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Oakland, California 94612

CERTIFICATE OF INSURANCE

This Certificate describes benefit coverages funded through a Group Insurance Policy (Group Policy) issued to Your
group by Kaiser Permanente Insurance Company. 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.
Benefit payment is governed by all the terms, conditions, and limitations of the Group Policy. If the Group Policy and
this Certificate differ, the Group Policy will govern. The Group Policy and the Certificate are governed by the laws of
the state in which the Group Policy was delivered. The Group Policy may be amended at any time without Your
consent or prior notice to you. Any such amendment will not affect a claim
effect. The Group Policy is available for inspection at the Policyholder’s offi

ing before the amendment takes

This Certificate automatically supersedes and replaces any and all certific
previously for the coverage described herein.

ave been issued to You

In this Certificate, Kaiser Permanente Insurance Company wi
Insured Employee will be referred to as: “You” or “Your”.

ed to asa 'KPIC”, “We”, “Us”, or “Our”. The

This Certificate is important to You and Your family. Pleas arefully and keep it in a safe place.

Please refer to the GENERAL LIMITATIONS AND E tion of this Certificate for a description of this
plan’s general limitations and exclusions. ki i edule of Coverage contains specific limitations for
specific benefits.

Your coverage under the Group Poli ge for Covered Services received from Participating and Non-
Participating Providers. The Provide n'affect the dollar amount you must pay. To verify the current
participation status of a Provi ll-free number listed in the Participating Provider directory.

Note: If you are insured
benefits as explained in t

roup medical insurance policy, you may be subject to coordination of
ION OF BENEFITS section.
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*Please consult with Your group administrator if the Schedule of Coverage was not included when this Certificate
was issued to You.

GC-TOC-MD-Rev.2 2 2024 MD LG POS (NGF)



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.

Introduction to Your Plan

Please read the following information carefully. It will help you understand how the Provider You select can affect
the dollar amount You must pay in connection with receiving Covered Services.

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

This Certificate is issued in conjunction with Health Plan’s Evidence of Co ill be sent to You under
separate cover). KPIC and Health Plan issue these documents to explain the ilable under the Point of
Service plan which entitles a Covered Person to choose amon treatment or services are
requested or rendered. The three options are the Kaiser Permanen oviders (Qption 1), which is underwritten by
Health Plan and is explained in the Evidence of Coverage; an i oviders (Option 2) and the Out-of-

are explained in this Certificate of
Insurance which is part of the Group Policy.

For the Kaiser Permanente Providers option, Heal ars Covered Services provided, prescribed and/or
directed by a physician employed by or affiliated wit Permanente Medical Group, P.C., (Health Plan’s
exclusive contractor for medical services) o r health care provider which contracts with Health
Plan or Kaiser Foundation Hospitals (Health PI
Coverage, Covered Services (as the te is define erein) also include certain other medical and hospital services
including, but not limited to Emerge i
providers, as further described in the Evide
coverage underwritten by

Access to Care

For the Participating Providers -of-Network Providers options, KPIC is responsible for paying for the medical
and hospital services describe his Certificate/Group Policy. Your coverage under the Group Policy includes
coverage for certain Covered Services received from Participating Providers in Option 2. In order for benefits to be
payable at the Participating Provider level, the Covered Person must receive care from a Participating Provider. KPIC’s
Participating Provider network consists of the PHCS network within MD, CA, DC, GA, HI, CO, OR, VA, and WA
(hereafter referred to as KP states) and the Cigna Healthcare®™ PPO Network in all other states.

NOTE: Cigna Healthcare PPO Network providers will obtain any necessary Pre-certification on Your behalf. Please
refer to the PRE-CERTIFICATION, MEDICAL REVIEW, GRIEVANCE AND APPEALS section for Pre-certification processes
including a list of Covered Benefits subject to Pre-certification.

To verify the current participating status of a provider, please call the toll-free number listed in the Participating
Provider directory. A current copy of KPIC’s Participating Providers is available from Your employer, or You may call
the phone number listed on Your ID card, or You may visit the KPIC’s Participating Provider’s network’s web site at:
www.kp.org/flexiblechoice/masmultiplan.com/kpmas. To request a printed copy at no cost, call the phone number
on the back of Your card. If You receive Covered Services from a Non-Participating Provider, benefits under the Group
Policy will be payable by KPIC at the Non-Participating Provider level at the Out-of-Network option level. Your
financial responsibility is different for Covered Services rendered by Participating and Non-Participating Providers
and You should consult the Schedule of Coverage to determine the amount which KPIC will pay for a Covered Service.
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INTRODUCTION

You may not have the option to choose among the three options for all Covered Services and therefore, You should
review the Health Plan’s Evidence of Coverage as well as this Certificate and KPIC’s Schedule of Coverage to determine
whether medical and hospital services are Covered Services, at which option the Covered Service may be accessed
and whether any other specific coverage requirements must be met. All Covered Services must be Medically
Necessary.

Neither Health Plan nor KPIC is responsible for any Covered Person’s/Member’s decision to receive treatment,
services or supplies at any option level. Neither Health Plan nor KPIC is liable for the qualifications of providers or
treatment, services or supplies rendered under the other payor’s coverage. This Certificate and the Group Policy set
forth the terms of the coverage underwritten by KPIC.

IMPORTANT: If a Covered Person is diagnosed with a condition or disease that requires specialized medical care and:
(1) KPIC’s Participating Provider network does not have a specialist or non-physician specialist with the professional
training and expertise to treat the condition or disease, and (2) KPIC does not have in its provider panel a specialist
or non-physician specialist with the professional training and expertise to treat or provide health care services for
the condition or disease or (3) KPIC cannot provide reasonable access to a specialist or non-physician specialist with
the professional training and expertise to treat the condition or disease withg, nreasonable delay or travel, then
ialist who is not part of KPIC’s

provider panel.

No payment will be made by KPIC under the Group Polj
supplies to the extent such treatment, services or suppli
Option 1. Payment will be made either under the Healt
coverage (Options 2 or 3), but not under both.

id for, or payable by Health Plan under
coverage (Option 1) or under the KPIC levels of

This Certificate and the Schedule of Coverag
are incorporated and made part of, the Gro

er of the Group Policy. The provisions set forth herein,

Who Can Answer Your Questions?
For assistance with questions regardi such as Your benefits, Your current eligibility status, or name
and address changes, please gard available when You call:

For coverage, benefits a igibility: 1-888-225-7202 (TTY 711)

1-888-225-7202 (TTY 711)

For information or verification of eligibility for coverage, please call the number listed on Your ID card.

If You have any questions regarding services, facilities, or care You receive from a Participating Provider, please call
the toll-free number listed in the Participating Provider directory.

For Pre-certification of Covered Services or Utilization Review please call the number listed on Your ID card or 1-888-
567-6847.

) ’
Co o lnye

Chuck Bevilacqua
President
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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.

Abuse-deterrent opioid analgesic drug product means a brand name or generic opioid analgesic drug product
approved by the U.S. Food and Drug Administration with abuse-deterrent labeling that indicates the drug product is
expected to result in a meaningful reduction in abuse.

Administrator means Kaiser Permanente Claims Administration, PO Box 371860, Denver CO, 80237-9998 and refers
to the administrator of the Group Policy only. KPIC reserves the right to change the Administrator at any time during
the term of the Group Policy without prior notice. Neither KPIC nor Health Plan is the administrator of Your employee
benefit plan as that term is defined under Title | of the federal Employee Retirgiment Income Security Act of 1974
(ERISA), as then constituted or later amended.

Air ambulance service means medical transport by a rotary wing air amb
fixed wing air ambulance, as defined in 42 CFR 414.605, for patients.

s defiped in 42 CFR 414.605, or

Alcohol Abuse means a disease that is characterized by a patte ical use of alcohol with repeated
attempts to control its use, and with significant negative c one of the following areas of life:
medical; legal; financial; or psycho-social.

Amino Acid-Based Elemental Formula(s) means are made from individual (single) non-allergenic
amino acids unlike regular dairy (milk or soy based) Il as foods that contain many complete proteins.
Amino acid-based elemental formulas are i ken down to their “elemental level” so that they can
be easily absorbed and digested.

Ancillary services means:
1. Items and services furnished by icipating Provider in a participating facility related to emergency
medicine, anesthesiology, pathol adiology, and neonatology, whether provided by a physician or non-
physician practitioner;
2. ltemsand services p
Diagnostic services, i
4. ltems and services provided by
such item or service at suc

w

gy and laboratory services; and
n-Participating Provider if there is no Participating provider who can furnish
ity.

Authorized representative means an individual authorized under State law to provide consent on behalf of a
patient, provided that the individual is not a provider affiliated with the facility or employee of the facility, unless
such provider or employee is a family member of the patient.

Benefit Maximum means a total 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 count toward satisfaction
of any Deductible or Out of Pocket Maximum.

Biosimilar means FDA-approved biologics that are highly similar to a brand biologic product.

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 Maternity Services program to pregnant individuals who are
considered normal to low risk patients;
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GENERAL DEFINITIONS

3. Has organized facilities for Maternity Services on its premises;

4. Has Maternity Services performed by a Physician specializing in obstetrics and gynecology, or by a Licensed
Midwife or Certified Nurse Midwife under the direction of a Physician specializing in obstetrics and gynecology;
and

5. Have 24-hour-a-day Registered Nurse services.

Brand Name Drug means a prescription drug that has been patented and is only produced by a manufacturer under
that name or trademark and is listed by Us as a drug preferred or favored to be dispensed.

Body Mass Index means a practical marker that is used to assess the degree of obesity and is calculated by dividing
the weight in kilograms by the height in meters squared.

Calendar Year means a period of time: 1) beginning at 12:01 a.m. on January 1% of any year; and 2) terminating at
midnight on December 31 of that same year.

r licensed as such in the state in
e time the treatment is performed.

Certified Nurse-Midwife or Licensed Midwife means any person duly certifie
which treatment is received and is acting within the scope of his or her license

Certified Nurse Practitioner (CNP) means a Registered Nurse duly licens
received who has completed a formal educational nurse practitioner progra
by the: 1) American Nurses' Association; 2) National Board of P oners and Associates; or 3)
Nurses' Association of the American College of Obstetricians and

Certified Psychiatric-Mental Health Clinical Nurse Speci

sred Charge that You must pay in connection with receiving a Covered
erence between the amount paid by KPIC and the Maximum Allowable

Complications of Pregnancy means 1) conditions requiring hospital confinement when the pregnancy is not
terminated and whose diagnoses are distinct from pregnancy but are adversely affected by pregnancy or are caused
by pregnancy, such as acute nephritis, nephrosis, cardiac decompensation, missed abortion, pre-eclampsia,
intrauterine fetal growth retardation, and similar medical and surgical conditions of comparable severity; 2) ectopic
pregnancy which is terminated.

Complications of Pregnancy will not include 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 a facility primarily engaged in providing diagnostic, therapeutic, and
restorative services through licensed health care professionals to injured, ill or disabled individuals. The facility must
be accredited for the provision of these services by the Commission on Accreditation For Rehabilitation Facilities or
the Professional Services Board of the American Speech-Language Hearing Association.

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.
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GENERAL DEFINITIONS

Continuing Care Patient means an individual who, with respect to a provider or facility:

1. s undergoing a course of treatment for a serious and complex condition from the provider or facility;

2. Isundergoing a course of institutional or inpatient care from the provider or facility;

3. Is scheduled to undergo non-elective surgery from the provider, including receipt of postoperative care from
such provider or facility with respect to such a surgery:

4. |s pregnant and undergoing a course of treatment for the pregnancy from the provider or facility; or

5. Is or was determined to be terminally ill (as determined under section 1861(dd)(3)(A) of the Social Security Act)
and is receiving treatment for such illness from such provider or facility.

Co-payment means the predetermined amount, as shown in the Schedule of Coverage, which is to be paid by the
Covered Person directly to a Provider. Co-payments are applied on a per visit or per service basis.

Cosmetic Surgery means surgery that: 1) is performed to alter or reshape normal structures of the body in order to
change the patient’s appearance; and 2) will not result in significant improvement in physical function or correct
deformity resulting from disease, trauma, or congenital or developmental anomalies.

Cost Share means a Covered Person's share of Covered Charges. Cost e is limited to the following: 1)

Coinsurance; 2) Copayments; 3) Deductible; and 4) any Benefit Specific De

is duly enrolled as an Insured
both an Insured Employee and a

Covered Person means a person covered under the terms of the
Employee or Insured Dependent under the plan. No perso
Dependent at the same time.

Covered Services means services as defined and ed the section of this Certificate entitled GENERAL

BENEFITS.

Creditable Coverage means

1) Anyindividual or group policy, contract,
care service plan, fraternal bengfi
elsewhere, and that arranges or
other plans. The term includes ¢
disability income, Cha
as a supplement t
automobile medical
to fault and that is statutoril
insurance.

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

3) 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)).

at is written or administered by a disability insurer, health
ed employer plan, or any other entity, in this state or
hospital, and surgical coverage not designed to supplement
conversion coverage but does not include accident only, credit,
t, Medicare supplement, long-term care, dental, vision, coverage issued
, insurance arising out of a workers' compensation or similar law,
nce, or insurance under which benefits are payable with or without regard
uired to be contained in any liability insurance policy or equivalent self-

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 a Policy Year. The Deductible will apply to each Covered Person
separately, and must be met within each Policy Year. When Covered Charges equal to the Deductible are incurred
during that Policy Year, and are submitted to Us, the Deductible will have been met for that Covered Person. Benefits
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GENERAL DEFINITIONS

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

Some Covered Services are subject to additional or separate deductible amounts as shown in the Schedule of
Coverage. These additional or separate deductibles are not subject to, nor do they contribute towards satisfaction
of, the Individual or Family Deductibles nor the Out-of-Pocket Maximum.

Preventive Benefits required under the Patient Protection and Affordability Care Act (PPACA) that are received at the
Non-Participating Provider level may be subject to Deductible.

Dependent means a Member whose relationship to a Subscriber is the basis for membership eligibility and who
meets the eligibility requirements as a Dependent (for Dependent eligibility requirements see the “Eligibility,
Effective Date and Termination Date section).

