8% KAISER PERMANENTE.

Kaiser Permanente Insurance Company

Mid-Auantie

Flex:3!le Choice

Notice:

This document is a Sample Certificate of Insurance (COI) for illustration purposes ONLY.
COils that are issued along with the Group Policy may vary from this sample COI. For
example, this sample COI does not include any requested customization. This sample
COI may be updated at any time for accuracy to comply with laws and regulations. The
terms of any group’s coverage will be governed solely by the Group Policy issued to the
group by Kaiser Permanente Insurance Company.






KAISER PERMANENTE INSURANCE COMPANY

SCHEDULE OF COVERAGE
SMALL GROUP POINT OF SERVICE
0-20 GOLD

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 of
Insurance) All inpatient admissions and select outpatient procedures are subject to Pre-certification. (Refer to the
section entited PRECERTIFICATION, MEDICAL REVIEW AND GRIEVANCE AND APPEALS for complete
details.) All Covered Services are subject to the Maximum Benefit While Insured, Deductible and Out-of-Pocket
Maximum unless otherwise noted below.

COVERED PERSONS: Employee and Dependents (if elected)
Dependent Child Age Limit: 26

MAXIMUM BENEFIT WHILE INSURED UNDER THE GROUP POLICY: Unli. tec

r. RTi. 'PAT .G NON-PARTICIPATING
PF DVIDL PROVIDER
DEDUCTIBLES (Policy Year):
Individual/Self-Only Deductible $1,000 $4,000
Family Deductible $2,000 $8,000
OUT-OF-POCKET MAXIMUMS (Pol. 'y . ~r):
Individual/Self-Only C:+*~f-Poc. =" Maximum $4,650 $9,100
Family Out-of-Poc et M=" ... $9,300 $18,200

IMPORTANT NOTICE:

Covered charges applied to satisfy the Medical Deductible or Out-of-Pocket Maximums at the Participating Provider
level will also be applied towards satisfaction of the Medical Deductible or the Out-of-Pocket Maximums at the Non-
Participating Provider level. Likewise, Covered Charges applied to satisfy the Medical Deductible or the Out-of-
Pocket Maximums at the Non-Participating Provider level will also be applied towards satisfaction of the Medical
Deductible or Out-of-Pocket Maximums at the Participating Provider level
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SCHEDULE OF COVERAGE
IMPORTANT: Read the section in Your Certificate of Insurance regarding Precertification carefully. Benefits
otherwise payable will be reduced by 30%, limited to a maximum of $5,000 per Policy Year if you fail to obtain

Precertification.

COVERED SERVICES

PERCENTAGE PAYABLE*

PARTICIPATING

NON-PARTICIPATING

PROVIDER PROVIDER
Physician Office Visits:
Primary Care Physicians $35 Co-payment per visit 80%
(Deductible waived)
(Co-pay waived for
children under age 5)
Specialist Care Visits $55 Co-payment per visit 80%
(Deductible waived)
Teleheatlh Service Covered, subject to Co- 80%
payment shown #* ove
based on whe! cr the
provider is a F. nary € .re
Physician ora s = alist
Outpatient Surgery (Ambulatory/Free Standing
Surgery Center):
Outpatient surgery facility fee $325 Cu ~ayment ~fter 80%
dea. tible
Outpatient surgery Physician fee $57 Co-payment after 80%
deductible
Inpatient Hospital Services:
Hospital admission %200 Co-payment per 80%
admission after deductible
Inpatient Physician and Surgice fee . 100% 80%
Accidental Dental: $55 Co-payment 80%
Dental Services for Accid ata!” jury n. Other (Deductible waived) in
Related Medical Services provider office
$325 Co-payment after
deductible (facility fee)
$55 Co-payment after
deductible in outpatient
hospital/surgery center
provider fee
Acupuncture (Covered when medically necessary): $60 Co-payment per visit 80%
(Deductible waived)
Allergy/Injections:
Allergy Treatment (evaluation & diagnosis) $55 Co-payment 80%
(Deductible waived)
Allergy Serum Injections (without a provider $35 co-payment 80%

visit)

(Deductible waived)

*Percentage Payable means that percentage of Covered Charges payable by KPIC. The Percentage Payable is applied against the Maximum
Allowable Charge for a Covered Service to calculate the benefit payable under the Group Policy after satisfaction of any deductibles, Co-
payments or Coinsurance amounts.

tAfter satisfaction of the Co-payment, KPIC will then pay 100 percent of Covered Charges incurred for such visits up to the Benefit Maximum.
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SCHEDULE OF COVERAGE
IMPORTANT: Read the section in Your Certificate of Insurance regarding Precertification carefully. Benefits
otherwise payable will be reduced by 30%, limited to a maximum of $5,000 per Policy Year if you fail to obtain

Precertification.

COVERED SERVICES

Ambulance Services:

Emergency Transportation/Ambulance

Non-Emergent Transport/Ambulette

Blood, Blood Products and Derivatives:
Bone Mass Measurements:
Preventive Screening

Diagnostic

Chiropractic Services:

Cleft lip, Cleft Palate or both:

Clinical Trials:

Dental Anesthesia and Facility Fees:

PERCENTAGE PAYABLE*

PARTICIPATING
PROVIDER

Covered In-Plan

NON-PARTICIPATING
PROVIDER

Covered In-Plan

Not Covered Not Covered
80% 60%
$0 Co-payment per visit 80%
(Deductible waived)
$60 Co-paymer’ per visit 80%
(Deductible aivec”
$60 Co-payment p. visit 80%

(De. ctible waived,
Limitad to. .combined Benefit Maximum
cor’ .tion per Policy Year.

“ 55 Co-payment
. eductible waived) in
~rovider office

*325 Co-payment after

acductible (facility fee)

$55 Co-payment after
deductible provider fee in
outpatient hospital/surgery

center

$55 Co-payment
(Deductible waived) in
provider office

$325 Co-payment after

deductible (facility fee)

$55 Co-payment after
deductible provider fee in
outpatient hospital/surgery

center

$55 Co-payment
(Deductible waived) in
provider office

$325 Co-payment after

deductible (facility fee)

$55 Co-payment after
deductible provider fee in
outpatient hospital/surgery

center

of 20 visits per

80%

80%

80%

*Percentage Payable means that percentage of Covered Charges payable by KPIC. The Percentage Payable is applied against the Maximum
Allowable Charge for a Covered Service to calculate the benefit payable under the Group Policy after satisfaction of any deductibles, Co-

payments or Coinsurance amounts.

tAfter satisfaction of the Co-payment, KPIC will then pay 100 percent of Covered Charges incurred for such visits up to the Benefit Maximum.
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SCHEDULE OF COVERAGE
IMPORTANT: Read the section in Your Certificate of Insurance regarding Precertification carefully. Benefits
otherwise payable will be reduced by 30%, limited to a maximum of $5,000 per Policy Year if you fail to obtain
Precertification.

PERCENTAGE PAYABLE*

COVERED SERVICES PARTICIPATING NON-PARTICIPATING
PROVIDER PROVIDER

Diabetic Equipment, Supplies & Self-Management

Training:
Diabetic Equipment and Supplies: 80% 60%
(Deductible waived for
Pharmacy dispensed
diabetic equipment &
supplies)
Glucometers (preventive) 80% 60%
(Deductible waived)
Glucometers are tr7 .ied as preventive care only when
prescribed te .eat an individual diagnosed with
diabetes. Othe’ vise th* supply will be considered non-
preventive and . .ed und‘ : the Diabetic Equipment
and Supplies be: fit ar subject to the applicable
deductit. “.nd coinsurance.
Diabetic Test Strips: 1% 100%
(De' uctible  aived) (Deductible waived)
Self-Management Training $55 co-payment 80%
(D Huctible waived) in
provider office
v .5 Co-payment after
deductible provider fee in
outpatient hospital/surgery
center
Dialysis:
Renal Dialysis/Hen »dialys™ " ~rite veal (in a $55 Co-payment per visit 80%
renal dialysis center, =" .uding « agnostic, (Deductible waived)
supplies, equipment &drugs)
Home Dialysis (including equipment and 100% 80%
supplies) (Deductible waived)
Durable Medical Equipment: 80% 60%

(Deductible waived for
Pharmacy dispensed
durable medical equipment
including insulin pumps)

*Percentage Payable means that percentage of Covered Charges payable by KPIC. The Percentage Payable is applied against the Maximum
Allowable Charge for a Covered Service to calculate the benefit payable under the Group Policy after satisfaction of any deductibles, Co-
payments or Coinsurance amounts.

tAfter satisfaction of the Co-payment, KPIC will then pay 100 percent of Covered Charges incurred for such visits up to the Benefit Maximum.
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SCHEDULE OF COVERAGE
IMPORTANT: Read the section in Your Certificate of Insurance regarding Precertification carefully. Benefits
otherwise payable will be reduced by 30%, limited to a maximum of $5,000 per Policy Year if you fail to obtain
Precertification.

PERCENTAGE PAYABLE*

COVERED SERVICES PARTICIPATING NON-PARTICIPATING
PROVIDER PROVIDER
Peak Flow Meters (preventive) 80% (Deductible waived) 60%

Peak flow meters are treated as preventive care only
when prescribed to treat an individual diagnosed with
asthma. Otherwise the supply will be considered non-
preventive and provided under the Durable Medical
Equipment benefit and subject to the applicable
deductible and coinsurance.

Home Ultraviolet (UV) Light Box 80% 60%
Emergency Room Services: Covered In-P" .n Covered In-Plan

Habilitative Services (Adult & Children)

Physical Therapy — Outpatient $60 Co-payment, i visit 80%

(No Visit Limit) (Deductible waive 2

Speech Therapy — Outpatient $67 " 0-pc ment pr visit 80%

(No Visit limit) (De uctib. w ved)

Occupational Therapy — Outpatient 30 _o-payment per visit 80%

(No Visit limit) eductible waived)

Applied Behavioral Analysis (ABA) - 3 7 Co-payment per visit 80%

Outpatient (No Visit limit) (Deductible waived)

Assistive Devices: 80% 60%
Hearing Services:

Hearing Tests $55 Co-payment 80%

Note: Hearing scre/ 1ing t=~ ._ "ar 1 wborns (Deductible waived) in

covered under Preve  .e Care provider office

Hearing Aid Exam Visit $55 Co-payment per visit 80%

(Deductible waived)

Hearing Aids (adults and children) 80% 60%
Limited to a combined Benefit Maximum of one hearing
aid for each hearing-impaired ear every 36 months

Home Health Care: $100 Co-payment after 80%
deductible per Policy Year

Hospice Care Services: $100 Co-payment after 80%
deductible per Policy Year

Immunizations Related to Foreign Travel: Not Covered Not Covered

*Percentage Payable means that percentage of Covered Charges payable by KPIC. The Percentage Payable is applied against the Maximum
Allowable Charge for a Covered Service to calculate the benefit payable under the Group Policy after satisfaction of any deductibles, Co-
payments or Coinsurance amounts.

tAfter satisfaction of the Co-payment, KPIC will then pay 100 percent of Covered Charges incurred for such visits up to the Benefit Maximum.
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SCHEDULE OF COVERAGE

COVERED SERVICES

Maternity Services:

Inpatient and Birthing Center Delivery

Inpatient and Birthing Center Physician and
Surgical fees

Routine prenatal care and first postnatal visit
including telemedicine services

Postpartum Home Visits

Medical Foods (Including Amino Acid-based
Elemental Formula):

Medical Nutrition Therapy & Counseling:

Mental Health and Substance Use Disorder
Services:

Inpatient treatment in a hospital or re. e, 4l
treatment center, including detoxificatios

Inpatient Physician and Surgic ' Fec.

Diagnostic Evaluatior

Outpatient Individual Therapy

Outpatient Group Therapy

Outpatient Intensive Therapy

Medication evaluation and management visits

All Other Outpatient Services (when not
performed as part of an office visit)

IMPORTANT: Read the section in Your Certificate of Insurance regarding Precertification carefully. Benefits
otherwise payable will be reduced by 30%, limited to a maximum of $5,000 per Policy Year if you fail to obtain
Precertification.

PERCENTAGE PAYABLE*

PARTICIPATING
PROVIDER

$600 Co-payment per
admission after deductible

100%

$0 Co-payment per visit
(Deductible waived)

$0 Co-payment pe: visit
(Deductible w~ ved)

80%
(Deductible waiv. ¥ for
Pharmacy dispens
me ‘cal foods)

935 C¢ payn. = per visit
(D« auctible waived)

$000 Co-payment per
ydmission, after deductible

100%

$35 Co-payment per visit
(Deductible waived)

$35 Co-payment per visit
(Deductible waived)

$17 Co-payment per visit
(Deductible waived)

$35 Co-payment per visit
(Deductible waived)

$35 Co-payment per visit
(Deductible waived)

$35 Co-payment per visit
(Deductible waived)

NON-PARTICIPATING
PROVIDER

80%

80%

80%

100%

(Deductible waived)

60%

80%

80%

80%

80%

80%

80%

80%

80%

80%

*Percentage Payable means that percentage of Covered Charges payable by KPIC. The Percentage Payable is applied against the Maximum
Allowable Charge for a Covered Service to calculate the benefit payable under the Group Policy after satisfaction of any deductibles, Co-
payments or Coinsurance amounts.

tAfter satisfaction of the Co-payment, KPIC will then pay 100 percent of Covered Charges incurred for such visits up to the Benefit Maximum.
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SCHEDULE OF COVERAGE
IMPORTANT: Read the section in Your Certificate of Insurance regarding Precertification carefully. Benefits
otherwise payable will be reduced by 30%, limited to a maximum of $5,000 per Policy Year if you fail to obtain
Precertification.

PERCENTAGE PAYABLE*

COVERED SERVICES PARTICIPATING NON-PARTICIPATING
PROVIDER PROVIDER
Partial hospitalization Treatment $35 Co-payment per visit 80%

(Deductible waived)

Psychological and Neuropsychological $35 Co-payment per visit 80%
Testing (Deductible waived)
Electroconvulsive Therapy (ECT) $35 Co-payment per visit 80%

(Deductible waived)

Crisis Intervention and Stabilization $35 Co-payment per visit 80%
(Deductible wa’ =d)

Morbid Obesity Services, including bariatric $55 Co-pa_ ment 80%
surgery: (Deductible wai. 1) in
provider office
$55 C .0ayment afte.
de" otible ~rovider: ze in
< atpati. 2t hoo »it7 surgery
cente.
"27, Co-payment after
¢ ductible (outpatient
facility fee)
500 Co-payment per
inpatient hospital
admission after deductible

Oral Surgery:
Medically necessary ~ '‘age 0. .seases $55 Co-payment 80%
and injury to jaw (Deductible waived) in

provider office

$55 Co-payment after
deductible provider fee in
outpatient hospital/surgery

center

$325 Co-payment after

deductible (facility fee)

$600 Co-payment per

inpatient hospital

admission after deductible

*Percentage Payable means that percentage of Covered Charges payable by KPIC. The Percentage Payable is applied against the Maximum
Allowable Charge for a Covered Service to calculate the benefit payable under the Group Policy after satisfaction of any deductibles, Co-
payments or Coinsurance amounts.

tAfter satisfaction of the Co-payment, KPIC will then pay 100 percent of Covered Charges incurred for such visits up to the Benefit Maximum.
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SCHEDULE OF COVERAGE
IMPORTANT: Read the section in Your Certificate of Insurance regarding Precertification carefully. Benefits
otherwise payable will be reduced by 30%, limited to a maximum of $5,000 per Policy Year if you fail to obtain

Precertification.

