course of treatment for that condition and then the external
review decision will be provides within 24 hours. This notice may be provided orally but must be
followed in writing to You a..u Us within 48 hours of the oral notification.

If the external reviewer overturns Our decision, We will provide coverage or payment for Your
health care service or supply as directed.

Except when external review is permitted to occur simultaneously with Your internal urgent Pre-
Service or urgent Concurrent Care Appeal, You must exhaust Our internal Claims and Appeals
procedures applicable to Your Claim before You may request external review unless We have failed
to comply with federal requirements regarding Our Claims and Appeals procedures.

You may have certain additional rights if You remain dissatisfied after You have exhausted all
levels of review including 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,
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most state or local government plans and church plans or all individual plans), You may have a
right to request review in state court. There may be time limitations on when you need to file your
action in either federal or state court.
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IMPORTANT NOTICE REGARDING YOUR HEALTH INSURANCE COVERAGE

Disclosure of Your Rights and Responsibilities under the Georgia Patient Protection Act

You have the right to receive medically appropriate care in a timely and convenient manner.

You have the right to participate in decision making regarding treatment, care and services.

You have the right to receive information about Your health plan, services and providers.

You have the right to voice Your complaints or request appeals and have them addressed in

a timely manner.

5. You have the right to designate a person of Your choice to facilitate care, if You are unable
to do so.

6. You are responsible to provide necessary information to facilitate effective medical care.

7. You are responsible in keeping Your appointments with Your health care provider and to call

Your provider at least 24 hours prior to the appointment date if You are unable to keep Your

appointment.

You are responsible in following the medical care as prescrit -d by Your health care provider.

9. You are responsible in following the rules promulgated ' (der Y« ur health insurance plan.

pPOdD-

©
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GENERAL PROVISIONS

Assignment

Payment of benefits under the Group Policy for treatment or services that are provided prescribed
or directed by an In-Network Provider are made directly to the In-Network Provider.

Payment of benefits under the Group Policy for treatment or services that are provided prescribed
or directed by an Out-of-Network Provider are assignable when requested in writing by the insured.

Payment of benefits shall be made by KPIC directly to the Out-of-Network Provider.

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 vali .ity cannot be contested except
for nonpayment of premiums or fraudulent misstatement as de’ .rmine! by a court of competent
jurisdiction. Only statements that are in writing and signed by tr. Coy* red Person can be used in a
contest.

Legal Action

No legal action may be brought to recover on this ulicy efor 80/ .ays from the date written proof
of loss has been given to Us as required under. ae Pro’ i of Lo.s section. No such action may be
brought more than three (3) years after the d-=*e w. *¢ . proof of loss is given to Us.

Misstatement of Age

If the age of any person insured under .. Srot 2 Poicy has been misstated: 1) premiums shall be
adjusted to correspond to his or her truc age, . d 2) if benefits are affected by a change in age,
benefits will be corrected accorc i +lin whi * case the premium adjustment will take the correction
into account).

Money Payable

All sums payable by ol +~IC or :s Administrator must be paid in the lawful currency of the United
States.

Physical Examination and Autopsy

KPIC, at its own expense, shall have the right and opportunity to examine the person of any
individual whose Injury or Sickness is the basis of a claim when and as often as it may reasonably
require during the pendency of a claim hereunder and to make an autopsy in case of death, where
it is not forbidden by law.

Rescission for Fraud or Intentional Misrepresentation

Subject to any applicable state or federal law, if KPIC makes a determination that You performed an
act, practice or omission that constitutes fraud or made an intentional misrepresentation of material
fact under the terms of the Group Policy, KPIC may rescind Your coverage under the Group Policy
by giving You no less than 31 days advance written notice. The rescission will be effective on:

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

In the absence of fraud, any statement made by the Policyholder or a Covered Person in applying
for insurance under This Group Policy will be considered a representation and not a warranty. Only
statements that are in writing and signed by the Covered Person can be used in a contest.

Rights of a Custodial Parent
If the parents of a covered Dependent child are:

1) Divorced or legally separated; and
2) Subject to the same Order,

Order means a valid court or administrative order that:

1) Determines custody of a minor child; and

2) Requires a non-custodial parent to provide the child’s medica’ nsura~ce coverage or to pay any
portion of the medical expenses resulting from medical trea. 2ent< . the child.

The custodial parent will have the rights stated below < ‘ithout the a, * oval of the non-custodial
parent. However, for this provision to apply the nor-cusu. dial pareat must be a Covered Person
approved for family health coverage under the Poli' y, ai ! KF. > m! . receive:

1) A request from the custodial parent who is n. »a Ce’ cred Person under the policy; and
2) A copy of the Order.