Domestic Partner means an individual in a relationship with an Insured Emp
provided both individuals:
1. Are at least eighteen (18) years old;

ee of the same or opposite sex,

2. Are not related to each other by blood or marriage within four degrees under civil law rule;
3. Are not married or in a civil union or domestic partnership with another in
4. Have been financially interdependent for at least six (6) cons i r to application in which each

individual contributes to some extent to the other indivi
remaining in the relationship indefinitely; and
5. Share a common primary residence.

Drug Abuse means a disease which is characterized b
to control the use, and with significant negati in at least one of the following areas of life; medical,
legal, financial, or psycho-social.

Drug Formulary means the listing of: ipti ications, which are preferred, for use by Us and which will be
dispensed through Participating and ing Pharmacies to Covered Persons. Unless specifically excluded
under the plan, all FDA-appro g'part of this Plan’s Formulary. You may obtain a current copy of the drug
formulary from Your emp, isi following website: https://healthy.kaiserpermanente.org/content/dam/
kporg/final/documents/fi arketplace-formulary-effective-upon-renewal-mas-en-2023.pdf.

Durable Medical Equipment means medical equipment which is:
Designed for repeated use;
Mainly and customarily used for medical purposes;

Not generally of use to a person in the absence of a Sickness or Injury;

Approved for coverage under Medicare except for apnea monitors and breast pumps;
Not primarily and customarily for the convenience of the Covered Person; and

Appropriate for use in the home.

ou kN E

Durable Medical Equipment will not include:

1. Oxygen tents;

2. Equipment generally used for comfort or convenience that is not primarily medical in nature (e.g., bed boards,
bathtub lifts, adjust-a-beds, telephone arms, air conditioners, and humidifiers);

3. Deluxe equipment such as motor driven wheelchairs and beds, except when such deluxe features are necessary
for the effective treatment of a Covered Person’s condition and in order for the Covered Person to operate the
equipment;

4. Disposable supplies, exercise and hygiene equipment, experimental or research equipment, and devises not
medical in nature such as sauna baths, elevators, or modifications to the home or automobile. This exclusion
does not apply to disposable diabetic supplies; ostomy and urological supplies;
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GENERAL DEFINITIONS

Devices for testing blood or other body substances, except diabetic testing equipment and supplies;

Electronic monitors of bodily functions, except infant apnea monitors;

Replacement of lost equipment;

Repair, adjustments or replacements necessitated by misuse;

More than one piece of Durable Medical Equipment serving essentially the same function; except for
replacements other than those necessitated by misuse or loss; and

10. Spare or alternate use equipment.

L 0N o U

Emergency facility means an emergency department of a hospital, or an Independent Freestanding Emergency
Department where emergency services are provided. Emergency facility includes a hospital, regardless of the
department of the hospital, in which items or services with respect to emergency services are provided by a Non-
Participating Provider or Non-Participating Emergency Facility: after the individual is stabilized; and as part of
outpatient observation or an inpatient or outpatient stay with respect to the visit in which other emergency services
are furnished.

Emergency Medical Condition means a medical condition, including a me health condition or substance use
disorder, manifesting itself by acute symptoms of sufficient severity (in
layperson, who possesses an average knowledge of health and medicine, c
immediate medical attention to result in:

1. Placing the person’s health (or, with respect to a pregnant wo the health ofithe woman or her unborn child)

in serious jeopardy;
2. Serious impairment to bodily functions; and/or
3. Serious dysfunction of any bodily organ or part.

Emergency medical conditions are covered by the an In-Plan benefit. For details of coverage see the

Health Plan’s Evidence of Coverage.

Emergency Services (Emergency Care) mean

1. Anappropriate medical screening
Labor Act, or as would be requ
Emergency Department) that is
therein, or of any Inde anding Emergency Department, as applicable, including ancillary services
routinely available t department to evaluate the Emergency Medical Condition;

and facilities available at the hospital or the Independent Freestanding
Emergency Departme ble, such further medical examination and treatment that the Emergency
Medical Treatment and or Act requires to Stabilize the patient or as would be required under such
section if such section applied to an Independent Freestanding Emergency Department, to stabilize the patient
(regardless of the department of the hospital in which such further examination or treatment is furnished); and

3.  Exceptas provided in item 4. below, Covered Services that are furnished by a Non-Participating Provider or Non-
Participating Emergency Facility after the individual is stabilized and as part of outpatient observation or an
inpatient or outpatient stay with respect to the visit in which the services described in item 1. above are
furnished.

4. The Covered Services described in item 3. above are not included as emergency services if all of the following
conditions are met:

a. The attending emergency physician or treating provider determines that the individual is able to travel
using nonmedical transportation or non-emergency medical transportation to an available
participating provider or facility located within a reasonable travel distance, taking into account the
individual’s medical condition;

b. The provider or facility furnishing such additional items and services satisfies the notice and consent
criteria of 45 C.F.R § 149.420(c) through (g ) with respect to such items and services, provided that
the written notice additionally satisfies items 4.b.i. and ii. below, as applicable;

i. In the case of a participating emergency facility and a Non-Participating Provider, the written
notice must also include a list of any Participating providers at the facility who are able to

lowing with respect to an Emergency Medical Condition:
ired under the Emergency Medical Treatment and Active
tion if such section applied to an Independent Freestanding
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GENERAL DEFINITIONS

furnish such items and services involved and notification that the participant, beneficiary, or
member may be referred, at their option, to such a Participating provider.

ii. In the case of a Non-Participating Emergency Facility, the written notice must include the good
faith estimated amount that the individual may be charged for items or services furnished by
the Non-Participating Emergency Facility or by Non-Participating Providers with respect to the
visit at such facility (including any item or service that is reasonably expected to be furnished
by the Non-Participating Emergency Facility or Non-Participating Providers in conjunction with
such items or services);

c. The individual (or an authorized representative of such individual) is in a condition to receive the
information described in item b. above, as determined by the attending emergency physician or
treating provider using appropriate medical judgment, and to provide informed consent in
accordance with applicable State law.

Emergency services are covered by the Health Plan as an In-Plan benefit. For details of coverage see the Health Plan’s
Evidence of Coverage.

Essential Health Benefits means the general categories of benefits includinggthe items and services covered within

applicable:

1. The service is not recognized in accord with epted medical standards as safe and effective for
treating the condition in question, whether or n is authorized by law or use in testing or other
studies on human patients; or

granted when the service is to b

Fertility Awareness-Based Methods of identifying time of fertility and infertility by an individual to

1. Cervical mucus meth
Sympto-thermal or s
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Free-Standing Surgical Facility means a legally operated institution which is accredited by the Joint Commission on

the Accreditation of Health Organizations (JCAHO) or other similar organization approved by KPIC that:

1. Has permanent operating rooms;

2. Has at least one recovery room;

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

4. s supervised by an organized medical staff, including Registered Nurses, available for care in an operating or
recovery room;

5. Has a contract with at least one nearby Hospital for immediate acceptance of patients requiring Hospital care
following care in the Free-Standing Surgical Facility;

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.

Gradient Compression Garment means a garment that:

1. Is used for the treatment of lymphedema;

2. Requires a prescription; and

3. Is custom fit for the individual for whom the garment is prescribed.
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Gradient Compression Garment does not include disposable medical supplies, including over-the-counter
compression or elastic knee-high or other stocking products.

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

Habilitative Services means services and devices, including occupational therapy, physical therapy, and speech
therapy, that help a person keep, learn, or improve skills and functioning for daily living.

Health Plan means Kaiser Foundation Health Plan of the Mid-Atlantic States, Incorporated.

Home Health Care Agency means an agency or other Provider licensed under state law, if required, to provide Home
Health Care.

Home Health Aide means a person, other than a RN or nurse, who provides maintenance or personal care services
to persons eligible for Home Health Care Services.

Home Health Care means the continued care and treatment of a covered in
1. Institutionalization of the individual would have been required if hom
2. The individual's physician establishes and approves in writing the plan

care service.

Registered Nurse; (b) certified nurse aid services under t
(c) physical therapy; (d) occupational therapy; (e)
therapy; (g) nutrition counseling by a nutritionist or

and orthopedic appliances; rental or purchase of dura quipment; and (i) drugs, medicines, or insulin.
Hospice Care means a coordinated, interdis ram of hospice care services for meeting the special
physical, psychological, spiritual and minally ill individuals and their families, by providing palliative

bereavement to: (a) Covere ave no reasonable prospect of cure as estimated by a Physician; and (b)
the immediate families ers of those individuals. As used in this definition: (1) “bereavement
counseling” means coun e immediate family or family caregiver of the Covered Person after the
diate family or family caregiver cope with the death of the Covered Person;
(2) “family caregiver” means a by blood, marriage, or adoption who lives with or is the primary caregiver of
the terminally ill Covered Person; (3) “family counseling” means counseling given to the immediate family or family
caregiver of the terminally ill Covered Person for the purpose of learning to care for the Covered Person and to adjust
to the death of the Covered Person; (4) “immediate family” means the spouse, parents, siblings, grandparents, and
children of the terminally ill Covered Person; (5)”respite care” means temporary care provided to the terminally ill
Covered Person to relieve the family caregiver from the daily care of the Covered Person; (6) “terminally ill” means a
medical prognosis given by a Physician that the Covered Person’s life expectancy is six (6) months or less.

Hospital means an institution that is accredited by the Joint Commission on the Accreditation of Health Organizations

(JCAHO), or other similar organization approved by KPIC, which:

1. Islegally operated as a Hospital in the jurisdiction where it is located;

2. Is engaged mainly in providing inpatient medical care and treatment for Injury and Sickness in return for
compensation, except a state, county, or municipal hospital deemed charitable;

3. Has organized facilities for diagnosis and major surgery on its premises;

4. s supervised by a staff of at least two Physicians;

5. Has 24-hour-a-day nursing services by Registered Nurses; and
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6. Is not: a facility specializing in dentistry; or an institution which is mainly a rest home; a home for the aged; a
place for drug addicts; a place for alcoholics; a convalescent home; a nursing home; or a Skilled Nursing Facility
or similar institution.

Hospital-based physician means:

1. A physician licensed in the State who is under contract to provide health care services to patients at a hospital;
or

2. A group physician practice that includes physicians licensed in the State that is under contract to provide health
care services to patients at a hospital.

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

Human Papillomavirus Screening means the use of any laboratory test that specifically detects for infection by one
or more agents of the human papillomavirus; and is approved for this purpose by the Federal Food and Drug
Administration.

latrogenic Infertility means an impairment of fertility caused directly
radiation, or other medical treatment affecting the reproductive organs o

Health Plan under a group agreement.
Inherited Metabolic Disease means a disease cause i ited abnormality of body chemistry.
Injury means an accidental bodily injury su Person.

Insured Dependent means a Covered i ndent of the Insured Employee.

1. Isseparated from oth

2. s operated exclusively for

3. Has special supplies and e
immediate use;

4. Provides Room and Board; and

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

ose of providing professional care and treatment for critically-ill patients;
ment necessary for such care and treatment available on a standby basis for

Late Enrollee means, as determined by Health Plan, an otherwise eligible employee or dependent who requests
enrollment under the Group Policy other than during: (1) the first period in which the individual is eligible to enroll;
or (2) a special enrollment period.

Licensed Vocational Nurse (LVN) means an individual who has: 1) received specialized nursing training; 2) acquired
vocational nursing experience; and 3) is duly licensed to perform nursing service by the state in which he or she
performs such service. An LVN will include a licensed practical nurse and a certified nurse practitioner.

Low Protein Modified Food Product means a food product that is: (1) specially formulated to have less than 1 gram
of protein per serving; and (2) intended to be used under the direction of a Physician for the dietary treatment of an
inherited metabolic disease. Low Protein Modified Food Product does not include a natural food that is naturally
low in protein.
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Maintenance drug means a drug anticipated to be required for six (6) months or more to treat a chronic condition.
Mastectomy means the surgical removal of all or part of a breast.

Maternity Services means prenatal or antepartum (before labor); intrapartum (during labor); and postpartum (after
birth) care in accordance with medical criteria outlined by the American College of Obstetricians and Gynecologists.
This care is given with respect to: 1) uncomplicated pregnancy and labor and delivery; and 2) spontaneous vaginal
delivery. Benefits payable for the treatment of Complications of Pregnancy will be covered on the same basis as a
Sickness.

Maximum Allowable Charge means:

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

If there is a Negotiated Rate, the provider will accept the Negotiated Rate as
subject to payment of any applicable Deductibles, Copayment, and Coin

ment in full for Covered Services,
the Covered Person.

2. For Non-Participating Providers, the lesser of the following:
a. The Usual, Customary and Reasonable Charge (UCR). The UCR is the

or other provider of Covered Services. The charge cannot
providers within an area in which the charge is incus

erally made by a Physician

ally adjust the charges listed in the schedules. In no
m Allowable Charge paid applicable to the same
is"a Participating Provider in the same geographic
s and Non-preferred Hospital-based Physicians, the
irements of Maryland Insurance Article 14-205.2.

instance, however, shall the UCR be less tha
service rendered by a similarly lice

rovider of any amount in excess of the UCR when the UCR is less than the
ence will not apply towards satisfaction of the Out-of-Pocket Maximum nor
oup Policy.

actual billed charges. Such
any deductible under t

b. The charges actually billed by the provider for Covered Services.

In some instances, KPIC or its Administrator may negotiate rates and/or discounts with Non-Participating Providers
for Covered Services. In such instances, the Maximum Allowable Charge will be limited to the Negotiated Rate.

An on-call physician or a hospital-based physician who has accepted an assignment of benefits, will accept the
payment as payment in full for Covered Services, subject to payment of any applicable Deductible, Copayment, and
Coinsurance by the Covered Person.

KPIC’s allowed amount for a health care service provided by Non-Participating Providers will not be less than the
allowed amount paid to a similarly licensed provider who is a Participating Provider for the same health care service
in the same geographic area.

An ambulance service provider that obtains an assignment of benefits and receives direct reimbursement may only
collect from the insured any copayment, deductible or coinsurance owed by the insured or the charge for services
that are not covered services.
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IMPORTANT: Notwithstanding the foregoing, the Maximum Allowable Charge for a Hospital or other licensed
medical facility Confinement may not exceed:
Hospital Routine Care Daily Limit: The Hospital’s average semi-private room rate

Intensive Care Daily Limit: The Hospital’s average Intensive Care Unit room rate
Other licensed medical facility Daily Limit: The facility’s average semi-private room rate

Notwithstanding the above, KPIC will base payment of hospital services rendered at Maryland Hospitals on the basis
of the rate approved by the Health Services Cost Review Commission.