COVERED SERVICES

™J

TMJ Appliances (removable appliances for
TMJ repositioning)

Prosthetics and Orthotics:
Internal Prosthetics
(Covers medically necessary internally
implanted devices during surgery, i.e.
pacemakers, ocular lens implants, artificial
hips & joints, breast implants and cochlear
implants approved by FDA.)

External Prosthetics & Orthot!

(Includes all medically necess. y, u.. ding
artificial limbs/eyes, breast pros Yes’.
following a medically _c_ssary . astectomy;
Ostomy and Urolog' .al Supr'ies, | air
Prosthesis)

Radiation Therapy/Chemotherapy and Infusion
Therapy:
Radiation Therapy

Chemotherapy Visit

PERCENTAGE PAYABLE*

PARTICIPATING NON-PARTICIPATING
PROVIDER PROVIDER

$55 Co-payment 80%
(Deductible waived) in
provider office
$55 Co-payment after
deductible provider fee in
outpatient hospital/surgery
center
$325 Co-payment after
deductible (outpatient
facility fee)
$600 Co-paymer’ per
inpatient ho .ital
admission afte’ leduc* .ie

80% 60%

80% 60%

80% 60%

Limited to a combined Benefit Maximum of 4

mastectomy bras per Policy Year and 1 hair prosthesis

for hair loss following a course of radiation
/chemotherapy treatment

$55 Co-payment per visit 80%
(Deductible waived)
$55 Co-payment per visit 80%

(Deductible waived)

*Percentage Payable means that percentage of Covered Charges payable by KPIC. The Percentage Payable is applied against the Maximum
Allowable Charge for a Covered Service to calculate the benefit payable under the Group Policy after satisfaction of any deductibles, Co-

payments or Coinsurance amounts.

tAfter satisfaction of the Co-payment, KPIC will then pay 100 percent of Covered Charges incurred for such visits up to the Benefit Maximum.
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SCHEDULE OF COVERAGE
IMPORTANT: Read the section in Your Certificate of Insurance regarding Precertification carefully. Benefits
otherwise payable will be reduced by 30%, limited to a maximum of $5,000 per Policy Year if you fail to obtain
Precertification.

PERCENTAGE PAYABLE*

COVERED SERVICES PARTICIPATING NON-PARTICIPATING
PROVIDER PROVIDER
Infusion Therapy $55 Co-payment 80%

(Deductible waived) in
provider office

$55 Co-payment after
deductible provider fee in
outpatient hospital/surgery

center
$325 Co-payment after
deductible (outpatient
facility fee)

Reconstructive Surgery: $55 Co-pav: ent 80%
(Deductible « 1ived)< .
provider o\ ¢
$55 Co-payment ‘ter
deduc! »le provider fe i
outpatien. ~ospital/siirgery
Ce ‘er
$325  Jo-pay. .nt after
de .ctible (outpatient
facility fee)
$¢ 2 Co-payment per
inpatient hospital
adi..ission after deductible

Routine Foot Care: $55 Co-payment per visit 80%
(Deductible waived)

Skilled Nursing Care Servic< .. a Ski. .d Nursing $600 Co-payment per 80%

Facility: admission, after deductible

Limited to a combined Benefit Maximum of 100 days
per Policy Year

Therapy, Rehabilitation:

Physical Therapy - Outpatient $60 Co-payment per visit 80%
(Deductible waived)
Limited to a combined Benefit Maximum of 30 visits per
condition per Policy Year.

Speech Therapy - Outpatient $60 Co-payment per visit 80%
(Deductible waived)
Limited to a combined Benefit Maximum of 30 visits per
condition per Policy Year.

*Percentage Payable means that percentage of Covered Charges payable by KPIC. The Percentage Payable is applied against the Maximum
Allowable Charge for a Covered Service to calculate the benefit payable under the Group Policy after satisfaction of any deductibles, Co-
payments or Coinsurance amounts.

tAfter satisfaction of the Co-payment, KPIC will then pay 100 percent of Covered Charges incurred for such visits up to the Benefit Maximum.
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SCHEDULE OF COVERAGE
IMPORTANT: Read the section in Your Certificate of Insurance regarding Precertification carefully. Benefits
otherwise payable will be reduced by 30%, limited to a maximum of $5,000 per Policy Year if you fail to obtain

Precertification.

COVERED SERVICES

Occupational Therapy - Outpatient

Cardiac Rehabilitation Therapy — Outpatient

Pulmonary Rehabilitation:

X-Ray; Laboratory and Special Procedures —
Outpatient:

X-Rays, Imaging

Lab Tests - Diagnostic

Sleep Lab

Sleep Studies

Specialty Imaging (per test, not' = Jisit)
MRI, CT Scan, PET.“ can, Diagn. stic Nuclear
Medicine

Interventional Radiology

Transplants:

Urgent Care Service:
Urgent Care Office Visits

Urgent Care Centers or Facilities

PERCENTAGE PAYABLE*

PARTICIPATING NON-PARTICIPATING
PROVIDER PROVIDER

$60 Co-payment per visit 80%
(Deductible waived)
Limited to a combined Benefit Maximum of 30 visits per
condition per Policy Year.
$60 Co-payment per visit 80%
(Deductible waived)
Limited to a combined Benefit Maximum of 90 visits per
therapy per Policy Year

$60 Co-payment p visit 80%
(Deductible v .ved)
$60 Cc »ayment per v it 80%
Saduc hle waiva d)
$45 C' -payme..( per visit 80%
(™ zductible waived)
$40  Co-payment after 80%
deductible per visit
$55 Co-payment per visit 80%
(Deductible waived)
$400 Co-payment after 80%
deductible
$400 Co-payment after 80%

deductible per visit

Covered In-Plan Only Covered In-Plan Only

$35 Co-payment per visit 80%
(Deductible waived)
Primary
$55 Co-payment per visit
(Deductible waived)
Specialist
$55 Co-payment per visit 80%

(Deductible waived)

*Percentage Payable means that percentage of Covered Charges payable by KPIC. The Percentage Payable is applied against the Maximum
Allowable Charge for a Covered Service to calculate the benefit payable under the Group Policy after satisfaction of any deductibles, Co-

payments or Coinsurance amounts.

tAfter satisfaction of the Co-payment, KPIC will then pay 100 percent of Covered Charges incurred for such visits up to the Benefit Maximum.
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SCHEDULE OF COVERAGE
IMPORTANT: Read the section in Your Certificate of Insurance regarding Precertification carefully. Benefits
otherwise payable will be reduced by 30%, limited to a maximum of $5,000 per Policy Year if you fail to obtain
Precertification.

PERCENTAGE PAYABLE*

COVERED SERVICES PARTICIPATING NON-PARTICIPATING
PROVIDER PROVIDER

Vision Services:

Routine Eye Exams (Optometrist) $35 Co-payment per visit 80%
(Deductible waived)

Routine Eye Exams (Ophthalmologist) $55 Co-payment per visit 80%
(Deductible waived)

Pediatric Frames/Lenses Not Available 60%, up to a benefit
maximum of one non-
designer frame

Pediatric Contact Lenses (in lieu of Not Avail~ .ie 60%, up to a benefit
eyeglasses) maximum of the first
purchase per year

Pediatric Medically Necessary Contact it Available 60%, up to a benefit
Lenses maximum of 2 pair per
eye per year

Low Vision Aids Not Available Not Available

Adult Frames \lot Available 60%, up to a Benefit
Maximum of $100

Adult Lenses Not Available 60%, up to a Benefit
Maximum of $150

Adult Contact Lenses Not Available 60%, up to a Benefit
Maximum of $50

Wellness Benefit: $0 Co-payment per visit 80%
(Deductible waived)

Other Covered Services: 80% 60%

Preventive Care:

Exams $0 Co-payment per visit 80%
(Deductible waived)

Screenings $0 Co-payment per visit 80%
(Deductible waived)

Health Promotion $0 Co-payment per visit 80%
(Deductible waived)

Disease Prevention $0 Co-payment per visit 80%
(Deductible waived)

*Percentage Payable means that percentage of Covered Charges payable by KPIC. The Percentage Payable is applied against the Maximum
Allowable Charge for a Covered Service to calculate the benefit payable under the Group Policy after satisfaction of any deductibles, Co-
payments or Coinsurance amounts.

tAfter satisfaction of the Co-payment, KPIC will then pay 100 percent of Covered Charges incurred for such visits up to the Benefit Maximum.
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SCHEDULE OF COVERAGE
IMPORTANT: Read the section in Your Certificate of Insurance regarding Precertification carefully. Benefits
otherwise payable will be reduced by 30%, limited to a maximum of $5,000 per Policy Year if you fail to obtain

Precertification.

COVERED SERVICES

Other Preventive Care:
Routine Adult Physical Exams

Other Identified Labs and Screenings

Family Planning Non-Preventive:

Male sterilization (vasectomy)

Abortion Care Services

Fertility Services

Standard fertility preservation visit and
procedure for iatrogenic infertility

All Other Covered Services

(Including sperm and oocyte collection and
cryopreservation; evaluations, laboratory
assessments, medications and treatments
associated with sperm and oocyte cc ~c '2n
and cryopreservation.)

Infertility Services

Infertility Drugs (self-administe’ :d drugs
obtained through Pharm:.

Infertility Diagnosis and Treatment (excludes
In vitro fertilization)

PERCENTAGE PAYABLE*

PARTICIPATING
PROVIDER

$0 Co-payment per visit
(Deductible waived)

$0 Co-payment per visit
(Deductible waived)

$0 Co-payment per visit
(Deductible waiv< )

$0 Co-pa: nent
(Deductible v »ive' )

$55 Co-. vment pe~ visit
(e 'uctie 2 we' ed)

¢ ,5 Co-payment
. eductible waived) in
“rovider office
"325 Co-payment after
¢ zductible (outpatient
facility fee)

$55 Co-payment after
deductible provider fee in
outpatient hospital/surgery

center

See Rx Cost Shares

$55 Co-payment
(Deductible waived) in
provider office
$325 Co-payment after
deductible (outpatient
facility fee)

$55 Co-payment after
deductible provider fee in
outpatient hospital/surgery

center

NON-PARTICIPATING
PROVIDER

80%

80%

100%
(Deductible waived)

100%
(Deductible waived)

80%

80%

See Rx Cost Shares

80%

*Percentage Payable means that percentage of Covered Charges payable by KPIC. The Percentage Payable is applied against the Maximum
Allowable Charge for a Covered Service to calculate the benefit payable under the Group Policy after satisfaction of any deductibles, Co-
payments or Coinsurance amounts.

tAfter satisfaction of the Co-payment, KPIC will then pay 100 percent of Covered Charges incurred for such visits up to the Benefit Maximum.
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SCHEDULE OF COVERAGE
IMPORTANT: Read the section in Your Certificate of Insurance regarding Precertification carefully. Benefits
otherwise payable will be reduced by 30%, limited to a maximum of $5,000 per Policy Year if you fail to obtain

Precertification.

OPTIONAL BENEFITS:

Outpatient Prescription Drug Benefit:

After satisfaction of the Self Only Deductible (shown
below), each Covered Person shall pay the lesser of
the cost of the Prescription Drug or the applicable co-
payment or coinsurance (Co-payments/coinsurance

shown are based on a 30-day supply.)

Self Only Deductible (per Policy Year)

Covered Charges applied to satisfy the Prescription
Self-Only Deductible at the Participating Provider level
will not be applied towards satisfaction of the Self-
Only Deductible at the Non-Participating Provider
level. Likewise, Covered Charges applied to satisfy
the Self-Only Deductible at the Non-Participating
Provider level will not be applied towards satisfaction

of the Prescription Self-Only Deductible at the
Participating Provider level.

Tier 1 Drugs (Includes commonly prescribe

Generic Drugs)

Tier 2 Drugs (Includes commonly pre <ne A
Brand Name Drugs and commonly pre. ribeu

higher-cost Generic Drugs)

Tier 3 Drugs (Incluc” s an other . :and Name

£ Gu veric Drugs
that are on the For. " .y list ¢ 1d not included
in Tier 1 Drugs or Tier 2 Druc . Drugs on this

Drugs and a limite  numk

tier also include Biosim.. _rugs)

Tier 4 Drugs (Includes Specialty Drugs as
defined in the GENERAL DEFINITIONS

section)

PERCENTAGE PAYABLE*

PARTICIPATING
PROVIDER

$300

45 Co-payment per
pre. ription, then 100%

$80 Co-payment per
prescription, after
satisfaction of the
deductible

$100 Co-payment per
prescription, after
satisfaction of the
deductible

50% up to $150, after
satisfaction of the
deductible

NON-PARTICIPATING
PROVIDER**

Policy Year Deductible

20%, after satisfaction of
the deductible

20%, after satisfaction of
the deductible

20%, after satisfaction of
the deductible

50% up to $150, after
satisfaction of the
deductible

Outpatient prescription drugs are listed in the Formulary by drug tier, please refer to the Formulary located at:
https://healthy.kaiserpermanente.org/content/dam/kporg/final/documents/formularies/mas/marketplace-

formulary-mas-en.pdf.

Infertility Drugs

See Drug Tier for

applicable Rx cost share

See Drug Tier for
applicable Rx cost share

*Percentage Payable means that percentage of Covered Charges payable by KPIC. The Percentage Payable is applied against the Maximum
Allowable Charge for a Covered Service to calculate the benefit payable under the Group Policy after satisfaction of any deductibles, Co-

payments or Coinsurance amounts.

tAfter satisfaction of the Co-payment, KPIC will then pay 100 percent of Covered Charges incurred for such visits up to the Benefit Maximum.
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SCHEDULE OF COVERAGE
IMPORTANT: Read the section in Your Certificate of Insurance regarding Precertification carefully. Benefits
otherwise payable will be reduced by 30%, limited to a maximum of $5,000 per Policy Year if you fail to obtain

Precertification.

OPTIONAL BENEFITS:

Insulin

Diabetes, Human Immunodeficiency Virus
(HIV) and Acquired Immunodeficiency
Syndrome (AIDS) Drugs

Smoking Cessation Drugs

Contraceptive Drugs

Preventive Care Drugs

(Includes OTC Drugs required under ACA
Rules with prescription)

Oral Chemotherapy Drugs

Self-Injectable (Limit~ a 30- .y supply)

Maximum Daily supply:

PERCENTAGE PAYABLE*

PARTICIPATING
PROVIDER

See Drug Tier for
applicable Rx cost share;
not to exceed $30 per
day supply and $90 per
90-day supply

See Drug Tier for
applicable Rx cost share;
not to exceed $150 per
30-day supply/$450 per
90-day supp!