If all of these conditions have been met, KPIC \ ‘il

1) Provide the custodial parent wi. . ‘arm tior. regarding the terms, conditions, benefits,
exclusions and limitations of the Poli. =

2) Accept claim forms and req’ . = for cla. 2 payment from the custodial parent; and

3) Make claim payments direc. 7 to .cuscodial parent for claims submitted by the custodial
parent, subject to all the pro\ s/ ns stated in the Policy. Payment of claims to the custodial
parent, which are n=".de in gooc ‘aith under this provision, will fully discharge KPIC's obligations
under the Policy t¢ the ex* .. of e payment.

KPIC will continue to comg .n 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) Inthe 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.

Right of Recovery

If You or Your covered dependent has a claim for damages or a right to recover damages from a
third party or parties for any illness or Injury for which benefits are payable under this plan, KPIC
may have a right of recovery. Our right of recovery shall be limited to the recovery of any benefits
paid for identical covered medical expenses under this plan, but shall not include non-medical items.
Money received for future medical care or pain and suffering may not be recovered. KPIC’s right of
recovery shall include compromise settlements. You or Your attorney must inform KPIC of any legal
action or settlement agreement at least 10 days prior to settlement or trial. KPIC will then notify You
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of the amount it seeks to recover for covered benefits paid. Our recovery may be reduced by the
pro-rata share of Your attorney’s fees and expenses of litigation.

Surrogacy Arrangements

If You enter into a Surrogacy Arrangement and You or any other payee are entitled to receive
payments or other compensation under the Surrogacy Arrangement, You must reimburse Us for
covered Services You receive related to conception, pregnancy, delivery, or postpartum care in
connection with that arrangement ("Surrogacy Health Services"). A "Surrogacy Arrangement" is one
in which a woman agrees to become pregnant and to surrender the baby (or babies) to another
person or persons who intend to raise the child (or children), whether or not the woman receives
payment for being a surrogate. Note: This "Surrogacy arrangements" provision does not affect Your
obligation to pay Your Cost Share for these Covered Services. After You surrender a baby to the
legal parents, You are not obligated to reimburse Us for any Covered Services that the baby receives
after the date of surrender (the legal parents are financially responsible for any Covered Services
that the baby receives).

By accepting Surrogacy Health Services, You automatically as .gn te©Us Your right to receive
payments that are payable to You or any other payee under the & rrors .cy Arrangement, regardless
of whether those payments are characterized as being for medicai ‘pense’. To secure Our rights,
We will also have a lien on those payments and on any ezcrow accou. * * Jst, or any other account
that holds those payments. Those payments (and amour. ».in any escrow account, trust, or other
account that holds those payments) shall first be 2 ... d tc »atisf Our lien. The assignment and
Our lien will not exceed the total amount of Your< oligat’ nto « - under the preceding paragraph.

Within 30 days after entering into a Surroge | Arra  1ement, You must send written notice of the
arrangement, including all of the following inmi .ri atior.

o Names, addresses, and telephc. =2 1. b rs o1 the other parties to the arrangement

¢ Names, addresses, and \ I, "2ne nu ~bers of any escrow agent or trustee

e Names, addressa | 'nd te. .none numbers of the intended parents and any other parties
who are financ ally resnons »le for Services the baby (or babies) receive, including names,
addresses, anc tele .one auinbers for any health insurance that will cover Services that the
baby (or babies) receive

e A signed copy of any contracts and other documents explaining the arrangement

e Any other information we request in order to satisfy our rights

You must send this information to:

Equian
Kaiser Permanente
Surrogacy Mailbox
P.O. Box 36380
Louisville, KY 40233
Fax: 502-214-1291

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
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have under this "Surrogacy arrangements" section and to satisfy those rights. You may not agree to
waive, release, or reduce our rights under this "Surrogacy arrangements" section without our prior,
written consent.

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

If You have questions about Your obligations under this provision, please contact 1-855-364-3185
711 (TTY).

Time Effective
The effective time for any dates used is 12:01 A.M. at the address of the Policyholder.

Value Added Services

The following voluntary wellness programs may be available to ‘oir* Thesewalue-added services
are offered in conjunction with this Plan and are not Coverc ' Serces under the Group
Policy. Please call KPIC at the number on Your ID card (47 1) 261-2590, . *~ \TTY) to learn more about
the following value-added services and for a complete and ¢ dated list ot wellness program services
offered to You.

Wellness Coaching

Healthy Living Classes

Online resources including symptom ¢ _ec =r, h »lthy recipes, and drug encyclopedia.
Healthy lifestyle online progre

Total Health Assessment

Discounts on chiropracti~. massag. therapy services, fitness club memberships and
vitamins.

ocoaprwd -

For purposes of this s .ction_“==lln ss program” means value-added services offered to Covered
Persons that do not c. ~=" .ute C vered Services under the Group Policy. These services may be
discontinued at any time withou’ prior notice.

Victims of Family Violence or Sexual Abuse

The laws of the State of Georgia prohibit insurers from unfairly discriminating against any person
based upon his or her status as a victim of family violence or sexual assault.
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KAISER PERMANENTE INSURANCE COMPANY
One Kaiser Plaza
Oakland, California 94612
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