Medical Food means a food that is: (1) intended for the dietary treatment of a disease or condition for which
nutritional requirements are established by medical evaluation; and (2) formulated to be consumed or administered
enterally under the direction of a Physician.

Medically Necessary means services that, except as otherwise required by law, in the judgment of KPIC, are:
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Not provided solely for the convenience of the Covered Pers

or facility;

Not primarily custodial care; and

7. Provided at the most appropriate supply, level and
facility, this test means that the Covered Perso
services rendered or due to the Covered Person
adequate care through outpatient treatment.

o

The fact that a Physician may prescribe, auth
or covered by the Group Policy.

Medical Review Program means thé r program that: (1) evaluates proposed treatments and/or
services to determine Medi assures that the care received is appropriate and Medically
Necessary to the Covered are needs. If the Medical Review Program determines that the care is not
Medically Necessary, Pre ifi ill\oe denied. The Medical Review Program may be contacted twenty-four
(24) hours per day, seven (

Medicare means the Health Ins
then constituted or later amended.

nce for the Aged Act, Title XVIII of the Social Security Amendments of 1965 as

Member means a person entitled to health care services under a policy, plan, or contract issued or delivered in the
State by a carrier; or with regard to an individual who is determined by a carrier not to be eligible for a health benefit
plan, an individual who has applied for coverage under a health benefit plan.

Mental Health Iliness means mental or nervous condition, including an emotional disorder that is of sufficient
severity to result in substantial interference with the activities of daily living.

Morbid Obesity means a body mass index (BMI) equal to or greater than forty (40) kilograms per meter squared; or
equal to or greater than thirty-five (35) kilograms per meter squared with a comorbid medical condition, including
hypertension, a cardiopulmonary condition, sleep apnea, or diabetes.

Necessary Services and Supplies means Medically Necessary Services and Supplies actually administered during any
covered Hospital Confinement or other covered treatment. Only drugs and materials that require administration by
medical personnel during self-administration are covered as Necessary Services and Supplies. Necessary Services
and Supplies include, but are not limited to surgically implanted prosthetic devices, oxygen, blood, blood products,
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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 Participating Provider (or Participating Provider
Organization) to accept as payment in full for Covered Services rendered to Covered Persons.

Nicotine Replacement Therapy means a product that: 1) Is used to deliver nicotine to an individual attempting to
cease the use of tobacco products; and 2) Is obtained under a prescription written by an authorized prescriber.
Nicotine Replacement Therapy does not include any over-the-counter products that may be obtained without a
prescription.

Non-Participating Emergency Facility means an emergency facility that has not contracted directly with Us or
indirectly, such as through an entity contracting on behalf of us to provide health care services to our members.

Non-Emergency use of Emergency Services means services rendered in an E
meet the definition of emergency services.

gency Department which do not

Non-Participating Pharmacy means a pharmacy that does not have a Par
or its Administrator in effect at the time services are rendered. In most instan
portion of Your pharmaceutical bill when You fill prescriptions at

be responsible for a larger portion of Your bill when

Non-preferred Brand Name Drug means a
manufacturer under that name or trademar

as been patented and is only produced by one
Us as a drug preferred or favored to be dispensed.

On-call physician means a physician

1. Has privileges at a hospital;

2. Isrequired to respond within an a
at the request of a ho

3. s not a hospital-bas

Open Enrollment Period means a
Employees of the Policyholder

d period of time, occurring at least once annually, during which Eligible
ect to enroll under this plan without incurring the status of being a late enrollee.

Opioid analgesic drug product means a drug product that contains an opioid agonist and is indicated by the U.S.
Food and Drug Administration for the treatment of pain, regardless of whether the drug product:

1. Isinimmediate release or extended release form; or

2. Contains other drug substances.

Order means a ruling that:

1. Isissued by a Maryland court or a court or administrative agency of another state; and

2. Creates or recognizes the right of a child to receive benefits under a parent’s health insurance or establishes a
parent’s obligation to pay child support and provide health insurance coverage for a child.

Other health care provider means any person who is licensed or certified under applicable State law to provide
health care services, and is acting within the scope of practice of that provider’s license or certification, but does not
include a provider of air ambulance services.

Out-of-network rate means, with respect to an item or service furnished by a Non-Participating Provider, Non-
Participating Emergency Facility, or Non-Participating Provider of air ambulance services:
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1. In a State that has an All-Payer Model Agreement under section 1115A of the Social Security Act that applies to
the plan/carrier, Non-Participating Provider/Non-Participating Emergency Facility, and item/service, the amount
that the State approves under the All-Payer Model Agreement for the item or service. For certain items or
services billed by Maryland hospitals, this is the amount for the item or service approved by the Health Services
Cost Review Commission (HSCRC).

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, the amount for the item or service determined in accordance with such specified State
law. Under specified Maryland law this is the amount required by §19-710.1 of the Health-General Article.

3. [Ifthereis no such All-Payer Model Agreement or specified State law applicable to the item or service, an amount
agreed upon by us and the Non-Participating Provider or Non-Participating Emergency Facility.

4. Ifnone of the three conditions above apply, an amount determined by a certified independent dispute resolution
(IDR) entity under the IDR process described in section 2799A-1(c) or 2799A-2(b) of the federal Public Health
Service Act, as applicable.

Orthotics means an appliance or apparatus used to support, align, prevent or correct deformities, or to improve the
function of movable parts of the body.

Out-of-Network Plan means those benefits underwritten by KPIC and set f
stated otherwise in the Group Policy, KPIC will not pay for services arrange
Plan’s In-Plan coverage.

Participating emergency
contracting on behalf of
emergency facility and us t
typically occur out-of-network
the parties to the agreement.

tes a contractual relationship for purposes of this definition, and is limited to

Participating facility means a health care facility that has contracted directly with us or an entity contracting on
behalf of us to provide health care services to our members. A single case agreement between a health care facility
and us that is used to address unique situations in which a Covered Person requires services that typically occur out-
of-network constitutes a contractual relationship for purposes of this definition, and is limited to the parties to the
agreement. Additionally, for purposes of this definition and in the context of non-emergency services, “health care
facility” is limited to a hospital (as defined in section 1861(e) of the Social Security Act); a hospital outpatient
department; a critical access hospital (as defined in section 1861(mm)(1) of the Social Security Act); and an
ambulatory surgical center described in section 1833(i)(1)(A) of the Social Security Act.

Participating Pharmacy means a pharmacy that has a Participating Pharmacy agreement in effect with KPIC or its
Administrator at the time services are rendered. Please consult with Your group administrator for a list of
Participating Pharmacies, or visit the company's web site at: www.medimpact.com.

Participating Provider means health care provider including Primary Care Physicians, Specialty Care, Hospital,
Participating Pharmacy, laboratory, or other similar entities operating under a written contract with a Participating
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Provider Organization (PPO), KPIC or its Administrator to deliver medical services to Covered Persons or an entity
contracting on behalf of KPIC to provide health care services to KPIC’'s members. Please consult Your group
administrator for a list of Participating Providers or visit MultiPlan/PHCS’ website at www.multiplan.com/kpmas. You
may also contact Member Services at the number shown on Your ID card.

Participating Provider Organization (PPO) means an organization under a written contract with KPIC in which
Covered Persons have access to a network of Participating Providers. In most instances, Your Out-of-Pocket costs are
lower when you receive Covered Services from Participating Providers.

Patient Protection and Affordable Care Act (PPACA) means Title XXVII of the Public Health Service Act (PHS), as then
constituted or later amended.

Percentage Payable means that percentage of Covered Charges payable by KPIC. The Percentage Payable and the
Covered Service to which it applies is set forth in the Schedule of Coverage. The Percentage Payable is applied against
the Maximum Allowable Charge for Covered Services to calculate the benefit payable under the Group Policy.

roup Policy's Effective Date of any year; and 2)
ame date shown on the Group Policy. If the Group

Prosthetics means internally im ted devices and/or external prosthetic devices that are in general use, intended
for repeated use, primarily and customarily used for medical purposes, and generally not useful to a person in the
absence of a Sickness or Injury. Internally implanted devices include, but are not limited to, devices implanted during
surgery, such as pacemakers, ocular lens implants, artificial hips and joints, breast implants and cochlear implants
that are approved by the Federal Food and Drug Administration. External devices are limited to ostomy and urological
supplies; hair prosthesis; breast prosthesis, including a mastectomy bra, needed following a mastectomy, and
custom-made prosthetics, and an artificial device to replace, in whole or in part, a leg, an arm, or an eye.

Prosthetics will not include:

1. Internally implanted breast prosthetics for cosmetic purposes;

2. Dental prosthetics and appliances. This exclusion does not include treatment of children with congenital and
genetic birth defects to enhance the child’s ability to function, such as cleft lip, cleft palate, or both;

Hearing aids; except as provided under the “General Benefits” section;

Corrective lenses and eyeglasses, except as provided under the “Vision Care” benefit;

Repair or replacement of prosthetics due to misuse or loss;

More than one device for the same part of the body, except for replacements, spare devices or alternative use
device;

o v kW
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7. Elastic stockings, except as provided under the “General Benefits” section for treatment of lymphedema;
8. Electronic voice producing machines; and
9. Prosthetics for the treatment of sexual dysfunction disorders.

Provider means a health practitioner who is duly licensed as such in the state in which the treatment is rendered.
He or she must be practicing within the scope of that license. The term does not include a practitioner who may be
defined elsewhere in this GENERAL DEFINITIONS section or elsewhere in the Group Policy/Certificate.

Qualifying Payment Amount means the amount calculated using the methodology described in 45 C.F.R. §
149.140(c), which is based on the median contracted rate for all plans offered by the carrier in the same insurance
market for the same or similar item or service that is: provided by a provider in the same or similar specialty or facility
of the same or similar facility type; and provided in the geographic region in which the item or service is furnished.
The median contracted rate is subject to additional adjustments specified in federal regulations.

Recognized Amount means, with respect to an item or service furnished by a Non-Participating Provider or Non-
Participating Emergency Facility, an amount that is determined as follows:
1. Ina State that has an All-Payer Model Agreement under section 1115A

e Social Security Act that applies to

the plan/carrier, Non-Participating Provider/Non-Participating Emerg , and item/service, the amount
that the State approves under the All- Payer Model Agreement for th e. For certain items or
services billed by Maryland hospitals, this is the amount for the item or se ved by the HSCRC

2. If there is no such All-Payer Model Agreement applicable to i in a State that has in effect a

specified State law, the amount for the item or service det nce with such specified State law.

i e Health-General Article.

3. If neither an All-Payer Model Agreement or a specif o the item or service, the lesser of: the
amount billed by the non-participating provi anfParticipating Emergency Facility, or the Qualifying

Payment Amount.

Reconstructive Surgery means a surgery ificantly improve a physical function; or to correct

Registered Nurse (RN) means a duly i d graduate professional nurse acting within the scope of his
or her license at the time the treatme performed in the state in which services are provided.

Rehabilitation Services vided to restore previously existing physical function when a physician
determines that therapy ical improvement in the level of functioning within 60 days.

1. Provided to a child or an a with a mental illness who is experiencing or is at risk of a psychiatric crisis that
would impair the individual’s ability to function in the community;

2. Designed to prevent a psychiatric inpatient admission, provide an alternative to psychiatric inpatient admission,
or shorten the length of inpatient stay;

3. Provided out of the individual’s residence on a short-term basis in a community-based residential setting; and

4. Provided by entities that are licensed by the Maryland Department of Health to provide Residential Crisis
Services.

Room and Board means all charges commonly made by a Hospital or other inpatient medical facility on its own
behalf for room and meals essential to the care of registered bed patients.

Routine Prenatal Care means an office visit that includes one or more of the following:
1. The initial and subsequent histories;

Physical examinations;

Recording of weight, blood pressures;

Fetal heart tones; and

Routine chemical urinalysis.

e wnN
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Serious or complex condition means in the case of an acute illness, a condition that is serious enough to require
specialized medical treatment to avoid the reasonable possibility of death or permanent harm; or in the case of a
chronic illness or condition, a condition that is life- threatening, degenerative, potentially disabling, or congenital;
and requires specialized medical care over a prolonged period of time.

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

Skilled Nursing Care 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 agreement with one or more Hospitals; 3) is primarily engaged in
providing skilled nursing care as part of an ongoing therapeutic regimen; and 4) is licensed under applicable state
law.

Specialty Care Visits means consultations with Physicians other than Primar re Physicians in departments other

that those listed under the definition of Primary Care Physicians.

Specialty Drug means a prescription drug that: (1) is prescribed for an individ
Condition, or a Rare Medical Condition; (2) costs $600 or more fi

support, beyond those required for traditional dispensi ministration of the drug. Prescription
drugs prescribed to treat diabetes, human immunogdefi
(AIDS) are not considered Specialty Drugs.

Complex or chronic medical condition mea i ioral, or developmental condition that: (1) may have
no known cure; (2) is progressive; or (3) can ing or fatal if left untreated or undertreated.

the Emergency Medical Condition that is necessary to assure, within
reasonable medical probability that aterial deterioration of the condition is likely to result from or occur during
the transfer of the person fro acility. With respect to a pregnant woman who is having contractions, when
there is inadequate time to safely transfer her to another hospital before delivery (or the transfer may pose a threat
to the health or safety of the woman or unborn child), “Stabilize” means to deliver (including the placenta).

Standard Fertility Preservation Procedures means procedures to preserve fertility that are consistent with
established medical practices and professional guidelines published by the American Society for Reproductive
Medicine, the American College of Obstetricians and Gynecologists, or the American Society of Clinical Oncology.

Standard Fertility Preservation Procedures includes sperm and oocyte cryopreservation and evaluations, laboratory
assessments, medications, and treatments associated with sperm and oocyte cryopreservation.

Standard Fertility Preservation Procedures does not include the storage of sperm or oocytes.

Standard Reference Compendia means any authoritative compendia as recognized periodically by the federal
Secretary of Health and Human Services or the Commissioner.