$0 Co-pay: ent pe:
prescrip. 0
(Deductible Wa. =d)

$0 C. nayment ner
ore. riptio:
(De uctibic ' aived)

»0 Co-payment per
prescription
(Deductible Waived)

$0 Co-payment per
prescription
(Deductible Waived)

See Drug Tier for
applicable Rx cost share

NON-PARTICIPATING
PROVIDER**

See Drug Tier for
applicable Rx cost share;
not to exceed $30 per 30

day supply and $90 per
90-day supply

See Drug Tier for
applicable Rx cost share;
not to exceed $150 per
30-day supply/$450 per
90-day supply

20%, after satisfaction of
the deductible

100%, after satisfaction of

the deductible

20%, after satisfaction of
the deductible

100%
(Deductible Waived)

See Drug Tier for
applicable Rx cost share

Limited to the lesser of a 30-day supply or the
standard amount prescribed for a prescription drug or

supply.

Maintenance Drugs will be limited to a 90-day supply
subject to 2 Co-payments.

For contraceptive drugs, up to a 12-month supply may
be obtained at one time.

*Percentage Payable means that percentage of Covered Charges payable by KPIC. The Percentage Payable is applied against the Maximum
Allowable Charge for a Covered Service to calculate the benefit payable under the Group Policy after satisfaction of any deductibles, Co-

payments or Coinsurance amounts.

tAfter satisfaction of the Co-payment, KPIC will then pay 100 percent of Covered Charges incurred for such visits up to the Benefit Maximum.
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SCHEDULE OF COVERAGE

IMPORTANT: Read the section in Your Certificate of Insurance regarding Precertification carefully. Benefits
otherwise payable will be reduced by 30%, limited to a maximum of $5,000 per Policy Year if you fail to obtain
Precertification.

**A Pharmacy claim form is required for prescriptions filled at non-participating pharmacies. Reimbursement of
claims for prescriptions filled at non-participating pharmacies are based on the Percentage Payable of the Maximum
Allowable Charge.

Members may obtain a partial supply of a prescription drug and will be charged a prorated daily copayment or
coinsurance from a participating pharmacy if the following conditions are met:

1.

2.
3.

4.
5.

the prescriber or the pharmacist determines dispensing a partial supply of a prescription drug to be in the best
interest of the member;

the prescription drug is anticipated to be required for more than 3 months;

the member requests or agrees to a partial supply for the purpose of synchronizing the dispensing of the
member’s prescription drugs;

the prescription drug is not a schedule Il controlled dangerous substance; and

the supply and dispensing of the prescription drug meets all prior authorization and utilization management
requirements specific to the prescription drug at the time of the synchronized dispensing.

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

*Percentage Payable means that percentage of Covered Charges payable by KPIC. The Percentage Payable is applied against the Maximum
Allowable Charge for a Covered Service to calculate the benefit payable under the Group Policy after satisfaction of any deductibles, Co-
payments or Coinsurance amounts.

tAfter satisfaction of the Co-payment, KPIC will then pay 100 percent of Covered Charges incurred for such visits up to the Benefit Maximum.

GC-SCH-POS-MD-SG 0-20 GOLD (2023) 15 2023 SG MD GOLD 0/20/3TPOS (F14)






KAISER PERMANENTE INSURANCE COMPANY
One Kaiser Plaza
Oakland, CA 94612

CIGNA INTEGRATION AMENDMENT RIDER

This Rider is issued and made part of the above referenced Group Policy/Certificate, to which it is
attached. By attachment of this Rider, the Policy/Certificate is amended as follows:

The following provisions are in lieu of and replace the same provisions in the above Certificate.

I. The INTRODUCTION section is hereby revised, in part, to now incorporate the following Access
to Care section:

Access to Care

For the Participating Providers and Non-participating "rovider opt. », KPIC is responsible for
paying for the medical and hospital services describea ~ this Certiricate/Group Policy. Your
coverage under the Group Policy includes covera< . . ' ce. din € vered Services received from
Participating Providers in Option 2. In order for ' .nefits' > be . able at the Participating Provider
level, the Covered Person must receive care fro > a ” urticipating Provider. KPIC's Participating
Provider network consists of the PHCS netv . Xk wi. «n MD, CA, DC, GA, HI, CO, OR, VA, and WA
(hereafter referred to as KP states) and the Cl. '\ " PPC Metwork in all other states.

NOTE: CIGNA PPO Network providers wvi.. ~bht.‘'n any necessary Precertification on Your behalf.
Please refer to the PRE-CERTIFICATION, 1. =DIC-. REVIEW, GRIEVANCE AND APPEALS section for
Precertification processes includ . ~ list ot “avered Benefits subject to Precertification.

To verify the current part:-"»ating “ .tus of a provider, please call the toll-free number listed in the
Participating Provider/ irectory. A urrent copy of KPIC's Participating Providers is available from
Your employer, or Yo ma> _an e shone number listed on Your ID card, or You may visit KPIC's
Participating Provider ncwwork’s’ vebsite at: www.kp.org/flexiblechoice/mas. To request a printed
copy at no cost, call the p} 2~ ..umber 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.

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.
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CIGNA INTEGRATION AMENDMENT RIDER

IMPORTANT: If a Covered Person is diagnosed with a condition or disease that requires specialized
health care services or 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 or provide
health care services for the condition or disease, or (2) KPIC cannot provide reasonable access to a
specialist or non-physician specialist with the professional training and expertise to treat or provide
health care services for the condition or disease without unreasonable delay or travel, then the
Covered Person may obtain Covered Services from a specialist or non-physician specialist who is
not part of KPIC's Participating Provider network and such Covered Services will be payable at the
Participating Provider benefit level. Services received for mental health or substance use disorders
from a Non-Participating Provider are provided at no greater cost to the Covered Person than if the
Covered Services were provided by a Participating Provider on KPIC’s provider panel.

No payment will be made by KPIC under the Group Policy for treatment (including confinement(s)),
services or supplies to the extent such treatment, services or supplies were arranged, paid for, or
payable by Health Plan under Option 1. Payment will be made either under the Health Plan’s
coverage (Option 1) or under the KPIC levels of coverage (Options 2« ¢ 3), but not under both.

This Certificate and the Schedule of Coverage form the rern inder of the Group Policy. The
provisions set forth herein, are incorporated and made part of, th. “ .oup P~ .cy.

Il. The following provisions within the PRE-CERTIFICATIC ' MEDICAL REVIEW, GRIEVANCE AND
APPEALS section are revised in the “Medical P' viev. Proy "m” portion to read as follows:

Medical Review Program means the organiza on <. program that: (1) evaluates proposed
treatments and/or services to determine M¢  »al N. essity; and (2) assures that the care received
is appropriate and Medically Necessary to th. C rere. Person’s health care needs. If the Medical
Review Program determines that th- ~are is no. Meaically Necessary, Pre-certification will be
denied. The Medical Review Program . Ay "= cu ntacced twenty-four (24) hours per day, seven (7)
days per week.

Medical Review Program for pro ‘ders ~esscd via the CIGNA PPO Network outside KP states will
be performed by CIGNA Medical } v .w. C.GNA PPO Network providers will obtain any necessary
Pre-certification on Yoy~ oeualf. Pi wviders may contact them at 888-831-0761.

If Pre-certification is d. ~i=~ (he, dverse Benefit Determination notice will tell You why We denied
Your claim and will include infor iation regarding the mandatory internal appeal process and Your
appeal rights, including ex. = .1 review, that may be available to You.

This Rider does not change, waive or extend any part of the Group Policy/Certificate other than as
set forth above. This Rider is subject to all the provisions of the Group Policy/Certificate that are
not in conflict with this Rider. In the event this Rider creates a duplication of benefits, duplicate
benefits will not be paid, but the higher of the applicable benefits will apply. This Rider is effective
on the same date as the Group Policy to which it is attached, unless a different date is shown above.
This Rider terminates on the same date as the Group Policy to which it is attached.

) — :
Co e ey

Chuck Bevilacqua
President
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KAISER PERMANENTE INSURANCE COMPANY
One Kaiser Plaza
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 ste:ting before the amendment takes
effect. The Group Policy is available for inspection at the Policyholder’s office

This Certificate automatically supersedes and replaces any and all certific. =s ' 4t may have been issued to You
previously for the coverage described herein.

In this Certificate, Kaiser Permanente Insurance Company will be rc >rred to as: “kKi1C”, “We”, “Us”, or “Our”. The
Insured Employee will be referred to as: “You” or “Your”.

This Certificate is important to You and Your family. Plea . read i’ carefully and keep it in a safe place.
Language Assistance

SPANISH (Espafiol): Para obtener asistencia £ Fspafiol, 'lan. 2l 1-(800)-686-7100.

TAGALOG (Tagalog): Kung kailangan ninyo ang . ‘ong .~ 'galog tumawag sa 1-(800)-686-7100.
CHINESE (A X): INRFEDXWMEL 1o "X 51%1-(800)-686-7100.

NAVAJO (Dine): Dinek'ehgo = at'ohw ninisingo, kwiijigo holne' 1-(800)-686-7100.

Please refer to the Gene il Lir~ .uc s a .d Exclusions section of this Certificate for a description of this plan’s
general limitations and exciusions. L' ewise, the Schedule of Coverage contains specific limitations for specific
benefits.

Your coverage under the Group Policy includes coverage for Covered Services received from Non-Participating
Providers. The provider you select can affect the dollar amount you must pay.

GC-FP-MD-SG-Rev.1 3 POS SG 2023







TABLE OF CONTENTS

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

Schedule of Coverage*

CERTIFICATE FACE PAGE . ... e e e et e e 3
A BLE OF CON T EN T S ittt et et et e et e e e e et e et e e et e e e eaaaas 5
INTRODUGCTION Lttt e e ettt et e et et e et e et e et e et e e et e e et e s et e st eeaneeeans 7
INtrodUCioN TO YOUT PIaN ... 7
Who Can ANSWET YOUT QUESTIONS? ..ot 8
GENERAL DEFINITIONS .o ettt ettt 9
ELIGIBILITY, EFFECTIVE DATE AND TERMINATION DATE ....ovviiiiiiiiee e 27
PRE-CERTIFICATION, MEDICAL REVIEW, GRIEVANCE AND APPEALS ... 35
DEDUCTIBLES AND MAXIMUMS ...oooiiiiiiiiiiiiie e i e 49
Individual Deductible .............ccoooe A................coacoevnn. 49
Family Deductible Maximum ...........ccccoiiiiiiiicceeeceiiit e 49
CoMMON ACCIAENT ..o e e 49
Percentage Payable ..o e e 49
Out-of-Pocket Maximums...........ccoovvvvvviiicced i e M e 49
Maximum Allowable Charge ...l i e 50
Maximum Benefit While INSUIrEd ........ <0 o e 50
Other MaximUIMS ... e e e e 50
Reinstatement of Your Maximur>.Benefit Nh. >Insured .........c.ooooiviiiiiiiceeeee e 50
GENERAL BENEFITS oo e s et e et e e e 51
INSUING ClAUSE ...t e e e e 51
COVETEA SEIVICES: ... oeii i e e et et 51
Preventive Care................. ikl 57
EXEENSION Of BT e e e 63
Benefits for Ini atient Moterr W Care......c.vvveeiiiie e 63
GENERAL LIMITATIONS 5 M T ACLU. IONS e 67
OPTIONAL OUTPATIENT PRESCRIPT ON DRUG BENEFITS, LIMITATIONS, AND EXCLUSIONS........cccovverene. 70
Outpatient Prescripuw: Drugs Limitations and EXCIUSIONS ...........ccccooovviiiiiiiiiiiiccecce, 71
CONTINUATION OF COVERAGE PROVISIONS ..o 75
Federal Continuation of Coverage ProviSions .............c..ccoooiuiiiiiiiiiic e 75
State ContinUAtioN ProViSIONS ..........oiiiii e 76
COORDINATION OF BENEFITS ..ottt ettt 79
CLAIM PROVISIONS .ot 82
GENERAL PROVISIONS ... 84

*Please consult with Your group administrator if the Schedule of Coverage was not included when this
Certificate was issued to You

GC-TOC-MD-SG-Rev.1 5 POS SG 2023






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. Terms that are used only within one
section of the Group Policy are defined in those sections. Please read all definitions carefully.

This Certificate is issued in conjunction with Health Plan’s Evidence of Coverage (which will be sent to you under
separate cover). KPIC and Health Plan issue these documents to explain the ¢ .erage available under the Point of
Service plan which entitles a Covered Person to choose among three or .ons when treatment or services are
requested or rendered. The three options are the Kaiser Permanente Provi. s (G «on 1), which is underwritten by
Health Plan and is explained in the Evidence of Coverage; and the Participating rovider' ,Option 2) and the Out-of-
Network Providers (referred to as Non-participating Providers i this Certifica. ' Jsption 3), both of which are
underwritten by KPIC and are explained in this Certificate of Insurari. . which is part of the Group Policy.

For the Kaiser Permanente Providers option, Health P* .n cover Coverc Services provided, prescribed and/or
directed by a Physician employed by or affiliated wit> Mia  tl2* (c Permanente Medical Group, P.C., (Health Plan’s
exclusive contractor for medical services) or by a fac W »or o. =r health care provider which contracts with Health
Plan or Kaiser Foundation Hospitals (Health Plan’s exc. 'siv_cont. ctor for hospital services). Under the Evidence of

Coverage, Covered Services (as the termis ¢ .. »d ther in) a 2 include certain other medical and hospital services
including, but not limited to Emergency Servi s, w. =t are rendered by non-affiliated Physicians, facilities and
providers, as further described in th¢ Tridence o1 “average. The Evidence of Coverage sets forth the terms of the

coverage underwritten by Health Plar

For the Participating Provir" .r's and Non-. rticipating Provider options, KPIC is responsible for paying for the medical
and hospital services de¢ ribed< ... Ce :ificate/Group Policy. Your coverage under the Group Policy includes
coverage for certain Coveicu Service received from Participating Providers in Option 2. To verify the current
participating status of a provid=r._~" _ase 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 network’s web site at: www.multiplan.com/kpmas. 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 Non-Participating Providers and you should consult the Schedule of Coverage to determine the
amount which KPIC will pay for a Covered Service.

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
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INTRODUCTION

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, or (2) KPIC cannot provide reasonable access to
a specialist or non-physician specialist with the professional training and expertise to treat the condition or disease
without unreasonable delay or travel, then the Covered Person may obtain Covered Services from a specialist or
non-physician specialist who is not part of KPIC’s Participating Provider network and such Covered Services will be
payable at the Participating Provider benefit level. Services received for mental health or substance use disorders
from a Non-Participating Provider are provided at no greater cost to the Covered Person than if the Covered Services
were provided by a Participating Provider on KPIC’s provider panel.

No payment will be made by KPIC under the Group Policy for treatment (inc!:ding confinement(s)), services or
supplies to the extent such treatment, services or supplies were arranged, pa’ ror, or payable by Health Plan under
Option 1. Payment will be made either under the Health Plan’s coveras (Optie® 1) or under the KPIC levels of
coverage (Options 2 or 3), but not under both.

This Certificate and the Schedule of Coverage form the remaindc of the Group . ulicy. The provisions set forth
herein, are incorporated and made part of, the Group Policy

Who Can Answer Your Questions?