Substance Abuse means: (a) Alcohol Abuse and alcohol use disorder; and (b) Drug Abuse and drug use disorder.
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Telemedicine means, as it relates to the delivery of Covered Services, the use of interactive audio, video, or other
telecommunications or electronic technology by a health care provider to deliver a Covered Service within the scope
of practice of the health care provider at a site other than the site at which the Covered Person is located.
Telemedicine includes an audio only telephone conversation between a health care provider and a Covered Person
that results in a claim for a Covered Service. Coverage will include Covered Services appropriately delivered through
telemedicine including counseling and treatment for substance use disorders and the delivery of mental health care
services to a Covered Person. Telemedicine does not include: (1) an electronic mail message between a Physician
and a Covered Person; or (2) a facsimile transmission occurring between a Physician and a Covered Person.

Total Disability means the inability by reason of Injury or Sickness to perform each and every duty pertaining to the
Insured Employee and/or Dependent Adult’s occupation.

Treating provider means a physician or other health care provider who has evaluated the individual.

Urgent Care means non-life threatening medical and health services for the treatment of a covered Sickness or Injury.
Urgent care received outside of the Health Plan Service Area is covered under Ith Plan’s In- Plan coverage.

Urgent Care Facility means a legally operated facility distinct from a ho
legally operated to provide health care services to diagnose and treat illn
patients seeking immediate medical attention.

Visit means the instance of going to or staying at a health care faeili ith respect to items and services
furnished to an individual at a health care facility, includes, in it i d services furnished by a provider
at the facility, equipment and devices, telemedicine servi
and postoperative services, regardless of whether the provi ishing such items or services is at the facility.

You/Your refers to the Insured Employee who is enr efits under the Group Policy.
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Eligibility for Insurance

To be eligible to enroll, You must meet the following requirements:

A.

Insured Employee
You may be eligible to enrg
coverage under the Grou

Dependent means (subjec
A.
B.

C.

You must meet the Policyholder’s eligibility requirements that We have approved (the Policyholder is required
to inform Insured Employees of the Policyholder’s eligibility requirements) and meet the Insured Employee or
Dependent eligibility requirements below.

You must live or work in the Health Plan Service Area (the Service Area is described in the “Definitions” section
of the Heath Plan Evidence of Coverage). You or Your Spouse’s or Domestic Partner’s eligible children who live
outside of the Service Area are eligible for coverage.

Neither You nor any member of Your family may enroll under the Gro
(i) You or any Dependent has ever had entitlement to coverage and/o
Plan terminated due to cause.

(i) You were ever an Insured Employee and/or Health Plan i in this or any other plan, who had
entitlement to receive Services through KPIC and eall ated for: (a) failure of You or your
Dependent to pay any amounts owed to KPIC; g @ > y amounts due under this Certificate.
If so, You may not enroll under the Group Policy u od pay all amounts owed by You and Your Dependents.

You, and any eligible Dependents to be c
Members.

The Insured Employee’s S Domestic Partner;

Your or Your Spouse’s or Domestic Partner’s child who is under age 26, including:

(i) natural child,

(i) a stepchild,

(iii) an adopted child,

(iv) a grandchild of the Insured Employee or Insured Employee’s Spouse or Domestic Partner who is: a)
unmarried; b) is in the court-ordered custody of the Insured Employee; c) resides with the Insured
Employee; d) is the dependent of the Insured Employee and has not attained the limiting age under the
terms of the policy,

(v) a child placed with the Insured Employee or Insured Employee’s Spouse or Domestic Partner for legal
adoption, or

(vi) a child who is: (a) under the testamentary or court-appointed guardianship, other than temporary
guardianship of less than 12 months duration, of the Insured Employee or Insured Employee’s Spouse or
Domestic Partner, (b) resides with the Insured Employee, and (c) is a dependent of the Insured Employee or
the Insured Employee’s Spouse or Domestic Partner.

Your or Your Spouse’s or Domestic Partner’s child who is over age 26 and under age 31 if a full-time student
as defined by the Group Policyholder and approved by KPIC. This includes a student enrolled less than full
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time as a result of a documented disability that prevents the student from maintaining a full-time course load
and is maintaining a course load of at least 7 credit hours per semester.

Your Group determines which persons are eligible to be enrolled as your Dependents. Please contact your Group’s
benefits administrator for questions regarding eligibility.

Extension of Dependent Eligibility

Your or Your Spouse’s or Domestic Partner’s currently enrolled Dependents may continue coverage beyond the age

limit for Dependents, as shown in the Schedule of Coverage, if all of the following requirements are met:

A. heorsheisincapable of self-sustaining employment because of mental or physical incapacity that occurred prior
to reaching the age limit for Dependents; and

B. he orshe is chiefly dependent upon You, Your Spouse, or another Covered Person for their support; and

C. You provide us with proof of their incapacity and dependency within 60 days after we request proof.

Enrollment and Effective Date of Coverage
The Effective Date of an eligible employee's or Dependent's insurance will be
by Health Plan as a Member. Health Plan membership begins at 12 Mi
administrative office of Health Plan at 2101 East Jefferson Street, Rockvil
effective date. Eligible individuals may enroll as follows:

date the person becomes covered
time at the location of the
49 on the membership

New Employees and their Dependents: If You are a new emp nroll yourself and any eligible
Dependents by submitting a KPIC approved enrollment fo within 31 days after You become
eligible (You should check with the Policyholder to see ecome eligible).

The Policyholder shall notify its employees and thei ependents of their effective date of coverage if such
date is different than the effective date of the Group is'different than the dates specified under the provision
entitled “Special Enrollment Due to Newly i ts” set forth below.

eligible Dependents) and existing In may add any and all eligible Dependents, within 31 days after
marriage, birth, adoption, or place n by submitting a KPIC-approved enrollment form to the
Policyholder. An otherwise eligi who’is not enrolled for coverage under the Group Policy at the time
enroll at the same time as the newly acquired Dependent. The effective
or Domestic Partner that enrolls at the time of birth of a Dependent is
for an eligible employee and/or Spouse or Domestic Partner that enrolls at
adoption of a Dependent is the date of adoption.

date for an eligible empl
the moment of birth. The
the time of adoption or place

The membership effective date for newly acquired Dependents will be:
A. For a new Spouse or Domestic Partner, no later than the first day of the month following the date your Group
receives an enrollment application from the Insured Employee.

B. For newborn children, the moment of birth. If payment of additional premium is required to provide coverage
for the newborn child, then, in order for coverage to continue beyond the 31 days from the date of birth,
notification of birth and payment of additional premium must be provided within 31 days of the date of birth.
Otherwise, coverage under the Group Policy will terminate 31 days from the date of birth.

C. For newly adopted children (including children newly placed for adoption), the “date of adoption.” The date of
adoption” means the earlier of: (1) a judicial decree of adoption, or (2) the assumption of custody or placement
with the Insured Employee or Insured Employee’s Spouse or Domestic Partner, pending adoption of a
prospective adoptive child by a prospective adoptive parent. If payment of additional premium is required to
provide coverage for the child, then, in order for coverage to continue beyond the 31 days from the date of
adoption, notification of adoption and payment of the additional premium must be provided within 31 days of
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the date of adoption. Otherwise, coverage for the newly adopted child will terminate 31 days from the date of
adoption.

D. For a newly eligible grandchild, the date the grandchild is placed in Your or Your Spouse’s or Domestic Partner’s
custody. If payment of additional premium is required to provide coverage for the child, then, in order for the
coverage to continue, notification of the court ordered custody and payment of the additional premium must
be provided within 31 days of the date of the court ordered custody. Otherwise, coverage terminates 31 days
from the date of the court ordered custody.

E. For children who are newly eligible for coverage as a result of a court or administrative order received by You or
Your Spouse or Domestic Partner, the date of the court or administrative order. If payment of additional premium
is required to provide coverage for the child, notification of the court or administrative order may be provided
at any time, but payment of additional premium must be provided within 31days of enrollment of the child.
Otherwise, enrollment of the child will be void. Enrollment for such child will be allowed in accordance with the
requirements and time frames established by Section 15-405(c) of the Maryland Insurance Article, which
provides for the following:

(1) Aninsuring parent is allowed to enroll in family member's cover, ipctude the child in that coverage
regardless of enrollment period restrictions;
(2) A non-insuring parent, child support agency, or Department of He
apply for health insurance coverage on behalf of the ¢
of enrollment period restrictions; and
(3) Health Plan may not terminate health insurancg
written evidence is provided that:
(i) the court or administrative order i effect;
(i) the child has been or will be enrol her reasonable health insurance coverage that will

take effect on or before th etermination;
(iii) the employer has elimina coverage for all of its employees; or
(iv) the employer no longer emp ing parent, except the parent elects to enroll in COBRA,

coverage shall be p
health insurance co

If a child’s parent, s t or administrative order, is an otherwise eligible employee, but has not
enrolled for covera
enrollment period r ons, pursuant to the requirements and time periods specified by Sections 15-405(f)
and (g) of the Maryland e Articles. Children enrolled subject to a court or administrative order may
not have their coverage terminated unless written evidence is provided to Us that: (i) the order is no longer in
effect; (ii) the child has been or will be enrolled under other reasonable health insurance coverage that will take
effect on or before the effective date of the termination; (iii) the employer has eliminated family members’
coverage for all its employees; or (iv) the employer no longer employs the insuring parent, except that if the
parent elects to exercise the provisions of the federal Consolidated Omnibus Budget Reconciliation Act of 1985
(COBRA), coverage shall be provided for the child consistent with the employer’s plan for post-employment
health insurance coverage for dependents.

F. For children who are newly eligible for coverage as the result of guardianship granted by court or testamentary
appointment, the date of court or testamentary appointment. If payment of additional premium is required to
provide coverage for the child, notification of the court or testamentary appointment may be provided at any
time, but payment of the premium must be provided within 31 days of the enrollment of the child, otherwise,
enrollment of the child terminates 31 days from the date of court or testamentary appointment.

G. For children, stepchildren, grandchildren, or adopted children who are newly eligible for coverage as the result
of the Insured Employee’s new Domestic Partner arrangement, the date of the signed Affidavit of Domestic
Partnership. If payment of additional premium is required to provide coverage for the child, in order for coverage
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to continue beyond the 31 days from the date of eligibility, notification of eligibility and payment of additional
premium must be provided within 31 days of the date of eligibility. Otherwise, coverage for the newly eligible
child will terminate 31 days from the date of eligibility.

H. For children, stepchildren, grandchildren, or adopted children who are newly eligible for coverage as the result
of the Insured Employee’s marriage, the date of the marriage. If payment of additional premium is required to
provide coverage for the child, in order for coverage to continue beyond the 31 days from the date of eligibility,
notification of eligibility and payment of additional premium must be provided within 31 days of the date of
eligibility. Otherwise, coverage for the newly eligible child will terminate 31 days from the date of eligibility.

Special Enrolliment due to Loss of other Coverage: You may enroll as an Insured Employee (along with any of Your
eligible Dependents), and an existing Insured Employee may add eligible Dependents by submitting a KPIC-approved
enrollment form to the Policyholder within 31 days after the enrolling persons lose other coverage if:

A. The Employee or at least one of the Dependents had other coverage when he or she previously declined KPIC’s
coverage (some groups require you to have stated in writing when declining KPIC coverage that other coverage
was the reason), and

B. The loss of the other coverage is due to (1) exhaustion of COBRA cov,

eligibility is for Medicaid coverage or Child Health Insurance
the timeframe for submitting the application for enroll

coverage. The Policyholder will let You know ship effective date. The effective date of an enrollment
resulting from loss of other coverage

Special Enroliment due to After Military Service: If You terminated Your health care coverage
because You were called he military service, You may be able to be re-enrolled in Your Group’s
health plan if required by . Please ask Your Group for more information.

Special Enrollment due to L edicaid or Child Health Insurance Program (CHIP) Coverage: If you are
requesting enroliment due to loss of eligibility for Medicaid or Child Health Insurance Program coverage you must
request special enrollment within 60 days of the loss of coverage.

Special Enrollment due to Eligibility for Premium Subsidy under Medicaid or a State CHIP: If You declined
enrollment for yourself and/or your Dependents because You or they were enrolled in Medicaid or your state’s CHIP,
You may be able to enroll yourself along with any Dependents and existing Covered Persons may add Dependents
under this Group Policy when You or your Dependent becomes eligible for a premium assistance subsidy under
Medicaid or CHIP, providing You request special enrollment within 60 days of when eligibility is determined. The
effective date of an enrollment resulting from eligibility for premium assistance under Medicaid or CHIP is no later
than the first day of the month following the date the Policyholder receives the enrollment or change of enrollment
form from the Employee.

Special Enrollment due to a Section 125 qualifying event: If your Policyholder’s plan is a Section 125 cafeteria plan,
you may enroll as a Covered Person (along with any eligible Dependents), and existing Covered Persons may add
eligible Dependents, if you experience an event that your Policyholder designates as a special enrollment qualifying
event. Please ask your Policyholder whether your Policyholder’s plan is a Section 125 cafeteria plan and, if it is, which
events your Policyholder designates as special enrollment qualifying events. To request enrollment, the Covered
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Person must submit a Health Plan approved enrollment or change of enrollment application to your Policyholder
within the timeframes specified by your Policyholder for making elections due to a section 125 qualifying event.

Open Enroliment

You may enroll as an Insured Employee (along with any of your eligible Dependents), and an existing Insured
Employee may add eligible Dependents, by submitting a KPIC-approved enrollment form to the Policyholder during
the open enrollment period. The Policyholder will let you know when the open enroliment period begins and ends
and Your membership effective date.

Member Contribution

Insured Employees are entitled to coverage under the Group Policy only for the period for which we have received
the appropriate premiums from the Policyholder. You are responsible for any contribution to the premiums and the
Policyholder will tell You the amount and how You are to pay Your contribution (through payroll deduction, for
example).

Open Enrollment due to Termination of Spouse’s Employment
A continuous Open Enrollment Period will exist for the purpose of allowi red Employee to add his/her

provision will not be subject to evidence of insurability. To be eligib coverage, the Insured Employee must notify
the Policyholder within 6 months after the date on which Sp
another group health insurance contract or policy termi

Termination of a Covered Person's Insurance
A Covered Person’s insurance will automatically term
1. The date the Covered Person ceases to
2. The date the Group Policy terminates;
3. The end of the grace period after,the empl ails to pay any required premium to KPIC, Health Plan or
ive the premium payment in a timely fashion;

nt arlier of:
Ith Plan as a Member;

erage;
n Health Plan’s Service Area (as that term is defined in the Evidence of
reference); or

een Your group and Health Plan terminates.