For assistance with questions regarding Your covera, . such < Your benefits, Your current eligibility status, or name
and address changes, please have Your ID card availai ‘e hen Yy call:

For coverage, benefits and current « 2. v 1-°88-..5-7202 (TTY 711)

For name and address chans 1-838-225-7202 (TTY 711)

For information or verificatin== " 2ligibii  ror coverage, please call the number listed on Your ID card.

For Pre-certification of Co »ra<" _crvice or Utilization Review please call the number listed on Your ID card or 1-888-
567-6847.
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GENERAL DEFINITIONS

The following terms have special meaning throughout this Certificate. Other parts of this Certificate contain
definitions specific to those provisions. Terms that are used only within one section of the Certificate are defined in
those sections.

Accumulation Period means the time period of not less than twelve (12) months.

Administrator means Kaiser Permanente - Claims Department 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 Retirement Income
Security Act of 1974 (ERISA), as then constituted or later amended.

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

Alcohol Abuse means a disease that is characterized by a pattern of pau. »lo cal use ~f alcohol with repeated
attempts to control its use, and with significant negative consequences in at le. * one< . the following areas of life:
medical; legal; financial; or psycho-social.

Allowance means a specified credit amount that can be us® . wc ard . = pur’ ase price of a covered item. If the
price of the item(s) selected exceeds the Allowance, an= unts in/ «cess ¢ ne Allowance are paid by the Covered
Person and that payment does not apply toward the satisi “tic® of the annual Out of Pocket Maximum.

Amino Acid-Based Elemental Formula(s) means foi nu »s the are made from individual (single) non-allergenic
amino acids unlike regular dairy (milk or soy.' =sed) for 1ule 3s well as foods that contain many complete proteins.
Amino acid-based elemental formulas are ma > 0. tate 1s broken down to their “elemental level” so that they can
be easily absorbed and digested.

Ancillary services means:

1. Items and services fur siics by a |« m-participating provider in a participating facility related to emergency
medicine, anesthesi¢ gy, p2*'"'agy, radiology, and neonatology, whether provided by a physician or non-
physician practitioner,

2. ltems and services provided by a< istant surgeons, hospitalists, and intensivists.

Diagnostic services, includi.._ .diology and laboratory services; and

4. Items and services provided by a non-participating provider if there is no Participating provider who can furnish
such item or service at such facility.

w

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.
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GENERAL DEFINITIONS

Birth Center means a free-standing health care 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;

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.

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.

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

Certified Nurse-Midwife or Licensed Midwife means any person duly cer’ .ied or' :ensed as such in the state in
which treatment is received and is acting within the scope of his or he lice’ ;e at the time the treatment is
performed.

Certified Nurse Practitioner (CNP) means a Registered Nurse duly ‘censed in the state in which the treatment is
received who has completed a formal educational nurse prz= ... aer . 2gram ie or she must be certified as such
by the: 1) American Nurses' Association; 2) National Be® . d of P¢ iatric. = se Practitioners and Associates; or 3)
Nurses' Association of the American College of Obstetricic = an< aynecologists.

Certified Psychiatric-Mental Health Clinical Nurse $_€e. ~list i\ »ans any Registered Nurse licensed in the state in
which the treatment is received who: 1) has completec 1 fo nal educational program as a psychiatric-mental health
clinical nurse specialist; and 2) is certified by <. »ericc 21 Nu,ses' Association.

Coinsurance means that percentage “.Coverea “harges to be paid by the Covered Person. The percentage of
Covered Charges to be paid by the Cc ereu . =an I. the difference between the Percentage Payable by KPIC and
the Maximum Allowable Charge. The C vs zd Person is also responsible for payment of any amounts in excess of
the Maximum Allowable C' .rge for a Co ‘red Service.

Complications of Pregna. =~ .cans ) conditions requiring hospital confinement when the pregnancy is not
terminated and whose diagnoses are< .stinct from pregnancy but are adversely affected by pregnancy or are caused
by pregnancy, such as acute ..cpnritis, 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. Isundergoing 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 Participating Provider. Co-payments do not count toward satisfaction of the Individual
or Family Deductibles. All Co-payments applicable to the Covered Services are shown in the Schedule of Coverage.
Co-payments are applied on a per visit or per service basis. Co-payments paid for Covered Services and those paid
for prescription drugs under the Prescription Drug benefit do count toward satisfaction of the Out-of-Pocket
Maximum.

Cosmetic Surgery means surgery that: a) is performed to alter or reshape ne .nal structures of the body in order to
change the patient’s appearance; and b) will not result in significant img veme® _'in physical function or correct
deformity resulting from disease, trauma, or congenital or developmental an.  alies.

Cost Share means a Covered Person's share of Covered Charge. Cost Share inc des and is limited only to the
following: 1) Coinsurance; 2) Copayment; and 3) Deductible; 2++"4) ai " benefit< Jecific deductible.

Covered Charge means the Maximum Allowable Charge’ ,r a Cov. ed Serv _e.

Covered Person means a person covered under the ms ot 2 Group Policy and who is duly enrolled as an Insured
Employee or Insured Dependent under the plan. Nc¢ 9c¢ "on n. ‘ be covered as both an Insured Employee and a
Dependent at the same time.

Covered Services means services as defined < d liscc” under the section of this Certificate entitled GENERAL
BENEFITS.

Creditable Coverage means

1. Anyindividual or grour  .olicy, contr. t, or program that is written or administered by a disability insurer, health
care service plan, fré ernal * “ts . ciety, self-insured employer plan, or any other entity, in this state or
elsewhere, and that ai. .ges or p »vides medical, hospital, and surgical coverage not designed to supplement
other plans. The term includes = atinuation or conversion coverage but does not include accident only, credit,
disability income, Champus supplement, Medicare supplement, long-term care, dental, vision, coverage issued
as a supplement to liability insurance, insurance arising out of a workers' compensation or similar law,
automobile medical payment insurance, or insurance under which benefits are payable with or without regard
to fault and that is statutorily required to be contained in any liability insurance policy or equivalent self-
insurance.

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

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
will not be payable for Covered Charges applied to satisfy the Deductible, nor will such Covered Charges be applied
toward satisfaction of the Out-of-Pocket Maximum. 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.

Dependent means:

(1) Your lawful spouse:
(2) Your or Your covered spouse’s dependent child under the limiting age of tv. aty-six .o) who is:
i.  Abiological child, stepchild, grandchild, or foster child;
ii.  Alawfully adopted child from the date of placement o~a ch. '.in the process of being adopted;
ili.  Your or Your covered spouse’s grandchild under #* s;tame ary ¢ -o7 c-appointed guardianship;
iv. A child for whom You or Your covered spouse . ve be .1 grantea legal custody (other than custody as a
result of a guardianship); or
V. A child for whom You or Your covered spou e . ~ve a =al obligation to provide coverage pursuant to a
child support order or other court = »ror cou 't-a. +oved agreement or testamentary appointment.

An unmarried child who is covered ==.a Depenc. 2t when they reach the limiting age of twenty-six (26) may be

eligible for coverage as a disabled De} :nac. “fthe ¢ ild meets all of the following requirements:

1. They areincapable of self-sustainir. er ploymient because of a mental or physical incapacity that occurred prior
to reaching the age lin” _tor Oepena ats;

2. They must be chiefly. epens” ... rtht ir support and maintenance from You or Your spouse, or other Covered
Person and

3. You provide Us proof of th< =" s incapacity and dependency upon attainment of the limiting age and no more
frequently than annually during the duration of the incapacity during the duration of the dependency.

Covered Persons must notify Health Plan of any change in eligibility of a Dependent for any reason other than when
a child reaches age twenty-six (26).

As used in this definition, the term “spouse” will include Your Domestic Partner if such eligibility is elected by the
Policyholder.

Domestic Partner means an individual in a relationship with an Insured Employee of the same or opposite sex,

provided both individuals:

1. Are at least eighteen (18) years old;

2. Are not related to each other by blood or marriage within four degrees of consanguinity under civil law rule;

3. Are not married or in a civil union or domestic partnership with another individual;

4. Have been financially interdependent for at least six (6) consecutive months prior to application in which each
individual contributes to some extent to the other individual’s maintenance and support with the intention of
remaining in the relationship indefinitely; and
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5. Share a common primary residence.

Drug Abuse means a disease which is characterized by a pattern of pathological use of a drug with repeated attempts
to control the use, and with significant negative consequences in at least one of the following areas of life; medical,
legal, financial, or psycho-social.

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 approved, except for apnea monitors and breast pumps;
not primarily and customarily for the convenience of the Covered Person;

Provides direct aid or relief of the Covered Person’s medical condition;

appropriate for use in the home; and

Serves a specific therapeutic purpose in the treatment of an illness or injurv

©® N U WDNR

Durable Medical Equipment will not include:

1. Oxygen tents;

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

3. Deluxe equipment such as motor driven wheelchairs and" " ‘=. ex. ot wher .uch deluxe features are necessary
for the effective treatment of a Covered Person’s cor® .cional |in or > or the Covered Person to operate the
equipment;

4. Disposable supplies, exercise and hygiene equ. ~ent,  Jerimental or research equipment, and devises not
medical in nature such as sauna baths, elevators .o. modii. 2tions to the home or automobile. This exclusion
does not apply to disposable diabetic su  »lies;

5. Devices for testing blood or other body s. »st.. 22s, xcept diabetic testing equipment and supplies;

6. Electronic monitors of bodily functions, exce, “infar. apnea monitors;

7. Replacement of lost equipment;

8. Repair, adjustments or replaceme: s ns".es.. ted by misuse;

9. More than one piece< . urable .iedical Equipment serving essentially the same function; except for
replacements other t' an thosa-==ces ‘tated by misuse or loss; and

10. Spare or alternate usc 2= _iment.

Emergency facility means an e...C.igency 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 mental health condition or substance use
disorder, manifesting itself by acute symptoms of sufficient severity (including severe pain) such that a prudent
layperson, who possesses an average knowledge of health and medicine, could reasonably expect the absence of
immediate medical attention to result in:

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

in serious jeopardy;
2. Serious impairment to bodily functions; and/or
3. Serious dysfunction of any bodily organ or part.
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Emergency medical conditions are covered by the Health Plan as an In-Plan benefit. For details of coverage see the
Health Plan’s Evidence of Coverage.

Emergency Services (Emergency Care) means, with respect to an emergency medical condition:

1. An appropriate medical screening examination (as required under section 1867 of the Social Security Act, 42
U.S.C. 1395dd), or as would be required under such section if such section applied to an independent
freestanding emergency department) that is within the capability of the emergency department of a hospital
or of an independent freestanding emergency department, as applicable, including ancillary services routinely
available to the emergency department to evaluate the emergency medical condition; and

2. Within the capabilities of the staff and facilities available at the hospital or the independent freestanding
emergency department, as applicable, such further medical examination and treatment, as are required under
section 1867 of the Social Security Act (42 U.S.C. 1395dd(e)(3)) 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.  Except as provided in item 4. below, Covered Services that are furnis .d by a nonparticipating provider or
nonparticipating emergency facility after the individual is stabilized a: « as par’ of outpatient observation or an
inpatient or outpatient stay with respect to the visit in which the se i< _s descr’ ad in item 1. above are
furnished.

4. The Covered Services described in item 3. above are not inclv "=d as emerger. y services if all of the following
conditions are met:

a. The attending emergency physician or treating< ovider leteri. . that the individual is able to travel
using nonmedical transportation or non-emer, ncy ' dical transportation to an available participating
provider or facility located within areasor.  'etra.  distance, taking into account the individual’s medical
condition;

b. The provider or facility furnishing < :<h addit. \-na=ms and services satisfies the notice and consent
criteria of 45 C.F.R § 149.420(c) thi g1, =\ w. Y respect to such items and services, provided that the
written notice additionally <atisfies ite s 4.b... und ii. below, as applicable;

i In the case of a partic. au. ~merge -y facility and a non-participating provider, the written notice
must also include a list\ “any’ ai.. sating providers at the facility who are able to furnish such items
and services® . ved an otification that the participant, beneficiary, or member may be referred,
at their oy on, to s:=h at rticipating provider.

ii. Inthecase €= un-par cipating - Facility, the written notice must include the good faith estimated
amount that the indivi‘ ual may be charged for items or services furnished by the non-participating
emergency facilic, <. 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. Theindividual (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; and

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 including the items and services covered within
these categories of benefits that comprise an essential health benefit package as defined under the Patient
Protection and Affordable Care Act of 2010 (PPACA) as then constituted or later amended.
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Expense(s) Incurred means expenses a Covered Person incurs for Covered Services. An expense is deemed incurred
as of the date of the service, treatment or purchase.

Experimental Services means services that are not recognized as efficacious as that term is defined in the edition of
the Institute of Medicine Report on Assessing Medical Technologies that is current when the care is rendered.

Experimental Services do not include controlled clinical trials as defined in the General Benefit section.

External Prosthetics and Orthotics means:

1. An External Prosthetic device is a device that is located outside of the body which replaces all or a portion of a
body part or that replaces all or portion of the function of a permanently inoperative or malfunctioning body
part. Examples of external prosthetics includes artificial limbs, parental and enteral nutrition, urinary collection
and retention systems, colostomy bags and other items and supplies directly related to ostomy care and eye
wear after cataract surgery or eyewear to correct aphakia. Supplies necessary for the effective use of prosthetic
device are also considered prosthetics.

2. Orthotics that are rigid or semi rigid external devices. They must: a) sup: .rt or correct a defective form or
function of an inoperative or malfunctioning body part; or b) restrict me” un in a.diseased or injured part of the
body. Orthotics do not include casts.

External Prosthetics and Orthotics must be approved for coverage.under Medica te’ e covered under this plan.

Filing Date means the earlier of:
1. Five (5) days after the date of mailing; or
2. The date of receipt.

Formulary means a list of prescription drugs and whic v. "' be a. 1ensed through Participating and Non-participating
Pharmacies to Covered Persons. Unless specifically exc ude under the plan, all FDA-approved drugs are part of this
Plan’s Formulary. A copy of the formulary me, “e o taincd by visiting https://healthy.kaiserpermanente.org/
content/dam/kporg/final/documents/formularic /mas,. rketplace-formulary-mas-en.pdf.

Free-Standing Surgical Facility means' lega' , . rated institution which is accredited by the Joint Commission on

the Accreditation of Health C= »izatior < JCAHO) or other similar organization approved by KPIC that:

1. Has permanent oper: .ng rooms:

2. Has atleast one reco v _in;

3. Has all necessary equipment for 1© 2 before, during and after surgery;

4. s supervised by an organi. " .iedical 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.

Generic Drug means a prescription drug that does not bear the trademark of a specific manufacturer. Itis chemically
the same as a Brand Name Drug.

Habilitative Services means health care services and devices that help a person keep, learn, or improve skills and
functioning for daily living. Examples include therapy for a child who is not walking or talking at the expected age.
These services may include physical and occupational therapy, speech-language pathology and other services for
people with disabilities in a variety of inpatient and/or outpatient settings.

Health Plan means Kaiser Foundation Health Plan of the Mid-Atlantic States, Incorporated.
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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 Person in the home if:

1. The institutionalization of the covered person in a hospital or related institution or skilled nursing facility would
otherwise have been required if home health care were not provided; and

2. The plan of treatment covering the home health care service is established and approved in writing by the health
care practitioner.

Home Health Care Services include:

1. Part-time or intermittent skilled nursing care provide by or under the supervision of a Registered Nurse;

2. Part-time or intermittent care by a Home Health Aide, provide in conjunction with skilled nursing care; and

3. Therapeutic care services provided by or under the supervision of a speech< .ccupational, physical or respiratory
therapist licensed under state law (if required).

4. Assistance with activities of daily living;

Respite care services; and

6. Homemaker services.

v

Services by a private duty nurse are excluded under this be® :tit.

Hospice Care means a coordinated, interdisciplinary pir :ram’ of hospice care services for meeting the special
physical, psychological, spiritual and social needs of v \ »inall, !individuals and their families, by providing palliative
and supportive medical, nursing, and other health se vic = thrc sh home or inpatient care during the lliness and
bereavement to: (a) Covered Persons who k' ».no rea. »na. > prospect of cure as estimated by a Physician; and (b)
the immediate families or family caregivers € tric 2.1 dividuals. As used in this definition: (1) “bereavement
counseling” means counseling provid«- to the im. =diate ramily or family caregiver of the Covered Person after the
Covered Person’s death to help the in. aeu.. family + family caregiver cope with the death of the Covered Person;
(2) “family caregiver” means a relative' v/ b' od, i..arriage, or adoption who lives with or is the primary caregiver of
the terminally ill Covered P< sui,, (3) “fa. ily counseling” means counseling given to the immediate family or family
caregiver of the terminally [l Cover " 2ars aforthe purpose of learning to care for the Covered Person and to adjust
to the death of the Covere. = _.son; (4 “immediate family” means the spouse, parents, siblings, grandparents, and
children of the terminally ill Covered® erson; (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. s legally 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;

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

Is supervised by a staff of at least two Physicians;

Has 24-hour-a-day nursing services by Registered Nurses; and

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.

o v kW
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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. agroup 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 or indirectly by surgery, chemotherapy,
radiation, or other medical treatment affecting the reproductive organs or processes.

Independent Freestanding Emergency Department means a health care facilit:* .nat is geographically separate and
distinct and licensed separately from a hospital under applicable State law; = .d provides any emergency services.

In-Plan means those benefits covered and/or provided by Health Plan under e _up agre ment.
Inherited Metabolic Disease means a disease caused by an inheri*~d abnormality ¥ ody chemistry.
Injury means an accidental bodily injury sustained by a Cove: . =rso.

Insured Dependent means a Covered Person who is a D. enden? .f the Insared Employee.

Insured Employee means a Covered Person who is < « mplc, e of the Policyholder or who is entitled to coverage
under the Group Policy through a welfare trust agreei et

Intensive Care Unit means a section, ward or_‘ing ithi. the dospital which:

1. Is separated from other Hospital facilities;

2. s operated exclusively for the pt nu. =f provic ng professional care and treatment for critically-ill patients;

3. Has special supplies and equipme t ne” es.. > for such care and treatment available on a standby basis for
immediate use;

4. Provides Room and B ard; and

5. Provides constant ob. = Un anc care by Registered Nurses or other specially trained Hospital personnel.

Late Enrollee means, as deteri.. _u 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.

Limited Distribution Drug (LDD) means a prescription drug that is limited in distribution by the manufacturer or FDA.

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.

Maintenance drug means a drug anticipated to be required for six (6) months or more to treat a chronic condition.
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Mastectomy means the surgical removal of all or part of a breast.

Maternity Services means 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 payment in full for Covered Services, subject to payment of any applicable Deductible, Copayment, and
Coinsurance by 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 '* .ige gen< ally made by a Physician
or other provider of Covered Services. The charge cannot exceed the ge. »ral' vel of charge made by other
providers within an area in which the charge is incurred 1. Injury or Sicki zss comparable in severity and
nature to the Injury or Sickness being treated. The.- <al Ic =l of ck* ./ges is determined in accord with
schedules on file with the authorized Administr .or. Fc¢ char, = ot listed in the schedules, KPIC will
establish the UCR. KPIC reserves the right to pe. ~dica!" adjust the charges listed in the schedules. In no
instance, however, shall the UCR be less thc  “he Mi. .mum Allowable Charge paid applicable to the same
service rendered by a similarly licensed pro\ d¢ who a Participating Provider in the same geographic
region. With regard to Non-particip2” 2o on-cai Phy. -ians and Non-participating Hospital-based Physicians,
the UCR shall be calculated in accorda e ..""% t} » requirements of Maryland Insurance Article 14-205.2

The term “area” as it wol 1 apy. “2 an, particular service, medicine or supply means a city or such
greater area as is necessary ) £ .cain a representative cross section of a particular level of charges.

Except as proy Jded bel~» if . e Maximum Allowable Charge is the UCR, the Covered Person will be
responsible foi = .ent to he provider of any amount in excess of the UCR when the UCR is less than
the actual billed charges: such difference will not apply towards satisfaction of the Out-of-Pocket
Maximum nor any dc..ctible under the Group Policy.

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 Maximum Allowable Charge for a health care service provided by Non-Participating Providers will not be less
than the Maximum Allowable Charge paid to a similarly licensed provider who is a Participating Provider for the
same health care service in the same geographic area.
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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.

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 rate
approved by the Health Services Cost Review Commission.

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

Medically Necessary means services that, in the judgment of KPIC (when applic hle bv .w), are:

1. Essential for the diagnosis or treatment of a Covered Person'c ‘njury or Sickne

In accord with generally accepted medical practice and professic ally recognized standards in the community;

Appropriate with regard to standards of medical care:

Provided in a safe and appropriate setting given the  ature o .he diag..osis and the severity of the symptomes;

Not provided solely for the convenience of the 7 avere °< son or the convenience of the health care provider

or facility; and

Not primarily custodial care; and

7. Provided at the most appropriate suppi, '=. 'and cilit,.When applied to Confinement in a Hospital or other
facility, this test means that the Covered F. -on ..~ s to be confined as an inpatient due to the nature of the
services rendered or due to the' .« »red Pers. »'s condition and that the Covered Person cannot receive safe
and adequate care through outpa ent tr ment.

vk wnN
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The fact that a Physician n' .y prescribe, « thorize, or direct a service does not of itself make it Medically Necessary
or covered by the Group  »licv

Medical Review Program means tk' organization or program that: (1) evaluates proposed treatments and/or
services to determine Medical ecessity; 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.

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

Member means a person covered under the terms of the Health Plan Point-of-Service Group Agreement.

Mental Health lliness 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.

Month means a period of time: 1) beginning with the date stated in the Group Policy; and 2) terminating on the
same date of the succeeding calendar month. If the succeeding calendar month has no such date, the last day of the
month will be used.
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Morbid Obesity means a Body Mass Index (BMI) 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 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, 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 nics ine to an individual attempting to
cease the use of tobacco products; and 2) Is obtained under a prescriptio:” written by an authorized prescriber.
Nicotine Replacement Therapy does not include any over-the-counter p. ducts< iat may be obtained without a
prescription

Non-participating emergency facility means an emergency faci. '« that has no. ontracted directly with Us or
indirectly, such as through an entity contracting on behalf of 1:=*2 pru ide healt" care services to our members.

Non-Emergency use of Emergency Services means ser:’ .es rend red in < Emergency Department which do not
meet the definition of emergency services.

Non-participating Pharmacy means a pharmacy that 1o »not. wve a Participating Pharmacy agreement with KPIC
or its Administrator in effect at the time servi- »s are rer Yere . In most instances, You will be responsible for a larger
portion of Your pharmaceutical bill when You ‘'L, »crif sions at a Non-participating Pharmacy.

Non-Participating Provider means a . ~ital, Phy. ~ian or other duly licensed health care provider or facility that
does not have a participation agreeme twitr ~ "“orits Administrator in effect at the time services are rendered or
an entity contracting on behalf~f KPICt. ' ovide health care services to KPIC's members. In most instances, You will
be responsible for a larger ortion of You: Hill when You visit a Non-Participating Provider. Please consult Your group
administrator for a list of  artici™ ..ng ‘o .ders or visit PHCS’ website at www.phcs.com.

Non-Preferred Brand Name Drug m .ns a prescription drug that has been patented and is only produced by one
manufacturer under that name or trademark and is not listed by Us as a drug preferred or favored to be dispensed.

On-call physician means a physician who:

1. Has privileges at a hospital;

2. Isrequired torespond within an agreed upon time period to provide health care services for unassigned patients
at the request of a hospital or a hospital emergency department; and

3. Is not a hospital-based physician.

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

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.
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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:

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 thereis 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. If there is no such All-Payer Model Agreement or specified State law 27 plicable to the item or service, an
amount agreed upon by us and the non- participating provider or nor< articip=ting emergency facility.
4, If none of the three conditions above apply, an amount determi. »d bv< . certified independent dispute

resolution (IDR) entity under the IDR process described in section 27> -1(c) or' .799A-2(b) of the federal
Public Health Service Act, as applicable.

Out-of-Plan means those benefits underwritten by KPICand.« “~rth'. the Gre p Policy. Unless specifically stated
otherwise in the Group Policy, KPIC will not pay for servis 5 arran 2d, pi " 2d or reimbursed under Health Plan’s
In-Plan coverage.

Out-of-Pocket Costs means a Covered Person's sh. ‘e ~f Co. red Charges. For purposes of the Out—of-Pocket
Maximum, a Covered Person’s Out-of-Pocket costs me 1ns e dii.erence between the amount payable by KPIC for
Covered Charges and the Maximum Allowa ‘= :arge. Qut-. i-Pocket does not include Covered Charges applied
towards satisfying deductibles, Co-payment am. :nts ¢ = y amount in excess of the Maximum Allowable Charge.

Out-of-Pocket Maximum means the i tai.. »unto: lovered Charges a Covered Person will be responsible for in a
Policy Year.

Partial Hospitalization m¢ .ns medically ¢ -ected intensive or intermediate short-term treatment of not more than
twenty-four (24) hours ar. \ne"" _ss th n fuur (4) hours for mental illness, emotional disorders, Substance Abuse in
a licensed or certified facility or progr: n.

Participating emergency facility means any emergency 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 an
emergency 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.

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.
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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
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 Put c Health Service Act (PHS), as then
constituted or later amended.

Percentage Payable means that percentage of Covered Charges payable by ‘P! . The Pe sentage Payable and the
Covered Service to which it applies is set forth in the Schedule of Coverage. The+ :cents e Payable is applied against
the Maximum Allowable Charge for Covered Services to calculate”. = benefit paya. . under the Group Policy.

Pharmacy means a location where prescription medications .re . =2pai 'ancd‘ .ispensed.

Physician means a health practitioner who is duly licensc as s .1 in the state in which the treatment is rendered.
He or she must be practicing within the scope of the  -ense  nhe term does not include a practitioner who may be
defined elsewhere in this GENERAL DEFINITIONS sec. o1, r elsc here in the Group Policy/Certificate.

Policyholder means the employer(s) or trust. * < >er er. ity n..ned in the Group Policy as the Policyholder and who
conforms to the administrative and other provi. »ns e. = 'ished under the Group Policy.

Policy Year means a period of time 1) « “inning wvith the Group Policy's Effective Date of any year; and 2)
terminating, unless otherwise noted or. he‘ .roup . olicy, on the same date shown on the Group Policy. If the Group
Policy's Effective Date is Fe¥" uary 29, suc  date will be considered to be February 28 in any year having no such date.

Pre-certification/Pre-cert “e”< _.ans )e equired assessment of the necessity, efficiency and/or appropriateness
of specified health care services or tr atment made by the Medical Review Program. Request for Precertification
must be made by the Covered'. ~ un or the Covered Person’s attending Physician prior to the commencement of
any service or treatment. If Precertification is required, it must be obtained to avoid a reduction in benefits.

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

Preventive Services means medical services rendered to prevent diseases. Preventive Services are limited to those
services set forth in the General Benefits section.

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

Prosthetic Device means an artificial device to replace, in whole or in part, a leg, an arm, or an eye.

Prosthetics means internally implanted devices and/or external 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
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that are approved by the Federal Food and Drug Administration. External devices are limited to ostomy and
urological supplies; breast prosthesis, including a mastectomy bra, needed following a mastectomy, including
custom-made prosthetics. This definition does not include “Prosthetic Devices” which are defined separately above.

Prosthetics will not include:

1. Internally implanted breast prosthetics for cosmetic purposes;

2. Dental prosthetics, devices, implants 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;

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

7. Non-rigid supplies, such as clastic stockings, and wigs;

8. Electronic voice producing machines;

9. Hair prosthesis.

10. “Prosthetic Devices” which are separately defined;

o vk Ww

Pulmonary Rehabilitation Program means pulmonary rehabilitatic narogram sessic s limited to a maximum of two
1-hour sessions per day for up to thirty-six (36) sessions, witk= "= op. n for ar’ .dditional thirty-six (36) sessions if
Medically Necessary. The care must be rendered accordin< .0 ani dividc 'iz* 4 treatment plan.

As used in this definition, individualized treatment plan®. =ans a‘ .ritten pian established, reviewed, and signed by
a Physician every thirty (30) days, that describes all # the t¢ = ving:

1. The individual's diagnosis.

2. The type, amount, frequency, and duratian of the :en. and services under the plan.

3. The goals set for the individual under th. 2c.

The pulmonary rehabilitation team " Yo, =clude ¢ -tors, nurses, and specialists. Examples of specialists include

respiratory therapists, physical and ou upat: .. “*herapists, dietitians or nutritionists, and psychologists or social
workers.
Qualifying Payment Am unt r== .. the amount calculated using the methodology described in 45 C.F.R. §

149.140(c), which is based ¢.. (ne mec in contracted rate for all plans offered by the carrier in the same insurance
market for the same or similar.iter 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. 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
HSCRC.

2. If there is no such All-Payer Model Agreement applicable to the item or service, in a State that has in effect a
specified State law, 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.
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3.  If neither an All-Payer Model Agreement or a specified State law apply to the item or service, the lesser of: the
amount billed by the non-participating provider or non-participating emergency facility, or the Qualifying
Payment Amount.

Reconstructive Surgery means a surgery performed to significantly improve a physical function; or to correct
significant disfigurement resulting from an Injury or covered surgery, such as a covered mastectomy.

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

Rehabilitation Services means services provided to restore previously existing physical function when a physician
determines that therapy will result in a practical improvement in the level of functioning within a reasonable period
of time.

Residential Crisis Services mean intensive health and support services that are:

1. Provided to a child or an adult with a mental iliness 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 alter” ative te sychiatric inpatient admission,
or shorten the length of inpatient stay;

3. Provided out of the individual’s residence on a short-term basis in a comm. ity-b< od residential setting; and

4. Provided by entities that are licensed by the Maryland Depa. ment of Healti. nd Mental Hygiene to provide
Residential Crisis Services.

Room and Board means all charges commonly made . a Hosr _al or otrer inpatient medical facility on its own
behalf for room and meals essential to the care of r= ‘stere “ .d patients.