5. The date You no lon
Coverage and is here
6. The date the Group Agreement

Rescission for Fraud or Intentional Misrepresentation

A rescission of coverage means that coverage may be legally voided all the way back to the day KPIC began to provide

coverage, just as if the coverage never existed. Subject to any applicable state or federal law, if KPIC makes a

determination that a Covered Person 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 coverage under

the Group Policy by giving no less than 31 days advance written notice. The rescission will be effective, on:

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

2. The date the act of fraud or intentional misrepresentation of a material fact occurred, if the fraud or intentional
misrepresentation of a material fact was committed after the Effective Date of Your coverage and before the
policy has been in force 2 years.

You or Your Dependent have the right to request an appeal from Us for the rescission of coverage. Please refer to the
PRE-CERTIFICATION, MEDICAL REVIEW, GRIEVANCE AND APPEALS section for a detailed discussion of the claims and
appeals process.

In no event will Your insurance continue beyond the earlier of the date Your employer is no longer a Policyholder or
the date the Group Policy terminates.
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Pre-certification Through the Medical Review Program

This section describes:

The Medical Review Program and Pre-certification procedures;

How failure to obtain Pre-certification affects coverage;

Pre-certification administrative procedures;

Which clinical procedures require Pre-certification;

How to appeal an adverse determination by the Medical Review Program; and
The Independent External review program.

ok wNRE

A Covered Person must obtain Pre-certification of all non-emergency Hospital stays and certain other non-emergency
services and procedures. Request for Pre-certification must be made by the Covered Person, the Covered Person’s
attending Physician, or the Covered Person’s authorized representative prior, he commencement of any service

or treatment. If Pre-certification is required, it must be obtained to avoid duction in benefits.

If Pre-certification is not obtained when required, or obtained but not follo therwise payable for all
Covered Charges incurred in connection with the treatment or se y 30% (percent). However,
the reduction will be limited to $5,000 per Policy Year. Any s reduction in“benefits will not count toward
satisfaction of any Deductible, Co-payment, Coinsurance o f- um applicable under the Group
Policy.

If this Plan has been designated a Secondary Plangs d the COORDINATION OF BENEFITS section, Pre-

certification is not required when Your Primary PI payment on the Covered Services requiring Pre-

certification.

ation

uthorized representative, or the Covered Person’s health
th and dental benefits if covered, to the extent they are
cepted by KPIC for Covered Persons who may be transitioning
from the Maryland Medical ram to KPIC, for the time periods described in item 2, below.

Continuity of Care When Transitioning Carrie
At the request of the Covered Person
care provider, a preauthorization f

ered Person’s authorized representative, or the Covered Person’s health
care provider, a preaut ion fram a relinquishing carrier, managed care organization, or third-party
administrator shall be accepte for:
1. The procedures, treatment, medications, or services covered by the benefits offered by the Group Policy; and
2. For the following time periods:

i.) The lesser of the course of treatment or ninety (90) days; and

ii.) The duration of the three (3) trimesters of a pregnancy and the initial postpartum visit.

A copy of the preauthorization from the relinquishing carrier shall be provided within ten (10) days after receipt of
the request from KPIC.

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

Medical Review Program for providers accessed via the Cigna Healthcare PPO Network outside KP states will be

performed by Cigna Healthcare Medical Review. Cigna Healthcare PPO Network providers will obtain any necessary
Pre-certification on Your behalf. Providers may contact them at 888-831-0761.
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If Pre-certification 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.

The following treatment or services must be Pre-certified by the Medical Review Program

L 0N s WD R

A el el T o
O 0O NOU D WNRO

20.
21.
22.
23.
24,
25.
26.
27.
28.

Inpatient admissions

Inpatient Rehabilitation Therapy admissions

Inpatient Skilled Nursing Facility, long term care, and sub-acute admissions
Inpatient mental health and chemical dependency admissions

Inpatient Residential Treatment

Non-Emergent (Scheduled) Air or Ground Ambulance

Pediatric Medically Necessary contact lenses

Amino Acid-Based Elemental Formulas

Low Protein Modified Foods

. Clinical Trials

. Medical Foods

. Bariatric Surgery

. Dental & Endoscopic Anesthesia

. Durable Medical Equipment (DME)

. Genetic Testing

. Home Health & Home Infusion Services

. Hospice (home, inpatient)

. Infertility Procedures

. Imaging Services (Magnetic Resonance Imagi

RI), gnetic Resonance Angiography (MRA), Computed
Y , Positron Emission Tomography (PET), Electronic
-ray or ultrasound)

Tomography (CT), Computerized Tomography An
Beam Computed Tomography (EBCT),
Outpatient Injectable Drugs
Outpatient Surgery (performed i surgery center of licensed facility)

Orthotics/Prosthetics
Implantable prosthetics (includes onduction, cochlear)
Pain Management seryi i ency ablation, implantable pumps, spinal cord stimulator, injections)

Radiation Therapy S
Reconstruction Surge
TMIJ/Orthognathic Surgery
The following outpatient pr ures:

a) Hyperbaric oxygen

b) Sclerotherapy

c) Plasma Pheresis (MS)

d) Anodyne Therapy

e) Sleep Studies

f)  Vagal Nerve Stimulation

g) Hemispherectomy

h) Implants

i) Pill Endoscopy

j)  Stab phlebotomy

k) Radiofrequency abalation

I) Enhanced External Counterpulsation (EECP)

m) Resection

n) Corpus Colostomy surgery

o) Uvulo-palato-pharyngoplasty (UPPP) & laser-assisted UPPP
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An Adverse Decision regarding an admission of a Covered Person may not be rendered during the first twenty-four
(24) hours after the admission when: 1) the admission is based on a determination that the Covered Person is in
imminent danger to self or others; 2) the determination has been made by the Covered Person’s Physician or
psychologist in conjunction with a member of the medical staff of the facility who has privileges to make the
admission; and 3) the hospital immediately notifies the Medical Review Program of the admission of the Covered
Person, and the reason for the admission.

An Adverse Decision regarding a Hospital admission of a Covered Person may not be rendered for up to seventy-two
(72) hours when: 1) the Hospital admission is determined to be Medically Necessary by the Covered Person’s treating
Physician; 2) the admission is an involuntary admission (as defined in the Maryland Insurance Code); and 3) the
hospital immediately notifies the Medical Review Program of the admission of the Covered Person, and the reason
for the admission.

If Our review results in an Adverse Decision, We will notify the Covered Person, Authorized Representative, or Health
Care Provider in writing within five (5) working days after the Adverse Decision has been verbally communicated.
This notification will include:

(1) The specific factual basis for the decision in clear understandable langua
(2) References to any specific criteria or standards on which the decisio

necessary”;

(3) The name, business address, and business telephone nun
(4) A description of Your, Your Authorized Representative
the Commissioner within four (4) months following

(5) You, Your Authorized Representative, or Healt
the Commissioner, without first filing a Grievanc

i. KPIC waives the requirement th

ii. KPIC has failed to comply ments of the internal grievance process as described
below in our internal gri
iii. You, Your Authorized Repr Health Care Provider acting on your behalf provides sufficient

information an
do so;
(6) The Commissioner’s one number, and facsimile number;
(7) A statement that the Health Adv@eacy Unit is available to assist You or Your Authorized Representative in both
under Our internal grievance process; and
(8) The address, telephone number, facsimile number, and electronic mail address of the Health Advocacy Unit.

IMPORTANT: If Pre-certification is not obtained, benefits will be reduced even if the treatment or service is deemed
Medically Necessary. If the treatment or service is deemed not to be Medically Necessary, the treatment or service
will not be covered. If a Hospital Confinement or other inpatient care is extended beyond the number of days first
Pre-certified without further Pre-certification (concurrent review), benefits for the extra days: (1) will similarly be
reduced; or (2) will not be covered if deemed not to be Medically Necessary.

Pregnancy Pre-certification: When a Covered Person is admitted to a Hospital for delivery of a child, the Covered
Person is authorized to stay in the hospital for a minimum of:

1. Forty-eight (48) hours for an uncomplicated vaginal delivery; and

2. Ninety-six (96) hours for an uncomplicated Cesarean section delivery.

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. Under no circumstances will KPIC require that a Provider
reduce the mother's or child's Hospital Confinement below the allowable minimums cited above.

The following benefits will not be subject to a Deductible, Co-payment, or Coinsurance amount:
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1. For a mother and newborn child who have a shorter Hospital stay than that allowed above, KPIC will cover on
the same basis as normal pregnancy the cost of: (i) one home visit scheduled to occur within twenty-four (24)
hours after Hospital discharge; and (ii) an additional home visit if prescribed by the attending Physician.

2. For a mother and newborn child who remain in the Hospital for at least the minimum authorized stay allowed
above, KPIC will cover on the same basis as normal pregnancy the cost of a home visit if prescribed by the
attending Physician.

As used above, “home visit” means a visit by a Registered Nurse in the Covered Person’s home for care of a mother
and newborn child and includes any services required by the attending provider. To be eligible for coverage, the visit
must: (i) be provided in accordance with generally accepted standards of nursing practice for home care of a mother
and newborn child; and (ii) be provided by a Registered Nurse with at least one (1) year of experience in maternal
child health nursing or community health nursing with an emphasis on maternal and child health.

In addition, whenever a mother is required to remain hospitalized after childbirth for medical reasons and the mother
requests that the newborn remain in the hospital, KPIC will treat on the same basis as normal pregnancy the cost of
additional hospitalization for the newborn for up to four (4) days.

Treatment for Complications of Pregnancy is subject to the same Pre-certific requirements as any other Sickness.

Pre-certification Procedures

The Covered Person, or Provider acting on behalf of the Cove

follows:

1. Planned Hospital Confinement - as soon as reasoné
Confinement, but at least three (3) days prior t i or such Hospital Confinement.

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

3. Other treatments or procedures requi i - As soon as reasonably possible after the Covered
Person learns of the need for any other t ervice requiring Pre-certification but at least three days
prior to performance of any othe ervice requiring Pre-certification.

A Covered Person, or provider acting o e Covered Person, must provide all necessary information to the

Medical Review Program in i ake its determination. This means the Covered Person, or provider acting

on behalf of the Covered quired to:

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

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

3. Obtain from the attending Physician information required by the Medical Review Program relating to the
Covered Person’s medical condition and the requested treatment or service. If the Covered Person or the
Covered Person’s provider does not provide the necessary information or will not release necessary information,
Pre-certification will be denied.

If a course of treatment has been Pre-certified or approved for a Covered Person, the Medical Review Program may
not retrospectively render an Adverse Decision regarding the Pre-certified or approved services delivered to that
Covered Person except as outlined below.

The Medical Review Program may retrospectively render an Adverse Decision regarding Pre-certified or approved

services delivered to a Covered Person if:

1. Theinformation submitted to the Medical Review Program regarding the services to be delivered to the Covered
Person was fraudulent or intentionally misrepresentative;

2. Critical information requested by the Medical Review Program regarding services to be delivered to the Covered
Person was omitted such that the Medical Review Program determination would have been different had the
Medical Review Program known the critical information; or
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3. The planned course of treatment for the Covered Person that was approved by the Medical Review Program was
not substantially followed by the provider.

I The Medical Review Program

Pre-Service Reviews: If You do not have an Urgent Medical Condition and You have not received the Covered Service
which You are requesting, then within two (2) working days of receiving all necessary information, but no later than
fifteen (15) calendar days after Your request for pre-service review is received, the Medical Review Program will make
its determination. We may extend this time period for an additional fifteen (15) calendar days if We do not have the
necessary information to make the authorization decision. We will notify the Covered Person, the Authorized
Representative, or Health Care Provider of the need for an extension within three (3) calendar days of the initial
request and explain in detail what information is required. Necessary information includes, but is not necessarily
limited to, the results of any face-to-face clinical evaluation or any second opinion that may be required. We must
receive any additional necessary information requested by the notice within forty-five (45) calendar days from the
receipt of the notice identifying the additional necessary information or We will make Our decision based upon the
information We have available to Us at that time.

1. Notify the provider by telephone within one (1) worki
2. Confirm the Pre-certification with You and the provi

s recommended, KPIC will:
of making the denial or alternate treatment or

If Pre-certification is denied or an alternate treatm
1. Notify the provider by telephone within one (1
service recommendation; and
2. Confirm the denial decision with the Co
working days of making Our deci

and Authorized Representative in writing within five (5)
ion.

The Covered Person, Authorized Rep ealth Care Provider may then file an Appeal or Grievance as

appropriate, as described bel

ission for Residential Crisis Services, the Medical Review Program will
ours after receipt of all necessary information to make the determination;
provider of the determination.

If You are requesting Pre
make its determination wi
and will promptly notify the h

If You have an Urgent Medical Condition and You have not received the Covered Service for which You are requesting
review, then within seventy-two (72) hours of Your request, We will notify You if We need additional information to
make a decision, or if You or Your Authorized Representative failed to follow proper procedures which would result
in a denial decision. If additional information is requested, You will have only forty-eight (48) hours in which to submit
the requested information. We will make a decision for this type of claim within forty-eight (48) hours following the
earlier of (1) receipt of the information from You; or (2) the end of the period for submitting the requested
information. Decisions regarding Pre-service Review if You have an Urgent Medical Condition will be communicated
to You by telephone within twenty-four (24) hours. Such decisions will be confirmed in writing within three (3) days
of Our decision.

Concurrent Reviews: When You make a request for additional treatment, when We had previously approved a
course of treatment that is about to end, the Medical Review Program will make concurrent review determinations
within one (1) working day of receiving the request or within one (1) working day of obtaining all the necessary
information so long as the request for authorization of additional services is made prior to the end of prior authorized
services. In the event that the Medical Review Program results in the end or limitation of Covered Services, We will
make a review determination with sufficient advance notice so that You can file a timely Grievance or Appeal of Our

GC-PRECERT-MD-Rev.11 30 2024 MD LG POS (NGF)



PRE-CERTIFICATION, MEDICAL REVIEW, GRIEVANCE AND APPEALS

decision. If You have an Urgent Medical Condition, then a request for concurrent review will be handled like any
other Pre-service request for review when an Urgent Medical Condition is involved except that Our decision will be
made within one (1) working day.