Routine Prenatal Care means an office visit that inclu. 2s ~e or. ore of the following:
1. Theinitial and subsequent histories;

2. Physical examinations;

3. Recording of weight, blood press =2s:

4. Fetal heart tones; and

5. Routine chemical urinalysis.

Serious or complex cond ion < ... 1t  case of an acute illness, a condition that is serious enough to require

specialized medical treatmc... to avoir the reasonable possibility of death or permanent harm; or in the case of a
chronic illness or condition, a eandi* ,n 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, licensed by the Maryland Department
of Health, which is:
1. Primarily engaged in providing:
a.  Skilled nursing care, and related services, for residents who require medical or nursing care, or
b.  Rehabilitation services for the rehabilitation of injured, disabled, or sick persons; and
2. Certified by the Medicare Program as a skilled nursing facility.
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Specialty Care Visits means consultations with Physicians other than Primary Care Physicians in departments other
that those listed under the definition of Primary Care Physicians.

Specialty Drugs means a prescription drug that: (1) is prescribed for an individual with a Complex or Chronic Medical
Condition, or a Rare Medical Condition; (2) costs $600 or more for up to a 30-day supply; (3) is not typically stocked
at retail pharmacies; and (4) requires a difficult or unusual process of delivery to the Member in the preparation,
handling, storage, inventory, or distribution of the drug; or requires enhanced patient education, management, or
support, beyond those required for traditional dispensing, before or after administration of the drug. Prescription
drugs prescribed to treat diabetes, human immunodeficiency virus (HIV), or acquired immunodeficiency syndrome
(AIDS) are not considered Specialty Drugs.

Complex or chronic medical condition means a physical, behavioral, or developmental condition that: (1) may have
no known cure; (2) is progressive; or (3) can be debilitating or fatal if left untreated or undertreated.

Rare medical condition means a disease or condition that affects fewer than: (1) 200,000 individuals in the United
States; or (2) approximately 1 in 1,500 individuals worldwide.

Stabilize with respect to an emergency medical condition, means to provids .uch ms* ical treatment of the condition
as may be necessary to assure, within reasonable medical probability, that n. ma* .rial deterioration of the condition
is likely to result from or occur during the transfer of the individual from a faci. -

Standard Fertility Preservation Procedures means procedures i oreserve fertility that are consistent with
established medical practices and professional guidelines” sub: Yed  « the american Society for Reproductive
Medicine, the American College of Obstetricians and Gy~ .cologist , or the .nerican Society of Clinical Oncology.

Standard Fertility Preservation Procedures includes. . =m ar.  oocyte cryopreservation and evaluations, laboratory
assessments, medications, and treatments associatec wi. spet. and oocyte cryopreservation.

Standard Fertility Preservation Procedures dc »nc ‘aclu 1e the storage of sperm or oocytes.

Substance Abuse means: (a) Alcohol' b. and (b) . :ug Abuse.

Surrogacy Arrangement means an arra 37 .ient in which a woman (the surrogate) agrees to become pregnant and
surrender the baby (or bal' :s) to anothe overson or persons who intend to raise the child (or children), whether or
not the woman receives | 'ymer™ .. =2in_ a surrogate.

Telehealth means, as it relates to th< Jelivery of health care services, the use of interactive audio, video, or other
telecommunications or electrori. technology by a licensed health care provider to deliver a health care service
within the scope of practice of the health care provider at a location other than the location of the patient.
"Telehealth" includes from July 1, 2021, to June 30, 2023, both inclusive, an audio-only telephone conversation
between a health care provider and a patient that results in the delivery of a billable, covered health care service.

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

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 Health Plan’s In-Plan coverage.

Urgent Care Center means a facility legally operated to provide health care services in emergencies or after hours.
It is not part of a Hospital. Urgent Care center means a facility that meets all of the tests that follow:
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It mainly provides urgent or emergency medical treatment for acute conditions;

It does not provide services or accommodations for overnight stays;

It is open to receive patients each day of a Calendar Year;

It has on duty at all times a Physician trained in emergency medicine and nurse and other supporting personnel

who are specially trained in emergency care;

5. It has: x-ray and laboratory diagnostic facilities; end emergency equipment, and supplies for use in life-
threatening events;

6. It has a written agreement with a local acute care hospital for the immediate transfer of patients who require
greater care than can be finished at the facility; written guidelines for stabilizing and transporting such patients;
and direct communication channels with the acute care hospital that are immediate and reliable; and

7. It complies with all licensing and other legal requirements.

e

Visit means the instance of going to or staying at a health care facility, and, with respect to items and services
furnished to an individual at a health care facility, includes, in addition to items and services furnished by a provider
at the facility, equipment and devices, telemedicine services, imaging services, |- oratory services, and preoperative
and postoperative services, regardless of whether the provider furnishing s .1 items.or services is at the facility.

You/Your refers to the Insured Employee who is enrolled for benefits under t.. Group 7 .iicy.
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Eligibility for Insurance

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

A. 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.

B. 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 may be eligible to enroll if You are required to cover them pursuant to any court
order, court-approved agreement, or testamentary appointment.

C. Neither You nor any member of Your family may enroll under the Group Policy if:

(1) You or any Dependent has ever had entitlement to coverage and/or services through KPIC and/or Health
Plan terminated due to cause.

(2) You were ever an Insured Employee and/or Health Plan subscriber, i~ (his or any other plan, who had
entitlement to receive Services through KPIC and/or Health Plan term’ .ated for: (a) failure of You or your
Dependent to pay any amounts owed to KPIC; or (b) failure to pay an, ~mou: .s due under this Certificate. If
so, You may not enroll under the Group Policy until you pay all amounts'«  :d by Yo' and Your Dependents.
If You are an Insured Employee, your eligible Dependents may:.enroll under v > @ Jsup Policy.

E. You, and any eligible Dependents to be covered, must be eligibi. “or enroliment and enrolled in Health Plan as
Members.

You must live or work in the Health Plan Service Area (the =rvi‘ - Area is described in the “Definitions” section of
the Heath Plan Evidence of Coverage). However, Yo « or Yo spouse’s eligible children who live outside of the
Service Area may be eligible to enroll if You are require ' tt aver. =m pursuant to any court order, court-approved
agreement, or testamentary appointment. ddition, You. Nependent children who attend school outside the
Health Plan Service Area and meet the eligibi. 7 re. “ire nents as provided under the “Enrollment and Effective
Date of Coverage” provisions below 7°>.also eligic  for eniroliment.

Insured Employee

You and Your eligible De’ endents ma; Ye eligible to enroll as a Covered Person if You are an eligible employee
of the Policyholder or You are e Lie. o c.verage under the Group Policy through a welfare trust agreement.

Extension of Dependent Eligibility

Your or Your Spouse’s or Domesuc 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. he or she is incapable of self-sustaining employment because of mental or physical incapacity that occurred
prior to reaching the age limit for Dependents; and

B. he or she is chiefly dependent upon You or Your spouse or Domestic Partner for their support and
maintenance; and

C. You provide us with proof of their incapacity and dependency within 31 days after we request proof.

Enrollment and Effective Date of Coverage

When the Health Plan provides its annual open enrollment period, it will begin at least thirty (30) days prior to the
1%t day of the Policy Year. The open enrollment period will extend for a minimum of thirty (30) days. During the
annual open enrollment period an eligible employee may enroll or discontinue enrollment in this health benefit
plan; or change their enroliment from this health benefit plan to a different health benefit plan offered by the Small
Employer.
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Your Policyholder will let you know when the open enrollment period begins and ends. The Effective Date of an
eligible employee's or Dependent's insurance will be the date the person becomes covered by Health Plan as a
Point-of-Service Member. Health Plan membership begins at 12 a.m. Eastern Time (the time at the location of the
administrative office of Health Plan at 2101 East Jefferson Street, Rockville, Maryland, 20852 on the 1% day of the
Contract Year. Eligible individuals may enroll as follows:

New Employees and their Dependents:
Employees who become eligible outside of the annual open enrollment period may enroll themselves and eligible
Dependents within thirty (30) days from the date that the employee first becomes eligible.

The Policyholder shall notify its employees and their enrolled dependents of their effective date of coverage if such
date is different than the effective date of the Group Policy, or is different than the dates specified under the
provision entitled “Special Enrollment Due to Newly Acquired Dependents” set forth below.

You can only enroll during the annual open enrollment described above, unless one of the following is true. You:

1. Become eligible for a special enrollment period, as described in this sectior ur

2. Did not enroll in any coverage through your Employer when you were .st eligible and your Employer does
not give us a written statement that verifies you signed a document thi_ - expla” .ed restrictions about enrolling
at a later time. The effective date of an enrollment resulting from this pr. “.ion is n< .ater than the 1st day of
the month following the date your Employer receives a KPIC.approved eni ''m< it or change of enroliment
application from the Member.

Special Enroliment Due to Newly Acquired Dependents .ou ma: 2nroll'.  .n Insured Employee (along with any
eligible Dependents) and existing Insured Employees may 'd a:', and all eligible Dependents, within 31 days after
marriage, birth, adoption, placement for foster care. . ~lacei. 'nt for adoption or through a child support order or
other court order by submitting a KPIC-approved € rc ment >rm to the Policyholder. An otherwise eligible
employee who is not enrolled for coverage:* ‘~rthe C oup 'alicy at the time he/she acquires a new Dependent,
may also enroll at the same time as the newly -qu.. < L »pendent.

The effective date for an eligible emp yyec d/or S, suse or Domestic Partner that enrolls at the time of birth of

a Dependent is the moment of birth. Th eff’ _tive «ate for an eligible employee and/or Spouse or Domestic Partner
that enrolls at the time of 27 spu.on or pi :ement for adoption of a Dependent is the date of adoption.
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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.

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.

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, 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 the date of adoption. Otherwise, coverage for the newly adopte< child will terminate 31 days from
the date of adoption.

For a newly eligible grandchild, the date the grandchild is placed in You: r}  ur spou =2’s custody. If payment
of additional premium is required to provide coverage for the child, then, in® derf< the coverage to continue,
notification of the court ordered custody and payment of the  'ditional prem: .1 must be provided within 31
days of the date of the court ordered custody. Otherwisa 2aver e termir tes 31 days from the date of the
court ordered custody.

For children who are newly eligible for coverageas a1 ul* _ra court or administrative order received by You
or Your Spouse or Domestic Partner, the date ¢ . = cou or administrative order. If payment of additional
premium is required to provide coverage for the ¢ ila, ~otific :ion of the court or administrative order may be

provided at any time, but payment of & . ‘~nal pi \miu.»must be provided within 31 days of enrollment of
the child. Otherwise, enrollment of the *%ila . 'l »e void. Enrollment for such child will be allowed in
accordance with the requirem< =.and tin. frames established by Section 15-405(c) of the Maryland

Insurance Article, which provides ortnc 'lowirg:

(1) Aninsuring parent ... wed tc_ aroll in family member's coverage and include the child in that coverage
regardless of enr (Iment n~viod | strictions;

(2) A non-insuring parent, child < pport agency, or Department of Health and Mental Hygiene is allowed to
apply for health insurz’ == Lverage on behalf of the child and include the child in the coverage regardless
of enrollment period restrictions; and

(3) Health Plan may not terminate health insurance coverage for a child eligible under this subsection unless

written evidence is provided that:

(i) the court or administrative order is no longer in effect;

(i) 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 member's coverage for all of its employees; or

(iv) the employer no longer employs the insuring parent, except the parent elects to enroll in COBRA,
coverage shall be provided for the child consistent with the employer's plan for post employment
health insurance coverage for dependents.

If a child’s parent, subject to the court or administrative order, is an otherwise eligible employee, but has not
enrolled for coverage under the Group Policy, We will enroll both the employee and child without regard to
enrollment period restrictions, pursuant to the requirements and time periods specified by Sections 15-405(f)
and (g) of the Maryland Insurance Articles. Children enrolled subject to a court or administrative order may
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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.

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.

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< . the signed Affidavit of Domestic
Partnership. If payment of additional premium is required to provid‘ covera 2 for the child, in order for
coverage to continue beyond the 31 days from the date of eligibility, n. ific=".on of eligibility and payment of
additional premium must be provided within 31 days of the date of elig. lity. O* crwise, coverage for the
newly eligible child will terminate 31 days from the date of e!” ibility.

For children, stepchildren, grandchildren, or adopted chi” ..c wvho e nevw’, eligible for coverage as the result
of the Insured Employee’s marriage, the date of the v arriage. 'payn. . of additional premium is required to
provide coverage for the child, in order for coverage tc onti* ue beyond the 31 days from the date of eligibility,
notification of eligibility and payment of additic , "orer. '‘m must be provided within 31 days of the date of
eligibility. Otherwise, coverage for the newly elig. \le “ild w ‘terminate 31 days from the date of eligibility.

For a dependent placed in foster care, ti. <. stive 'ate i, the date of placement.

Special Enrollment due to Loss of ot" ~Coverage. ‘ou may enroll as an Insured Employee (along with any of Your
eligible Dependents), and an existin_ \Insu. “Fmp.oyee may add eligible Dependents by submitting a KPIC-
approved enrollment form to the Policy o' er witriin 31 days after the enrolling persons lose other coverage if:

A.

The Employee or at le' st one of*he D 1endents had other coverage when he or she previously declined KPIC's
coverage (some group. == _ireyo: to nave stated in writing when declining KPIC coverage that other coverage
was the reason), and

The loss of the other coverage is due to (1) exhaustion of COBRA coverage or Continuation of Coverage under
Maryland law; (2) in the case of non-COBRA coverage, loss of eligibility or termination of employer
contributions, but not cause or individual nonpayment. If the loss of eligibility is for Medicaid coverage or Child
Health Insurance program coverage, but not termination for cause, the timeframe for submitting the
application for enrollment is 60 days. If the loss of eligibility for a dependent child is due to the death of a
spouse or Domestic Partner, the child may be added at any time; however the timeframe for submitting the
application for enrollment is within 6 months after the death of the spouse or Domestic Partner.

Note: If You are enrolling yourself as an Insured Employee along with at least one eligible Dependent, only one of
You need lose other coverage, and only one of You must have had other coverage when you previously declined
KPIC coverage. The Policyholder will let You know the membership effective date. The effective date of an
enrollment resulting from loss of other coverage 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.
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Special Enrollment Due to a Triggering Event: A special enrollment period of 30 days will be provided from the
date an individual experiences a triggering event, during which the individual may enroll in this plan or change from
one plan to another plan offered.

A “triggering” event occurs when:

1. An eligible employee or Dependent either:

a. Loses Minimum Essential Coverage. The date of the loss of coverage is the last day the eligible employee
or dependent would have coverage under his or her previous plan or coverage;

b. Loses pregnancy-related coverage described under section 1902(a)(10)(A)(i)(1V) and (a)(10)(A)(ii)(I1X) or
loses access to health care services through coverage provided to a pregnant women’s unborn
child of the Social Security Act (42 U.S.C. 1396a(a)(10)(A)(i)(IV), (a)(10)(A)(ii)(IX)). The date of the loss of
coverage is the last day the eligible employee or dependent would have pregnancy-related coverage
access to health care services through the unborn child coverage;

c. Loses medically needy coverage as described under section 1902(a)(10*‘C) of the Social Security Act only
once per calendar year. The date of the loss of coverage is the last da:” .ne eligible employee or dependent
would have medically needy coverage;

d. Loses non-calendar year group health plan or individual health pi. < Jverage ’he date of the loss of
coverage is the last day of the expiring non-calendar year plan or polic, ‘ear  _oss of coverage described
above in items a) through c) does not include voluntary te aination of cov rage, failure to pay premiums
on a timely basis, including COBRA premiums prin exp. ~tion of' _OBRA coverage; or loss due to
rescission of coverage authorized under 45 C.F.R< ,147.1.

2. An eligible employee or a dependent whois eni =din  (HP adequately demonstrates to the Exchange that
the QHP in which the eligible employee or a dep nu ntis« rolled substantially violated a material provision
of the QHP’s contract in relation to the #"~ible em, loy. or a dependent;

3. Gains access to new QHP plans as.a result oi oerm. ent move; and either

(i) Had minimum essential cove agc descric 1 in 26 CFR 1.5000A-1(b) for one or more days during the 60
days preceding the date of th. verr arnic »move, or

(i) Was living in a fora"_ sountr .r in a United States territory for 1 or more days during the 60 days
preceding the da’ . of the perma =nt move; or

(iii)For 1 or more d. 's d*= ;g . 6L days preceding the move or during the most recent preceding open
enrollment period or specia’ 2nrollment period, lived in a service area where no QHP was available
through the SHOP Exc’ =~~~ , or

(iv)Had pregnancy related coverage or access to healthcare services through unborn child coverage described
in 45 CFR § 155.420(d)(1)(iii) for 1 or more days during the 60 days preceding the move; or

(v) Had medically needy coverage described in 45 CFR § 155.420(d) (1)(iv) for 1 or more days during the 60
days preceding the move.

4. Demonstrates to the Exchange, in accordance with guidelines issued by the U.S. Department of Health and
Human Services (HHS), that the eligible employee or dependent meets other exceptional circumstances as the
Exchange may provide;

5. An eligible employee or dependent:
a. Loses eligibility for coverage under a Medicaid plan under Title XIX of the Social Security Act or a State
Child Health Plan under Title XXI of the Social Security Act;
b. Becomes eligible for assistance, with respect to coverage under the Exchange, under a Medicaid Plan or
State Child Health Plan, including any waiver or demonstration project conducted under or in relation to
a Medicaid plan or a State Child Health Plan.
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c. Applies for coverage through the Maryland Medical Assistance Program or the Maryland Children's Health
Program during the annual open enrollment period; and

d. Is determined ineligible for the Maryland Medical Assistance Program or the Maryland Children's Health
Program after open enrollment has ended.

An eligible employee who becomes pregnant, as confirmed by a Physician; and an eligible employee’s spouse
or dependent who becomes pregnant as confirmed by a Physician, provided the spouse or dependent is
otherwise eligible for coverage.

The special enrollment period shall be open for a period of 90 days and begin on the date a Physician confirms
the pregnancy. If enrolled, the coverage will become effective on the first day of the month in which the
individual receives confirmation of pregnancy.

An eligible employee or dependent adequately demonstrate to the exchange that a material error related to
plan benefits, service area, or premium influenced the eligible employee’s ¢ uependent’s decision to purchase
a qualified health plan through the exchange;

An eligible employee or dependent:

1. Is a victim of domestic abuse or spousal abandonmentas defined by . "¢ .R. § 1.36B-2T, 23;
2 Is enrolled in minimum essential coverage

3. Seeks to enroll in coverage separate from the pe .eu. or o. “e ak' se or abandonment;

4 Victim’s dependents may enroll in separa’ : cover ze at ti . same time as the victim.

An eligible employee or dependent:

1. Applies for coverage through the individual »xc. >nge  uring the annual open enrollment period or a
special enrollment period;

2. s assessed by the individual exchange = pow. * lly eligible for the Maryland medical assistance program
or the Maryland Children’s " . 'th Progra. »and

3. Is determined ineligible for ti » Mai. >4 Mudical Assistance Program or the Maryland Children’s Health
Program by the by the Departi =~ . of Health and Mental Hygiene either:
A. after open er’ ullment has ¢ ded; or
B. morethan € days< .. e\ ialifying event.

An eligible employee or a depe’ = who meets the requirements for a triggering event under item 5 above shall
have 60 days from the triggering event to select a Qualified Health Plan.

Effective Date of Coverage Due to a Triggering Event
If an eligible employee or dependent enrolls as the result of a triggering event, the effective date of coverage shall

be:

1.

In the case a triggering event under item 1 or item 3, the 1st day of the month following enrollment if the plan
selection is made before or on the day of the loss of coverage; and if plan selection is made after the loss,
coverage will be effective in accordance with item 2, below.

For all other triggering events, coverage will be effective the 1st day of the following month when a selection
is received by the Health Plan between the 1st and the 15th day of any month; and the 1st day of the 2nd
following month when a selection is received by the Health Plan between the 16th and the last day of any
month.
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Special Enroliment due to Reemployment After Military Service: If You terminated Your health care coverage
because You were called to active duty in the military service, You may be able to be re-enrolled in Your Group’s
health plan if required by state or federal law. Please ask Your Group for more information.

Special Enrollment due to Loss of Medicaid or Child Health Insurance Program (CHIP) Coverage: If you are
requesting enrollment 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 Children’s Health Insurance Program
(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 Policyholde” . plan is a Section 125 cafeteria plan,
you may enroll as a Covered Person (along with any eligible Dependents), nd exi .ing Covered Persons may add
eligible Dependents, if you experience an event that your Policyholder designe. * as a spe’ .al enrollment qualifying
event. Please ask your Policyholder whether your Policyholder’s nlan is a Sectic 17 cafeteria plan and, if it is,
which events your Policyholder designates as special enrollment  :alifying events. To request enroliment, the
Covered Person must submit a Health Plan approved enrs .... t ot ‘“ange i enrollment application to your
Policyholder within the timeframes specified by your T .iicyholc .r for . = .ing elections due to a section 125
qualifying event.

Open Enroliment

You may enroll as an Insured Employee (alang with ' ny “ your eligible Dependents), and an existing Insured
Employee may add eligible Dependents, by s.. .. nga" PIC-approved enrollment form to the Policyholder during
the open enrollment period. The Policyholder w. "let yo. now when the open enrollment period begins and ends
and Your membership effective date.

Member Contribution

Insured Employees are ent” .ed to covera = under the Group Policy only for the period for which we have received
the appropriate premiun from<" _". licy older. You are responsible for any contribution to the premiums and
the Policyholder will tell You ..ie amou' : and how You are to pay Your contribution (through payroll deduction, for
example).

Open Enroliment due to Termination of Spouse’s Employment

A continuous Open Enrollment Period will exist for the purpose of allowing an Insured Employee to add his/her
spouse or Domestic Partner and/or Dependent children if the Insured Employee’s spouse or Domestic Partner loses
coverage under another group health insurance contract or policy because of the involuntary termination of the
spouse's or Domestic Partner’s employment other than for cause. Coverage provided in accordance with this
provision will not be subject to evidence of insurability. To be eligible for coverage, the Insured Employee must
notify the Policyholder within 6 months after the date on which his/her spouse’s or Domestic Partner’s coverage
under another group health insurance contract or policy terminates.

Termination of a Covered Person's Insurance

A Covered Person’s insurance will automatically terminate on the earlier of:

1. The date the Covered Person ceases to be covered by Health Plan as a Member;

2. The date the Group Policy terminates;

3. The end of the grace period after the employer group fails to pay any required premium to KPIC, Health Plan
or its Administrator when due or KPIC does not receive the premium payment in a timely fashion;
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4. The date the Insured Employee and/or his/her Dependents cease to be eligible for coverage under the Group
Policy or Health Plan’s Evidence of Coverage;

5. The date You no longer live or work in Health Plan’s Service Area (as that term is defined in the Evidence of
Coverage and is hereby incorporated by reference); or

6. The date the Group Agreement between Your group and Health Plan terminates.

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. Thedate the act of fraud or intentional misrepresentation of a material fact' ccurred, if the fraud or intentional
misrepresentation of a material fact was committed after the Effective’ ate of * sur coverage and before the
policy has been in force 2 years.

You or Your Dependent have the right to request an appeal from< - for the rescis. . of coverage. Please refer to
the CLAIMS AND APPEALS PROCEDURES section for a detailed discu. ‘an of the<laims and appeals process.

In no event will Your insurance continue beyond the ear' _r of the late YC  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 wneE

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 to the
commencement of any service or treatment. If Pre-certification is required<it must be obtained to avoid a
reduction in benefits.

If Pre-certification is not obtained when required, or obtained but not follc =d, ¥ nefits otherwise payable for all
Covered Charges incurred in connection with the treatment or service will «  reduces oy thirty percent (30%).
However, the reduction will be limited to $5,000 per occurrence: Any such rea =ti i in benefits will not count
toward satisfaction of any Deductible, Co-payment, Coinsurance or t-of-Pocket Niaximum applicable under the
Group Policy.

Continuity of Care When Transitioning Carriers Pre-cer. ‘cation

At the request of the Covered Person, the Covered  =rsoi. .« .thorized representative, or the Covered Person’s
health care provider; a preauthorization for behavic a ealti »nd dental benefits if covered, to the extent they
are authorized by a third-party administrator, shali be <cep..d by KPIC for Covered Persons who may be
transitioning from the Maryland Medical A . »nce Pi »grai to KPIC, for the time periods described in item 2,
below.

At the request of the Covered Perso. .. Coverec Yerson’s authorized representative, or the Covered Person’s
health care provider; a preauthorizati n fre' . »linquishing carrier, managed care organization, or third-party
administrator shall be accept~" v KPIC -
1. The procedures, treat’ .ent, medicat. ns, or services covered by the benefits offered by the Group Policy; and
2. For the following tim oeri=" _.

a. The lesser of the course of tre tment or ninety (90) days; and

b. The duration of the thi2=*" .nesters 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.

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

SR e
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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

. Genetic Testing

. Home Health & Home Infusion Services
. Hospice (home, inpatient)

. Infertility Procedures

. Imaging Service (Magnetic Resonance Imaging (MRI), Magnetic Resonance Angiography (MRA), Computerized

Tomography Angiography(CTA), Positron Emission Tomography (PET), Electronic Beam Computed

Tomography (EBCT), SPECT, not including x-ray or ultrasound)
Outpatient Injectable Drugs

Outpatient Surgery (performed at hospital, ambulatory surgery center of ' _ensed facility)

Orthotics/Prosthetics
Implantable prosthetics (includes breast, bone conduction, cochlear)

Pain Management services (radiofrequency ablation, implantable pumps,

Radiation Therapy Services

Reconstruction Surgery

TMJ/Orthagnathic Surgery

The following outpatient procedure:

Hyperbaric oxygen

Sclerotherapy

Plasma Pheresis (MS)

Anodyne Therapy

Sleep Studies

Vagal Nerve Stimulation

Hemispherectomy

Implants

Pill Endoscopy

Stab phlebotomy

Radiofrequency A. = .ion

Enhanced External Counterr .isation (EECP)
Resection

Corpus Colostomy surgery
Uvulo-palato-pharyngoplasty (UPPP) & laser-assisted UPPP

Sm 0o op oo

— X T -

© >3

\inal cor . stimulator, injections)

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 Health General Article);
and 3) the hospital immediately notifies the Medical Review Program of the admission of the Covered Person, and
the reason for the admission.
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If Our review results in an adverse decision, We will notify the Covered Person or Authorized Representative or
Health Care Provider in writing within five (5) working days after making the Adverse Decision. 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 decision was based including, but not limited to,
interpretive guidelines used by Us and may not solely use generalized terms such as “experimental procedure
not covered”, “cosmetic procedure not covered”, “service included under another procedure”, or “not
medically necessary.”

3. The name, business address and business telephone number of the medical director who made the decision
and the designated employee or representative who is responsible for Our internal grievance process;

4. Adescription 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 Grievance Decision;

5. That a complaint may be filed without first filing a grievance if You, Your Authorized Representative, or Health
Care Provider filing a grievance on your behalf can demonstrate a compelling reason to do so as determined
by the Commissioner;

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

7. A detailed description of Our internal grievance process including a state  ent that the Health Advocacy Unit
is available to assist You or Your Authorized Representative in both me® .ating 27 . filing a Grievance under Our
internal grievance process; and

8. The address, telephone number, facsimile number, and electronic mail adc ~ss of< .e Health Advocacy Unit.

IMPORTANT: |If Pre-certification is not obtained, benefits® .... e re ced « en if the treatment or service is
deemed Medically Necessary. If the treatment or service” deeme nott. . Medically Necessary, the treatment
or service will not be covered. If a Hospital Confinemen. r otk . inpatient care is extended beyond the number
of days first Pre-certified without further Pre-certific  ‘on (c.  current review), benefits for the extra days: (1) will
similarly be reduced; or (2) will not be covered if dee: e. ot t. >e Medically Necessary.

Pregnancy Precertification: When a Covere - =onis' dmi. »d to a Hospital for delivery of a child, the Covered
Person is authorized to stay in the hospital for. min.. = of:

1. Forty-eight (48) hours for an unc »nlicated v _vinal aelivery; and

2. Ninety-six (96) hours for an unco: olic.. * Cesa. .an section delivery.

A stay longer than the 2’ ove mav be ' lowed provided the attending provider obtains authorization for an
extended confinement th augh< «C: /ecical 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 (except for high deductible health plans), Co-payment or

Coinsurance amount:

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 year of experience in
maternal child health nursing or community health nursing with an emphasis on maternal and child health.
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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-certification requirements as any other
Sickness.

Pre-certification Procedures

The Covered Person, or provider acting on behalf of the Covered Person, must notify the Medical Review Program

as follows:

1. Planned Hospital Confinement - as soon as reasonably possible after the Covered Person learns of a Hospital
Confinement, but at least three (3) days prior to admission for such Hospital Confinement.

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

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

A Covered Person, or provider acting on behalf of the Covered Person, m:" ¢ provi< - all necessary information to
the Medical Review Program in order for it to make its determination. This i a2 the Coy red Person, or provider
acting on behalf of the Covered Person, may be required to:

1. Obtain a second opinion from a Physician selected from a pai. 'of three (3) 0. ore Physicians designated by
the Medical Review Program. If the Covered Person is rentired « abtain a s>cond opinion, it will be provided
at no charge to the Covered Person;

2. Participate in the Medical Review Program's case < 4anagem at, Hosy cal discharge planning and long-term
case management programs; and/or

3. Obtain from the attending Physician informati . sequin Y by the Medical Review Program relating to the
Covered Person’s medical condition and the req 'es »d tre ment or service. If the Covered Person or the
Covered Person’s provider does not vide th» ne »ssary information or will not release necessary

information, pre-certification will be denic !

If a course of treatment has been pre -ertit’ . =approved for a Covered Person, the Medical Review Program
may not retrospectively rend==2n adve > decision regarding the pre-certified or approved services delivered to
that Covered Person excer . as outlined b 'ow.

The Medical Review Progrea. .nay retr spectively render an adverse decision regarding pre-certified or approved

services delivered to a Covered.Pers« . if:

1. The information 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

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.