If the Medical Review Program certifies an extended stay or additional services under the concurrent review, KPIC

will:

1. Notify the provider by telephone within one (1) working day of the certification;

2. Confirm the certification in writing with the Covered Person, Authorized Representative, or Health Care Provider
within five (5) working days after the telephone notification. The written notification will include the number of
extended days or next review date, the new total number of days or services approved, and the date of admission
or initiation of services.

If the request for extended stay or additional services is denied, KPIC will:

1. Notify the provider and/or the Covered Person or Authorized Representative of the denial by telephone within
one (1) working day of making the denial decision; and

2. Confirm the denial in writing with the Covered Person and/or provid
telephone notification. Coverage will continue for Covered Service
rendering the service has been notified of the denial decision in writin

The Covered Person, Authorized Representative, or Health Care Provider ma

appropriate, as described below.

ithin five (5) working days of the
overed Person and provider

n Appeal or Grievance, as

Post-Service Reviews: The Medical Review Program will jia mi n on Post-Service Reviews within
thirty (30) calendar days of receiving a claim. This time be ded one time by Us, for up to fifteen
(15) calendar days, if We determine that an extensign is‘qecesSary because (1) the legitimacy of the claim or the
appropriate amount of the benefit is in dispute an i formation is necessary or (2) the claim is not clean
and, therefore, We need more information to proce We will notify You of the extension within the

initial 30-day period. Our notice will explai
expect to render a decision. If such an exte
notice of extension will specifically
to requests for additional informatio
the information We have available to

equiring the extension and the date upon which We
sary because We need information from You, then Our
formation which You need to submit. You must respond
(45) calendar days or We will make Our decision based upon

We will send an Explanati i he Covered Person, Authorized Representative, or Health Care Provider

to inform the Covered Pe d Representative, or Health Care Provider that:

1. The claim was paid; or

2. The claimis being denied e orin part; or

3. Additional information is needed to determine all or part of the claim benefit and what specific information must
be submitted; or

4. The claim is incomplete and/or unclean and what information is needed to make the claim complete and/or
clean.

If We deny payment of the claim, in whole or in part, the Covered Person, Authorized Representative, or Health Care
Provider may then file an Appeal or Grievance, as appropriate, as described below.

Il.  Health Advocacy Unit and the Maryland Insurance Commissioner

A. The Health Advocacy Unit of the office of the Maryland Attorney General can help a Covered Person, Authorized
Representative or Health Care Provider prepare a Grievance or an Appeal to file with KPIC.
1. The Health Advocacy Unit is available to assist the Covered Person or Authorized Representative with filing
a Grievance or Appeal under the internal Grievance and Appeals processes. However, the Health Advocacy
Unit is not available to represent or accompany the Covered Person and/or Authorized Representative
during the proceeding of the internal Grievance process;
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2. The Health Advocacy Unit can assist the Covered Person or Authorized Representative in mediating a
resolution of the Adverse Decision or Coverage Decision with KPIC, but at any time during the mediation,
the Covered Person, or Authorized Representative, may file a Grievance or Appeal; and

3. The Covered Person or Authorized Representative may file a complaint with the Commissioner without first
filing a Grievance or Appeal as explained in Section Il, B, below.

The Health Advocacy Unit may be contacted at:

Health Education and Advocacy Unit, Consumer Protection Division
Office of the Attorney General

200 St. Paul Place

Baltimore, MD, 21202

(410) 528-1840

(877) 261-8807 (toll free out-of-area)

(410) 576-6571 (facsimile)
heau@oag.state.md.us (email ad

2. The Covered Person, Authorized Representative
supporting documentation in the Complai

the Health Care Service could result i i pairment to bodily function, serious dysfunction

riously mentally ill or using intoxicating substances

with symptoms that cause the Cover be in danger to self or others, or the Covered Person
continues to experience sevel ithdra
self or others if the Covered
imminent dangerou

3. We failed to ma ision for a Pre-service Grievance within thirty (30) working days after the
filing date or th five (45) working days or sixty (60) calendar days after the filing date for a
Post-service Grieva

4. We or Our represent d to make a Grievance Decision for an expedited Grievance for an Emergency
Case within twenty-four (24) hours after the Covered Person, Authorized Representative, or Health Care
Provider filed the Grievance;

5.  We fail to comply with any of the requirements of Our internal Grievance process; or

6. We waive the requirement that Our internal Grievance and Appeals process be exhausted before filing a
Complaint with the Commissioner.

The Maryland Insurance Commissioner may be contacted at:
Maryland Insurance Administration
Appeal and Grievance Unit
200 St. Paul Place
Suite 2700
Baltimore, MD 21202
(800) 492-6116 (toll free out-of-area)
(410) 468-2000
(410) 468-2260 Facsimile

GC-PRECERT-MD-Rev.11 32 2024 MD LG POS (NGF)



PRE-CERTIFICATION, MEDICAL REVIEW, GRIEVANCE AND APPEALS

Grievance and Appeals Processes

Internal Grievance Process: This process applies to a utilization review determination made by Us that a
proposed or delivered Health Care Service was not Medically Necessary, appropriate, or efficient thereby
resulting in noncoverage of a Health Care Service.

Pre-Service, Concurrent, and Expedited Medical Review Grievance

The Covered Person, Authorized Representative, or Health Care Provider acting on behalf of the Covered Person
may initiate an Appeal by submitting a written request including all necessary information that relates to the
Grievance to:

Permanente Advantage Appeals

8954 Rio San Diego Dr., 4" Floor, Ste 406

San Diego, CA 92108

Telephone number: 1-888-567-6847

Fax number: 1-866-338-0266

If there is an initial determination made not to certify a Health ice"and the health care provider
believes the determination warrants an immediate reconsideration,
the opportunity to speak with the physician that rendered the determin
basis, within a period of time not to exceed twenty-four ( ours of the
reconsideration.

Post-Service Grievance
The Covered Person, Authorized Representativ
may initiate a Grievance by submitting a writte
Appeal to:

re Provider acting on behalf of the Covered Person
|luding all necessary information that relates to the

ealth Plan

, GA 30305-1736
Phone: 1-888-225-7202
Fax: 404-949-5001

The Grievance must be filedgfi'Writing within one hundred eighty (180) days from the date of receipt of the
Adverse Decision notice. If the Grievance is filed after the one hundred eighty (180) days, We will send a letter
denying any further review due to lack of timely filing.

If within five (5) working days after a Covered Person, Authorized Representative, or Health Care Provider files
a Grievance, We need additional information to complete Our internal Grievance process, We shall notify the
Covered Person, Authorized Representative, or Health Care Provider that We cannot proceed with review of
the Grievance unless We receive the additional information. If assistance is needed and requested, We will
assist the Covered Person, Authorized Representative, or Health Care Provider in gathering the necessary
additional information without further delay.

Please send all additional information to:

Kaiser Foundation Health Plan
Attention: Member Relations
Nine Piedmont Center

3495 Piedmont Road, NE
Atlanta, GA 30305-1736
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Phone: 1-888-225-7202
Fax: 404-949-5001

When You Appeal, You may give testimony in writing or by telephone. Please send Your written testimony to:

Kaiser Foundation Health Plan
Attention: Member Relations
Nine Piedmont Center

3495 Piedmont Road, NE
Atlanta, GA 30305-1736
Phone: 1-888-225-7202

Fax: 404-949-5001

To arrange to give testimony by telephone, You should contact the Grievance and Appeals Department at 1-
800-788-0710.

We will add the information that You provide through testimony or
review it without regard to whether this information was submitted
regarding Your Claim.

We will acknowledge receipt of the Grievance within five ( orking days of the filing date of the written
Grievance notice. The filing date is the earlier of five a e of mailing (postmark) or the date
of receipt.

1. Pre-service Grievance
If the Grievance is for a service that the C
rendered), an acknowledgement |
necessary within five (5) working
Representative, or Health Ca

Pe is requesting (that is, the service has not been
equesting any additional information which may be
filing date. We will also inform You, Your Authorized
sion will be made regarding the Grievance in writing and

such written notice will be ithi (30) calendar days of the filing date of the Grievance. A
complaint may be filed with t er, if a Grievance decision has not been made and received on
or before the 30th r the filing date of a pre-service appeal.

If the Grievance r payment for Health Care Services already rendered, a retrospective
acknowledgement le e sent requesting any additional information that may be necessary within
five (5) working days after the filing date. We will also inform You, Your Authorized Representative, or Health
Care Provider that a decision will be made in writing and such written notice will be made within the earlier
of forty-five (45) working days or sixty (60) calendar days of the filing date of the Grievance.

For both Pre-service and Post-service Grievances, if there will be a delay in Our concluding the Grievance in
the designated period, We will send You, Your Authorized Representative, or Health Care Provider a letter
requesting an extension. Such extension period shall not exceed more than thirty (30) working days. If You,
Your Authorized Representative, or Health Care Provider do not agree to the extension, then the Grievance
will be completed in the original designated period. Any agreement to extend the period for a Grievance
decision will be documented in writing.

If the Pre-service or Post-service Grievance is approved, a letter will be sent to the Covered Person and
Authorized Representative, or Health Care Provider stating the approval. If the Grievance was filed by an
Authorized Representative or Health Care Provider, then a letter stating the Grievance Decision will also be
sent to the Covered Person.
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If the Pre-service or Post-service Grievance results in a denial, We will notify You, Your Authorized

Representative, or Health Care Provider of the decision within thirty (30) calendar days or no later than the

last day of the extension period for a Pre-service Grievance or the earlier of forty-five (45) working days or

sixty (60) calendar days from the date of filing or no later than the last day of the extension period for a

Post-service Grievance. This notification will include:

(1) The specific factual basis for the Grievance Decision in clear understandable language;

(2) References to any specific criteria or standards on which the Grievance Decision was based including
but not limited to interpretive guidelines used by Us:

(3) The name, business address, and business telephone number of the medical director who made the
Grievance Decision;

(4) Adescription of Your, Your Authorized Representative, or Health Care Provider’s right to file a Complaint
within four (4) months following receipt of Our Grievance Decision;

(5) The Commissioner’s address, telephone number, and facsimile number.

(6) A statement that the Health Advocacy Unit is available to assist You or Your Authorized Representative
in filing a complaint with the Commissioner; and

(7) The address, telephone number, facsimile number, and electr il address of the Health Advocacy
Unit.

to You and Your Authorized
Representative. If We fail to make a Grievance stated timeframes herein or an
extension of such timeframe, You or Your A tive may file a Complaint with the

A Covered Person or Authorized Representati re Provider may seek an expedited review in the
event of an Emergency Case as tha is de this Section of this Certificate. An expedited review
of an Emergency Case may be initiate -(800) 777-7902.

condition which meets the d Emergency Case. A request for expedited review must contain
ay reach the Covered Person, Authorized Representative, or Health Care
ate regarding Our review. In the event that additional information is
necessary for Us
Person, Authorized R tive, or Health Care Provider by telephone to inform him/her that review of
the expedited review may not proceed unless certain additional information is received. Upon request, We
will assist You, Your Authorized Representative, or Health Care Provider in gathering such information so

that a determination may be made within the prescribed timeframes.

If the clinical review determines that the Covered Person does not have the requisite medical condition, the
request will be managed as a non-expedited Grievance pursuant to the procedure outlined in Section Ill, A,
above. If We determine that an Emergency Case does not exist, We will verbally notify the Covered Person,
Authorized Representative, or Health Care Provider within twenty-four (24) hours, and inform You, the
Authorized Representative, or Health Care Provider of the right to file a Complaint with the Commissioner.

If We determine that an Emergency Case does exist, then the expedited review request will be reviewed by
a Physician who is board certified or eligible in the same specialty as the treatment under review and who
is not the individual (or the individual’s subordinate) who made the initial decision. If additional information
is needed to proceed with the review, We will contact the Covered Person, Authorized Representative, or
Health Care Provider by telephone or facsimile.

Within twenty-four (24) hours of the filing date of the expedited review request, We will verbally notify the
Covered Person, Authorized Person, or Health Care Provider of Our decision. We will send written
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notification to the Covered Person, Authorized Representative, or Health Care Provider within one (1)
calendar day after the decision is verbally communicated. If approval is recommended, then We will assist
the Covered Person in arranging the authorized treatment or benefit. If the expedited review results in a
denial, We will notify the Covered Person, Authorized Representative, or Health Care Provider within one
(1) calendar day after the decision is verbally communicated. This notification shall include:

(1) The specific factual basis for the Grievance Decision in clear understandable language;

(2) References to any specific criteria or standards on which the Grievance Decision was based including,
but not limited to, interpretive guidelines used by Us:

(3) The name, business address, and business telephone number of the medical director who made the
Grievance Decision;

(4) A description of Your, Your Authorized Representative, or Health Care Provider’s right to file a
Complaint within four (4) months following receipt of Our Grievance Decision;

(5) The Commissioner’s address, telephone number, and facsimile number;

(6) A statement that the Health Advocacy Unit is available to assist

(7) Authorized Representative in filing a complaint with the Co

(8) The address, telephone number, facsimile number, and elect
Unit.

s of the Health Advocacy

review, You, Your Authorized
missioner without waiting to hear

If We fail to make a decision within the stated timefram
Representative, or Health Care Provider may file a C
from Us.

B. Internal Appeal Process: This process appli erage Decisions and a Covered Person or his/her
Authorized Representative, or Health Care Pro aust Our single level internal Appeal process prior
to filing a Complaint with the Commissi if Our Coverage Decision involved an Urgent Medical
Condition.

ust file an Appeal within one hundred eighty (180) days
n. This Appeal should be sent to KPIC’s Internal Grievance

The Covered Person or Authog
from the date of receipt of the
manager at the address shown b
Kaiser Foundation Health Plan
Attention: Member Relations
Nine Piedmont Center

3495 Piedmont Road, NE
Atlanta, GA 30305-1736
Phone: 1-888-225-7202

Fax: 404-949-5001

We will respond in writing to an Appeal within thirty (30) days for a Pre-service claim or sixty (60) days for a
Post-service claim after Our receipt of the Appeal. If Our review results in a denial, We will inform the Covered
Person, Authorized Representative, or Health Care Provider acting on behalf of the Covered Person of the
adverse decision either orally by telephone, or with the affirmative consent of the Covered Person, Authorized
Representative, or Health Care Provider acting on behalf of the Covered Person, by text, facsimile, e-mail,
online portal, or other expedited means and notify the Covered Person, Authorized Representative, or Health
Care Provider in writing within five (5) working days after the Appeal Decision has been verbally
communicated. This notification will include:

1. The specific factual basis for the decision in clear understandable language;

2. References to any specific criteria or standards on which the Appeal Decision was based including, but

not limited to, interpretive guidelines used by Us:
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3. The name, business address, and business telephone number of the medical director who made the
Appeal Decision;

4. A description of Your, Your Authorized Representative, or Health Care Provider's right to file a Complaint
with the Commissioner within four (4) months following receipt of Our Appeals Decision

5. The Commissioner’s address, telephone number, and facsimile number;

6. A statement that the Health Advocacy Unit is available to assist You or Your Authorized Representative in
both mediating and filing a Complaint with the Commissioner; and

7. The address, telephone number, facsimile number, and electronic mail address of the Health Advocacy
Unit.

Our Appeal Decision will exhaust Your internal appeal rights with respect to that Denial. Contact Us at 877-
847-7572 with any questions about Your appeal rights.

C. Independent External review: After We have rendered a final Adverse Decision or Grievance Decision upon
Your completing Our internal appeals process, You have a right, under applicable Maryland law, to request an
independent external review of Our final Adverse Decision or Grie e Decision through the Maryland

Provider, in accordance with

the applicable regulations of the Maryland Insurance Administr i n Appeal. Your, Your

Adverse Decision means a utilization review determi hat: (i) a proposed or delivered Health Care Service
covered under the Group Policy is or was not Medic , appropriate, or efficient; and (ii) may result in
noncoverage of the Health Care Service; or uest by a Covered Person for an alternative standard
or a waiver of a standard to satisfy the require ellness program under § 15-509 of this title. An Adverse

Your s

>

ge Decgision concerning a Covered Person. An Appeal does not include a verbal
its and/or eligibility determination.

appeal process regarding
request for reconsiderati

nation by KPIC that arises from an Appeal filed with Us under Our appeal

Appeal Decision means a final deter
i concerning a Covered Person.

process regarding a Coverage

Authorized Representative means an individual authorized by the Covered Person or state law to act on the Covered
Person’s behalf to file claims and to submit Appeals or Grievances to Us or Complaints to the Commissioner. A Health
Care Provider (as that term is defined in this Section of this Certificate) may act on behalf of a Covered Person with
the Covered Person’s express (written) consent, or without such consent.

Commissioner means the Maryland Insurance Commissioner.

Complaint means a protest filed with the Commissioner involving a Coverage Decision, Adverse Decision, or
Grievance Decision as described herein.

Coverage Decision means: (1) an initial determination by KPIC or a representative of KPIC that results in noncoverage
of a Health Care Service including a determination of nonpayment for all or part of a claim because the eligibility of
the person for such Health Care Service is in question; (2) a determination by KPIC that You are not eligible for
coverage; or (3) any determination by KPIC that results in the recession of Your coverage. A Coverage Decision does
not include an Adverse Decision or a pharmacy inquiry.
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Emergency Case means a case in which an Adverse Decision was rendered pertaining to Covered Services which have
yet to be delivered and such Covered Services are necessary to treat a condition or illness that, without immediate
medical attention would (a) seriously jeopardize the life or health of the Covered Person or the Covered Person’s
ability to regain maximum function; (b) cause the Covered Person to be in danger to self or others; or (c) cause the
Covered Person to continue using intoxicating substances in an imminently dangerous manner.

Grievance means a protest filed by a Covered Person or his/her Authorized Representative with KPIC through Our
internal grievance process regarding an Adverse Decision concerning a Covered Person. A Grievance does notinclude
a verbal request for reconsideration of a utilization review determination.

Grievance Decision means a final determination by KPIC that arises from a Grievance filed with Us under Our internal
grievance process regarding an Adverse Decision concerning a Covered Person.

Health Advocacy Unit means the Health Education and Advocacy Unit in the Division of Consumer Protection of the
Office of the Attorney General.

Health Care Provider means an individual who is (1) licensed or otherwise a rized in this State to provide Health
Care Services in the ordinary course of business or practice of a profession i ating provider of the Covered
Person; or (2) A Hospital.

Health Care Service means a health or medical care procedure i a health care provider that:
(1) provides testing, diagnosis, or treatment of a human disease.or

care, service, or treatment of disease or injury, the corre
well-being of human beings.

a) A medical condition, including a physical

uld reasonably be expected by an individual, acting on

behalf of KPIC, applying the jud t layperson who possesses an average knowledge of health
and medicine, to result in:
(i) Placing the Cover ifeor health in serious jeopardy;
(i) The inability of t to regain maximum function;
(iii) Serious impairm
(iv) Serious dysfunction of any
(v) The Covered Person re

danger to self or others; or

b) A medical condition, including a physical condition, a mental health condition, or a dental condition, where the
absence of medical attention within seventy-two (72) hours in the opinion of a health care provider with
knowledge of the Covered Person's medical condition, would subject the Covered Person to severe pain that
cannot be adequately managed without the care or treatment that is the subject of the Coverage Decision.

ily organ or part; or
ing seriously mentally ill with symptoms that causes the Covered Person to be a

V. 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 language assistance (oral
translation) in that threshold language. A threshold language applies to a county if at least, ten percent (10%) of the
population is literate only in the same federally mandated non-English language. You may request language
assistance with Your Claim and/or Appeal by calling 1-888-225-7202 (TTY 711).

ENGLISH: To obtain assistance, call 1-888-225-7202 (TTY 711)
SPANISH (Espafiol): Para obtener asistencia en Espafiol, Ilame al. 1-800-686-7100.
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TAGALOG (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-686-7100.
CHINESE (H30): anSiag 22 a9 % 8h,0 0 0 0 0 0 1 1-800-686-7100.
NAVAJO (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne 1-800-686-7100.

Filing Complaints About KPIC

If You have any complaints about the operation of KPIC or Your care, You may file a Complaint with the Maryland
Insurance Administration (MIA). When filing a Complaint with the MIA, You or Your Authorized Representative will
be required to authorized the release of any medical records that may be required to be reviewed for the purpose of
reaching a decision on the Complaint.

How To File A Complaint

Complaints must be received in writing by the MIA, in one of the following three ways. You may (1) file a complaint

on-line, (2) download on-line forms to be completed by hand, or (3) submit a
1.

en letter.
d.us/. Select the “Consumer

Information” option and then select the “File a Complaint” option. Fo structions to submit an on-line

complaint.

To download on-line forms to be completed MIA’s  website at:

www.mdinsurance.state.md.us/. Select the “Consumer_Inf i jon and then select the “File a

Complaint” option. Follow the instructions to downlog i ese forms should be as complete

and detailed as possible and be accompanied by co @ ocumentation of your complaint. They

may be mailed or faxed to the MIA as directed

If You choose to submit a written letter, please i eo

(i) Your name, address, and daytime and evenin ber,

(ii) Name of Your insurance compa e (health), policy number, and claim number (if
applicable),

(iii) Name of any other insura nt, adjuster, etc. involved in Your problem (provide as many

names and phone numbers 3
(iv) A detailed explanati
(v) Copies of any do think are important for the investigator to review. Do not send originals.
(vi) A copy of Your h d or Your policy.

Mail or fax this informatio

Maryland Insurance Administration

Attn: Life and Health Complaint Investigation
200 St. Paul Place

Suite 2700

Baltimore, MD 21202

Telephone: 410-468-2244 or 1-800-492-6116
TTY: 1-800-735-2258

Fax: 410-468-2260
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Individual Deductible

The Deductible for an individual, as shown in the Schedule of Coverage, applies to all Covered Services incurred by a
Covered Person during a Policy Year, unless otherwise indicated in the Schedule of Coverage. The Deductible may not
apply to some Covered Services, as shown in the Schedule of Coverage. When Covered Charges equal to the
Deductible are incurred during the Policy Year and are submitted to Us, the Deductible will have been met for that
Covered Person for that Policy Year. Benefits will not be payable for Covered Charges applied to the Deductible.

In addition, some Covered Services are subject to additional or separate deductible amounts as shown in the
Schedule of Coverage. These additional or separate deductibles do not contribute toward the satisfaction of the
Individual or Family Deductible.

NOTE: The Deductible does not apply to Preventive Benefits required under
Care Act (PPACA) received at the Participating Provider level. Preventi
Protection and Affordability Care Act (PPACA) that are received at the Non-
subject to the Policy Year Deductible.

Patient Protection and Affordable
its required under the Patient
ing Pravider level, however, are

Family Deductible Maximum
The Deductible for a family has been satisfied for a Polic

Schedule of Coverage, has been applied toward the coves @

erage, is satisfied in any one Policy Year by covered
er applied to any other Covered Charges incurred

h tot Covered Charges, shown in the
em ndividual Deductibles.

If the Family Deductible Maximum, shown in the Sc
family members, then the Individual Deductible will
during the remainder of that Policy Year.

Coverage. These additional or separ. i o not contribute toward satisfaction of the individual or Family
Deductible.

Benefit-Specific Deductibl
Some Covered Services
Coverage. These additio
Deductible and the Family Deductibl

itional or separate deductible amounts as shown in the Schedule of
eductibles do not contribute toward the satisfaction of the Individual

Common Accident

A Deductible must be satisfied only once with respect to Covered Charges incurred due to one common accident
involving two or more Covered Persons of a family. This will only apply to Covered Charges incurred due to accident.
The Covered Charges used to satisfy this common accident Deductible must be incurred: (1) in the Policy Year in
which the accident occurs; or (2) in the next Policy Year.

Percentage Payable
The Percentage Payable by KPIC is applied to Covered Charges after any applicable Deductible has been met. The
Percentage Payable is 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 any Deductibles under the Group Policy are also applied toward
satisfaction of the Out-of-Pocket Maximum. The Out-of-Pocket Maximum may not apply to all Covered Charges. See
the Schedule of Coverage for specific exceptions. Charges in excess of the Maximum Allowable Charge, any Benefit
Maximum, or additional expenses a Covered Person must pay because Precertification was not obtained, will not be
applied toward satisfaction of the Deductible or the Out-of-Pocket Maximum.
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Individual Out-of-Pocket Maximum: When a Covered Person’s share of Covered Charges equals the Out-of-Pocket
Maximum (shown in the Schedule of Coverage) during a Policy Year, the Percentage Payable will increase to 100% of
further Covered Charges incurred by that same Covered Person during the remainder of that Policy Year.

Family Out-of-Pocket Maximum: When the family’s share of Covered Charges equals the Out-of-Pocket Maximum
(shown in the Schedule of Coverage) during a Policy Year, the Percentage Payable will increase to 100% of further
Covered Charges incurred by all family members during the remainder of that Policy Year.

The Cost Share for all Essential Health Benefits applies toward satisfaction of the Out-of-Pocket Maximum at the
participating provider level.

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.)

Maximum Benefit While Insured
KPIC will pay benefits under the Group Policy up to the Maximum Benefit

or benefits will terminate, except as provided under the Reinst
provision.

ments, services and supplies are subject to benefit-
specific limits or maximums. These additional limi imums are shown in the Schedule of Coverage.

PLEASE READ THE FOLLOWING INFO
HEALTH CARE MAY BE OBTAINED.

WILL KNOW FROM WHOM OR WHAT GROUP OF PROVIDERS

Benefit levels for Particip on-Participating Providers (For PPO Plans only).

Your coverage provided under the Group Policy may include coverage for Covered Services that are received from
either Participating Providers -Participating Provider. See Your Schedule of Coverage to determine if Your
coverage includes Participating Providers. Generally, benefits payable are greater for Covered Services received from
Participating Providers than those benefits payable for Non-Participating Providers. In order for benefits to be
payable at the Participating Provider level, the Covered Person must receive care from a Participating Provider. A
current copy of KPIC’s Participating Provider Directory is available from Your employer, or You may call the phone
number listed on Your ID card or You may visit KPIC's contracted provider network web site at:
www.Multiplan.com/Kaiser. To verify the current participation status of any provider, please call the toll-free number
listed in the provider directory. If the Covered Person receives care from a Non-Participating Provider, benefits under
the Group Policy are payable at the Non-Participating Provider level.

Reinstatement of Your Maximum Benefit While Insured

After Covered Charges have been paid for a Covered Person in an amount equal to the Maximum Benefit while
Insured shown in the Schedule of Coverage, KPIC will automatically reinstate benefits for such Covered Person each
year in an amount equal to the lesser of:

1. $5,000; or
2. the amount paid for all Covered Charges incurred in the prior Policy Year.

Reinstatement does not apply to benefits payable under the Extension of Benefits provision.
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GENERAL BENEFITS

This section describes the general benefits 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 OUTPATIENT PRESCRIPTION DRUG BENEFITS, LIMITATIONS, AND EXCLUSIONS and OPTIONAL BENEFITS,
LIMITATIONS, AND EXCLUSIONS. Please refer to Your Schedule of Coverage to determine which, if any, optional
benefits were elected by the Policyholder.

Insuring Clause

If KPIC receives 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 less any

applicable deductible, copayment, or other amounts that the member is responsible for, provided:

1. The expense isincurred while the Covered Person is insured for this benefit subject to the extension of Benefits;

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

3. The expense is for a Covered Service prescribed or ordered by an a
ordered by Providers who are duly licensed by the state to provide m
Physician; and

4. The Covered Person has not exceeded the Benefit Maximum wihile Insured or
Schedule of Coverage.

sician or those prescribed or
ithout the referral of a

other maximum shown in the

Payments under the Group Policy:
1. Will be subject to the limitations shown in the
2. Wil be subject to the General Limitations and E
3. May be subject to Pre-certification.

ed verage;

Covered Services:

1. Room and Board in a Hospital.
2. Room and Board in a Hospital In
3. Room and Board and other Skille Services in a Skilled Nursing Facility or other licensed medical
y is limited to: a) the maximum number of covered days shown in the

ed Skilled Nursing Facility; c) care under the active medical supervision

of a Physician; and d) tent with medical needs.
4. Necessary Services and Su cluding medication dispensed while confined in a Hospital.
5. Physician services, includin ce visits.

6. Non-emergency transportation by a licensed ground or air ambulance service only if, in the judgment of a
Physician, your medical condition requires either basic life support, advanced life support, or critical care life
support capabilities of an ambulance for inter-facility or home transfer and the ambulance transportation has
been ordered by a Provider. The Participating Provider Network does not include non-emergency ambulance
providers. Coverage is also provided for Medically Necessary transportation as the result of a 911 call. Emergency
ambulance services are covered as an In-Plan benefit (HMO). Please see Health Plan EOC. Ambulance service
exclusions: Transportation by car, taxi, bus, gurney-van, wheelchair van, mini-van, and any other type of
transportation other than a licensed ambulance, even if the only way to travel to a Plan Provider is not covered.

7. Nursing services by a Registered Nurse, or a Licensed Vocation Nurse, as certified by the attending Physician, if
a Registered Nurse is not available. Outpatient private duty nursing will only be covered for the period for which
KPIC validates a Physician's certification that:

a. the services are Medically Necessary; and

b. that, in the absence of such nursing care, the Covered Person would be receiving Covered Services as an
inpatient in a Hospital or Skilled Nursing Facility. Private duty nursing will not be covered unless otherwise
indicated in the Schedule of Coverage.
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11.

12.
13.

14.
15.

16.

GENERAL BENEFITS

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

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.
Chemotherapy, including oral chemotherapy drugs. Oral chemotherapy drugs will be covered at dollar limits,
Copayments, and Deductibles no less favorable than for chemotherapy administered intravenously or by
injection. Coverage for chemotherapy drugs will include chemotherapy drugs dispensed on an outpatient basis.
Coverage for one (1) hair prosthesis for hair loss as a result of chemotherapy or radiation treatment for cancer,
not to exceed a Benefit Maximum of $350 per prosthesis.

Outpatient X-ray, laboratory test, and other diagnostic services.

Biomarker testing for the purpose of diagnosis, treatment, appropriate management, or ongoing monitoring of
a disease or condition that is supported by medical and scientific evidence, including testing: (1) cleared or
approved by the U.S. Food and Drug Administration (FDA); (2) required or recommended for a drug approved by
the FDA to ensure a Member is a good candidate for the drug treatment; equired or recommended through
ember will have an adverse

reaction to the drug treatment or dosage; (4) covered under a Cen and Medicaid Services
National Coverage Determination or Medicare Administrative Contracto ge Determination; or (5)
supported by nationally recognized clinical practice gui developed by independent

intended to optimize patient care.
a) Biomarker:
1) Means a characteristic that is obj asured and evaluated as an indicator of normal

2) Includes gene
b) Biomarker testing:

ii. Include both information that is actionable and some information that cannot be
immediately used in the formulation of a clinical decision.
2) Includes single-analyte tests, multi-plex panel tests, protein expression, and whole exome, whole
genome, and whole transcriptome sequencing.

Benefits for biomarker testing are available to the same extent as benefits provided for other similar Services.
Anesthesia and its administration when provided by a licensed anesthesiologist or licensed nurse anesthetist.
Coverage is provided for a minimum forty-eight (48) hours of hospitalization following a mastectomy. A Member
may request a shorter stay if the Member decides, in consultation with the attending physician, that less time is
needed for recovery. In addition, if the Member remains in the hospital for the full forty-eight (48) hours, the
Member is entitled to a home visit. If the Member has a shorter stay (less than forty-eight (48) hours) the
Member is entitled to a home visit within twenty-four (24) hours after discharge and an additional home visit if
prescribed by the attending physician

Home Health Care Services. Each visit by a member of a Home Health Care Agency of up to four (4) hours within
any 24-hour period will be considered as one visit. To be eligible for coverage, the Home Health Care Services
must be: a) in lieu of Confinement; b) provided in the Covered Person’s home; and c) establish and approve by
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GENERAL BENEFITS

the Covered Person’s Physician in a written treatment plan. Home Health Care Services will also be available for
a Covered Person who receives less than forty-eight (48) hours of inpatient hospitalization following a
mastectomy or surgical removal of a testicle, or who undergoes a mastectomy or the surgical removal of a testicle
on an outpatient basis. Such services will be limited to: (i) one home visit scheduled to occur 24-hours after
discharge from the Hospital or outpatient health care facility; and (ii) an additional home visit if prescribed by
the Covered Person’s attending Physician.

Coverage for one (1) home visit to occur within twenty-four (24) hours of hospital discharge for a mother and
newborn that have a shorter hospital stay than forty-eight (48) hours of inpatient hospitalization after an
uncomplicated vaginal delivery or ninety-six (96) hours of inpatient hospitalization after an uncomplicated
cesarean section. An additional home visit if prescribed by the Covered Person’s attending Physician. One home
visit for a mother and newborn child who remain in the hospital for the minimum length of stay if prescribed by
the attending Physician.

Outpatient surgery in a Free-Standing Surgical Facility, other licensed medical facility or in a doctor’s office.
Hospital charges for use of a surgical room on an outpatient basis.
Pre-admission testing, limited to diagnostic, x-ray, and laboratory exams
The exams must be made prior to a Hospital Confinement for which a
Maternity Services including those performed in a Birth Center.
Additional hospitalization for the newborn for up to four (4) days, whe
hospitalized after childbirth for medical reasons and the
hospital.

Prosthetic Devices, components of Prosthetic Device
component will be considered Medically Neces
established under the Medicare Coverage Data
Prosthetics. Coverage will include fitting and a b, kepair or replacement, and services and supplies to
determine whether you need the prosthetic.

during a Hospital outpatient visit.
oard charge is made.

er is required to remain
he newborn remain in the

hetic Device. Prosthetic Device or
requirements of medical necessity

mastectomy and has not had br .
Orthotic Devices. Coverage will i semi-rigid external Orthotic Devices that are used for the
purpose of supporting a ed body member, or for restricting or eliminating motion in a diseased
f covered Orthotic Devices include, but are not limited to leg, arm, back,
and neck braces.
Rental of Durable Me i nt as prescribed by a Physician for use in Your home (or an institution used
as Your home). We also ¢ able Medical Equipment used during a covered stay in a hospital or Skilled
Nursing Facility, but only if the Skilled Nursing Facility ordinarily furnishes Durable Medical Equipment. Coverage
is limited to the standard item of equipment that adequately meets Your medical needs.

Covered Durable Medical Equipment includes, but is not limited to:

a. Apnea Monitors;

b. Asthma Equipment for pediatric and adult asthmatics limited to the following:
i)  Spacers;
ii) Peak-flow meters; or
iii) Nebulizers

c. Bilirubin Lights;
Oxygen and Equipment when your medical condition meets Medicare guidelines and is prescribed by a
Participating Provider. A Participating Provider must certify the continued medical need for oxygen and
equipment every 30 days;

e. Continuous Positive Airway Pressure Equipment when your medical condition meets Medicare’s guidelines
and is prescribed by a Participating Provider.
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GENERAL BENEFITS

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.

We decide whether to rent or purchase the equipment, and We select the vendor. We will repair the equipment
without charge, unless the repair is due to loss or misuse. You must return the equipment to Us or pay Us the
fair market price of the equipment when it is no longer prescribed.

Coverage for management and treatment of diabetes which includes Medically Necessary equipment, supplies,
and outpatient self-management training and education related to the care of insulin-using diabetes, noninsulin-
using diabetes, or elevated or impaired blood glucose levels induced by pregnancy, or consistent with the
American Diabetes Association’s standards, elevated or impaired blood glucose levels induced by prediabetes,
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 whose scope of practice includes
the care of diabetes.

Coverage for Medically Necessary diagnosis, evaluation, and treatment

mphedema, including equipment,

supplies, complex decongestive therapy, gradient compression gar If-management training and
education
Physical therapy rendered by a certified physical therapist. To be eligible e the therapy must be: 1)

progressive therapy (not maintenance therapy); 2) render attending Physician’s written
treatment plan; 3) for a condition that the attending Physiei i subject to significant measurable
S the Covered Person as prescribed.

; or 2) shown no significant improvement.

or certified speech pathologist. To be eligible for
or Sickness of specific organic origin. It must be
determines is subject to significant measurable

Speech therapy rendered by a certified speec
coverage the speech disorder must be a result
rendered for a condition that the
improvement within 60 days.
Habilitative services for Medically@iNecessar
therapy, and assistive technology v’ :

in which they turn 19 y d. T S

Therapy and Multidi
Occupational therap

eech and language therapy, occupational therapy, physical
devices for adults and children until at least the end of the month

ervices are provided in addition to the Physical, Occupational, Speech
abilitation Services described in this Certificate of Insurance.

certified occupational therapist. Occupational therapy is limited to services
to achieve and maintain improved self-care and other customary activities of daily living. To be eligible for
coverage, the therapy mu progressive therapy (not maintenance therapy); and 2) rendered according to
a written treatment plan for a condition that the attending Physician determines is subject to measurable
improvement within 60 days. As used in this provision “maintenance therapy” is defined as ongoing therapy
after the Covered Person has: 1) reached maximum rehabilitation potential or functional level; or 2) shown no
significant improvement.

Respiratory therapy rendered by a certified respiratory therapist. It must be rendered for a condition that the
attending Physician determines is subject to measurable improvement within 60 days and may not be
maintenance therapy.

Rehabilitation services while confined in a Hospital or any other licensed medical facility. Rehabilitation services
are limited to those provided in an organized, multidisciplinary rehabilitation program including those provided
in a Comprehensive Rehabilitation Facility. To be eligible for coverage the therapy must be: 1) progressive therapy
(not maintenance therapy); and 2) rendered according to a written treatment plan for a condition that the
attending Physician determines is subject to significant improvement within 60 days. As used in this provision,
“maintenance therapy” is defined as ongoing therapy after the Covered Person has: 1) reached maximum
rehabilitation potential or functional level; or 2) shown no measurable improvement.

Inpatient and outpatient services arising from orthodontics, oral surgery and otologic, audio logical and
speech/language treatment as the result of the congenital defect known as cleft lip, cleft palate, or both.
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GENERAL BENEFITS

Treatment, services, or supplies covered under the Group Policy if received as an inpatient or outpatient in a
Hospital or other licensed or certified medical facility, including Residential Treatment Center Services or Partial
Hospitalization, when received in connection with mental illness, emotional disorders, or drug misuse and
alcohol misuse. Outpatient and intensive outpatient benefits, including all office visits, diagnostic evaluation,
opioid treatment services, medication evaluation and management, and psychological and neuropsychological
testing for diagnostic purposes provided to treat mental iliness, emotional disorders, or Substance Use disorder.
Blood products, derivatives, components, and their administration. Covered Services will include the
administration of prescribed blood products.

Covered services will not include the following:
a. Whole blood
b. Concentrated red blood cells

Coverage for reconstructive breast surgery performed as a result of a mastectomy to reestablish symmetry
between the two breasts. Coverage includes: augmentation mammoplasty, reduction mammoplasty, and
mastopexy; coverage for all stages of reconstructive breast surgery peformed on a non-diseased breast to
establish symmetry with the diseased breast when reconstructive br is performed on the diseased
breast; and Physical complications of all stages of mastectomy, includin in a manner determined
in consultation with the attending physician and the Covered Person.
Transplants are covered on an In-Plan basis only.

Allergy visit, testing and treatment, services, material, an u
Musculoskeletal Therapy.
Cardiac Rehabilitation.
Pulmonary Rehabilitation
Dialysis.

Urgent Care.

Sleep Studies.

Sleep Labs.

All outpatient expenses for in-vi

rformed on a Covered Person that meet the following criteria:
e opposite sex, the patient’s ocytes are fertilized with the patient’s
spouse’s sperm; unless: i af’s spouse is unable to produce and deliver functional sperm; and (ii) the
inability to produce ional sperm does not result from a vasectomy or another method of
voluntary sterilizatio jed’patient and the patient’s spouse have a history of involuntary infertility
which may be demonstrated by a history of: 1) if the patient and the patient’s spouse are of opposite sexes,
intercourse of at least on rs’ duration failing to result in pregnancy; or 2) if the patient and the patient’s
spouse are of the same sex, three attempts of artificial insemination over the course of one (1) years failing to
result in pregnancy; (c) the infertility of the patient or patient’s spouse is associated with any of the following
medical conditions: endometriosis; exposure in utero to diethylstilbestrol, commonly known as DES; blockage
of, or surgical removal of one or both fallopian tubes (lateral or bilateral salpingectomy); or abnormal male
factors, including oligospermia, contributing to the infertility; (d) for an unmarried patient: (i) the patient has
had three (3) attempts of artificial insemination over the course of one (1) year failing to result in pregnancy; or
(i) the infertility, of the patient, is associated with any of the following medical conditions: endometriosis;
exposure in utero to diethylstilbestrol, commonly known as DES; blockage of, or surgical removal of one or both
fallopian tubes (lateral or bilateral salpingectomy); or abnormal male factors, including oligospermia,
contributing to the infertility; (e) the patient has been unable to obtain a successful pregnancy through a less
costly infertility treatment for which coverage is available under the policy; and (f) the procedures are performed
at medical facilities that conform to applicable guidelines or minimum standards issued by the American College
of Obstetricians and Gynecologists or the American Society for Reproductive Medicine. Pre-Implantation Genetic
Testing related to in-vitro fertilization includes coverage for Members who do not meet the definition of
infertility, but are diagnosed with specific genetic conditions.
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Coverage for instruction by a licensed health care provider on “Fertility Awareness-Based Methods.” No

application of a Copayment, Coinsurance requirement, or Deductible for this coverage.

Coverage for Standard Fertility Preservation Procedures that are:

a. Performed on a Covered Person, and

b. Medically Necessary to preserve fertility due to a need for medical treatment that may directly or indirectly
cause “latrogenic Infertility.” Medical treatment that may directly or indirectly cause latrogenic Infertility
means medical treatment with a likely side effect of infertility as established by the American Society for
Reproductive Medicine, the American College of Obstetricians and Gynecologists, or the American College
of Obstetricians and Gynecologists, or the American Society of Clinical Oncology.

Reconstructive Surgery. Coverage is limited to surgeries that: a) will correct significant disfigurement resulting

from a) non-congenital Injury or Medically Necessary surgery; or b) are performed to significantly improve

physical function.

Coverage for a second medical opinion, limited to charges for Physician consultation, and charges for any

additional x-rays, laboratory tests and other diagnostic studies. Benefits will not be payable for 