. The Medical Review Program

Pre-Service Reviews: If You do not have an Emergency Case and You have not received the Covered Service
which You are requesting, then within two (2) working days of receiving all necessary information the Medical
Review Program will make its determination. We may extend this time period if We do not have the necessary
information to make the authorization decision. If additional information is needed, 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

GC-PRECERT-MD-SG-Rev.5 38 POS SG 2023



PRECERTIFICATION, MEDICAL REVIEW, GRIEVANCE AND APPEALS

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.

If the authorization procedures are not followed, We will notify the Covered Person, the Authorized
Representative or Health Care Provider of the failure to follow the procedures within five (5) calendar days
of the request for authorization. The notice will include the proper procedures to be followed to request
authorization.

If an admission, procedure or service is pre-certified, KPIC will:

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

2. Confirm the Pre-certification with You and the provider in writing within five (5) working days of Our
decision.

If Pre-certification is denied or an alternate treatment or service recommerded, KPIC will:

1. Notify the provider by telephone within one (1) working day of mak’ g the denial or alternate treatment
or service recommendation; and

2. Confirm the denial decision with the Covered Person and Authoir 27" Keprese’ :ative in writing within
five (5) working days of making Our decision.

The Covered Person, Authorized Representative or Healt' = “are v »vider m-then file an Appeal or Grievance
as appropriate, as described below.

If You are requesting pre-certification for ad issio. f< Residential Crisis Services, the Medical Review
Program will make its determination within tw. . *.hou: =after receipt of all necessary information to make
the determination; and will promptly notify the I »al. <care Jrovider of the determination.

If You have an Emergency Case and You h. = no. ~ =ived the Covered Service for which You are requesting
review, then within seventy-t{ « ‘72) hour. ~f Your request, We will notify You if We need additional
information to make a decisio. . or » o1 Your Authorized Representative failed to follow proper
procedures which would ==sult in'. < nial decision. If additional information is requested, You will have only
forty-eight (48) hour .n which to st mit the requested information. We will make a decision for this type of
claim within forty-el ht (47 .iou : fo .owing the earlier of (1) receipt of the information from You; or (2) the
end of the period for submitting .he requested information. Decisions regarding Pre-service Review if You
have an Emergency Case’ ' _e 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 decision. If You have an Emergency Case, then a request for
concurrent review will be handled like any other Pre-service request for review when an Emergency 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; and
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2. Confirm the certification in writing with the Covered Person, Authorized Representative or Health Care
Provider within five (5) working days after the denial decision. 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 provider within five (5) working days of the
telephone notification. Coverage will continue for Covered Services until the Covered Person and
provider rendering the service has been notified of the denial decision in writing.

The Covered Person, Authorized Representative or Health Care Provider may then file an Appeal or Grievance,
as appropriate, as described below.

Post-Service Reviews: The Medical Review Program will make its dete® .iination on Post-Service Reviews
within thirty (30) calendar days of receiving a claim. This time period’ nay be < xtended one time by Us, for
up to fifteen (15) calendar days, if We determine that an extension is. cess .y because (1) the legitimacy of
the claim or the appropriate amount of the benefit is in dispute and addiv. nal infe® nation is necessary or (2)
the claim is not clean and, therefore, We need more inform  tion to proces. * .n claim. We will notify You
of the extension within the initial 30-day period. Our notice “ill explain.the circumstances requiring the
extension and the date upon which We expect to rend . a ac isiori 'fsu< . an extension is necessary because
We need information from You, then Our not” : of ex .nsion \ ul specifically describe the required
information which You need to submit. You mu tresp 27" .0 requests for additional information within forty-
five (45) calendar days or We will make Our de s 1 bas Y upon the information We have available to Us at
that time.

We will send an Explanation of Benefits 2 1. »Co =red Person, Authorized Representative or Health Care

Provider to inform the Covered Person, Aul. >rizea ..epresentative or Health Care Provider that:

1. The claim was paid; or

2. The claimis being denied in\ ols ur . art; or

3. Additional informm= .. »is ne. ed to determine all or part of the claim benefit and what specific
information mu’ . be submittea, or

4. The claim is inc_mr' = anc 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.

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 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;

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.
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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 address)
www.oag.state.md.us (internet address)

B. A Covered Person or Authorized Representative or Health Care Provider must file a Grievance or Appeal
with Us and exhaust Our internal Grievance and Appeals process as described in this section of the
certificate prior to filing a Complaint with the Maryland Insurance Commissioner except when:

1. The Coverage Decision involves an Urgent Medical Condition for which care has not been rendered;

2. The Covered Person, Authorized Representative or Health 7 re Provider provides sufficient
information and supporting documentation in the Complaint® .1at supports a compelling reason to
not exhaust Our internal process for resolving Grievances' ‘rotes* regarding Adverse Decisions),
such as, when a delay in receiving the Health Care Service * uld res' . in loss of life, serious
impairment to a bodily function, serious dysfunction of a boa: or .n, or the Covered Person
remaining seriously mentally ill or using intoxicati. : substances with symptoms that cause the
Covered Person to be in danger to self or o*" ... or ti. "mem! .r continues to experience severe
withdrawal symptoms;

3. We failed to make a Grievance Decision f¢ 2 Pre ervice Grievance within thirty (30) working days
after the filing date or the earlier of t five' | 5) working days or sixty (60) calendar days after the
filing date for a Post-service Grievance

4. We or Our representative f2° '.to mai » a « ‘evance Decision for an expedited Grievance for an
Emergency Case within tw. »ty-. :r ‘24) hours after the Covered Person, Authorized
Representative filed t*~ Grievanc.

5. We fail to comply witl any . “he req rements of Our internal Grievance process; or

6. We waive the requiren. nt< .at U.. internal Grievance and Appeals process be exhausted before
filing a Com" ainv with th. Commissioner.

The Maryland I .nce Co imissioner may be contacted at:
N ryland 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

lll. Grievance and Appeals Processes

A. 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.
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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 Department

Manager of 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 Care Service and the health care provider
believes the determination warrants an immediate reconsideration, We will provide the health care
provider the opportunity to speak with the physician that rendered th" determination, by telephone on
an expedited basis, within a period of time not to exceed twent rour (24) hours of the health care
provider seeking the reconsideration.

Post-Service Grievance
The Covered Person, Authorized Representative or Hez' '\ Care Provide.  .ing on behalf of the Covered
Person may initiate a Grievance by submitting a written re. est inclucing all necessary information that
relates to the Appeal to:

Kaiser Foundation H¢ Ith Plar

Member Relatior=. App -

Nine Piedmont C . »r

3495 Piedmont Ra \E

Atlanta, 70305-1 36

Fax: 1-404- 19-_ M1

Pkane: 1-888- 25-72u2

The Grievance must be filea 1w (ing “thin one hundred eighty (180) days from the date of receipt of
the Adverse Deci” _.. iotice.. the Grievance is filed after the one hundred eighty (180) days, We will
send a letter d' aying ar=furtht. r review due to lack of timely filing.

If within five (5) working/ ays after a Covered Person, Authorized Representative or Health Care
Provider files a Grie? =, 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
Member Relations, Appeals
Nine Piedmont Center
3495 Piedmont Rd NE
Atlanta, GA 30305-1736
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When You Appeal, You may give testimony in writing or by telephone. Please send Your written
testimony to:

Kaiser Foundation Health Plan

Member Relations, Appeals

Nine Piedmont Center

3495 Piedmont Rd NE

Atlanta, GA 30305-1736

To arrange to give testimony by telephone, You should contact the Grievance and Appeals Department
at 1 877-847-7572.

We will add the information that You provide through testimony or other means to Your Claim file and
We will review it without regard to whether this information was submitted and/or considered in Our
initial decision regarding Your Claim.

We will acknowledge receipt of the Grievance within five (5) we' (ng days of the filing date of the
written Grievance notice. The filing date is the earlier of fi' = (5) d<,s after the date of mailing
(postmark) or the date of receipt.

1. Pre-service Grievance
If the Grievance is for a service that the Covered Person i. sequesting (that is, the service has not been
rendered), an acknowledgement letter will be ser” ey >stin_ any 2¢ uitional information which may be
necessary within five (5) working days after th~ iling da: . We v. also inform You and Your Authorized
Representative that a decision will be made reg. dir® che Grievance in writing and such written notice
will be sent within thirty (30) calendar day . ‘the 1. >g date of the Grievance.

2. Post-service Grievance
If the Grievance is asking for pay 'ei.. far | ealth Care Services already rendered, a retrospective
acknowledgement letter will be sent re  esting uny additional information that may be necessary within
five (5) working days after  he .. »= date. ‘e will also inform You and Your Authorized Representative
that a decision will be made 1 wr .ing  d such written notice will be made within the earlier of forty-
five (45) working @ r sixty J) calendar days of the filing date of the Grievance.

s

For both Pre-se ‘ice 2 ru. se. sice Grievances, if there will be a delay in Our concluding the Grievance
in the designatea period, W will send You and Your Authorized Representative a letter requesting an
extension. Such exts =i~ period shall not exceed more than thirty (30) working days. If You or Your
Authorized Representative 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 stating the approval. If the Grievance was filed by Your health care provider,
then a letter stating the Grievance Decision will also be sent to the Covered Person.

If the Pre-service or Post-service Grievance results in a denial, We will notify You and Your Authorized

Representative of the Grievance Decision. 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 and the designated employee or representative who is responsible for Our
internal grievance process;
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(4) A description of Your or Your Authorized Representative’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 electronic mail address of the Health
Advocacy Unit.

We will communicate our decision to You orally and will sent a written notice of such the Grievance
Decision, to You and Your Authorized Representative, within five (5) working days after the Grievance
Decision has been made to You and Your Authorized Representative. If We fail to make a Grievance
Decision within the stated timeframes herein or an extension of such timeframe, You or Your Authorized
Representative may file a Complaint with the Commissioner without waiting to hear from Us.

3. Expedited Grievances for Emergency Cases
A Covered Person or Authorized Representative may seek an exr dited review in the event of an
Emergency Case as that term is defined in this Section of this ¢ tificate®. An expedited review of an
Emergency Case may be initiated by calling 1-(800) 777-7902.

Once an expedited review is initiated, clinical review will determine it . = C< .ered Person has a medical
condition which meets the definition of an Emergency Cas A request for cxpedited review must contain
the telephone number where We may reach the = +ed . rson ¢ Authorized Representative in an
effort to communicate regarding Our review. /. the ev 1t tha. * ditional information is necessary for
Us to make a determination regarding the ex, 2dite’ review, We will notify the Covered Person or
Authorized Representative by telephonet  form  m/her that review of the expedited review may not
proceed unless certain additional informai or. = recc ed. Upon request, We will assist You or Your
Authorized Representative in gatk’ ‘=g such nfo. »ation so that a determination may be made within
the prescribed timeframes.

If the clinical review deterr. .. *hat the ~vered Person does not have the requisite medical condition,
the request will be managed sans . ~adited Grievance pursuant to the procedure outlined in Section
Ill, A, above. If We s ="armine - .can Emergency Case does not exist, We will verbally notify the Covered
Person or Authr ized Represer. ative within twenty-four (24) hours, and inform You or the Authorized
Representative' €ths" snt filc a Complaint with the Commissioner.

If We determine thatan F+= :rgency 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 or Authorized
Representative 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 or Authorized Person of Our decision. We will send written notification to the
Covered Person and Authorized Representative 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 and Authorized Representative 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;
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(3) The name, business address, and business telephone number of the medical director who made
the Grievance Decision and the designated employee or representative who is responsible for Our
internal Grievance process;

(4) A description of Your or Your Authorized Representative’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 electronic mail address of the Health
Advocacy Unit.

If We fail to make a decision within the stated timeframes for an expedited review, You or Your Authorized
Representative may file a Complaint with the Commissioner without waiting to hear from Us.

B. Internal Appeal Process: This process applies to Our Coverage Decisions and a Covered Person or his/her
Authorized Representative or Health Care Provider must exhaust Our ir? .rnal Appeal process prior to filing
a Complaint with the Commissioner, except if Our Coverage Decision .volved:n Urgent Medical Condition.

The Covered Person or Authorized Representative must file an Appeal’. ™ .in one k' ndred eighty (180) days
from the date of receipt of the Coverage Decision. This Apneal should be =nt‘ s KPIC's Internal Grievance
manager at the address shown below:

Kaiser Foundation Healtk™ ..

Member Relations, Ar* cals

Nine Piedmont Cente.

3495 Piedmont 7 NE

Atlanta, GA3030. 1 %6

Fax: 1-404-949-50( *

Phone: 1 Sc 725-7.02

We will respond in writing to ¢ . neal witr. .thirty (30) days for a Pre-service claim or sixty (60) days for a
Post-service claim after Our re =ipt ¢ = Appeal. If Our review results in a denial, We will notify the
Covered Person and his’her Aut. > .ed Representative in writing within three (3) calendar days after the
Appeal Decision has seen verbally. smmunicated. This notification will include:
1. The specific' «ctua" asis or e decision in clear understandable language;
2. A description or Your, Y ur Authorized Representative, or Health Care Provider's right to file a
Complaint with tk" = .missioner within four (4) months following receipt of Our Appeals Decision;
3. The Commissioner’s address, telephone number, and facsimile number;
4. 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
5. The address, telephone number, facsimile number, and electronic mail address of the Health
Advocacy Unit.

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 Grievance Decision through the Maryland
Insurance Administration. You or Your Authorized Representative, or Health Care Provider, in accordance
with the applicable regulations of the Maryland Insurance Administration, may file an Appeal. Your, Your
Authorized Representative or Health Care Provider’s Appeal must be filed within four (4) months of the
final Adverse Decision or Grievance Decision.
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IV. Definition of Terms Used With Regard to Medical Review and Grievances and Appeals

As used in this Section of this Certificate, the terms below have the following meanings:

Adverse Decision means a utilization review determination by Us that: (i) a proposed or delivered Health
Care Service covered under the Group Policy is or was not Medically Necessary, appropriate, or efficient;
and (ii) may result in noncoverage of the Health Care Service, or a denial by Us of a request by a Covered
Person for an alternative standard or a waiver of a standard to satisfy the requirements of a wellness
program (as defined by the Maryland Insurance Code). An Adverse Decision does not include a decision
about Your status as a Covered Person.

Appeal means a protest filed by a Covered Person or his/her Authorized Representative with KPIC under its
internal appeal process regarding a Coverage Decision concerning a Covered Person. An Appeal does not
include a verbal request for reconsideration of a benefits and/or eligibility determination.

Appeal Decision means a final determination by KPIC that arises from an Appeal filed with Us under Our
appeal process regarding a Coverage Decision concerning a Covered Pers  a.

Authorized Representative means an individual authorized by the C< .ered P< son or state law to act on the
Covered Person’s behalf to file claims and to submit Appeals or G. vz ces to )= or Complaints to the
Commissioner. A Health Care Provider (as that term is defined in this Se. “on of .iis Certificate) may act on
behalf of a Covered Person with the Covered Person’s expr. = (written) cor. .it, or without such consent.

Commissioner means the Maryland Insurance Comn 5101 .

Complaint means a protest filed with the Commis. ner i .olving a Coverage Decision, Grievance Decision,
or Adverse Decision as described herein.

Coverage Decision means (1) an initial detern: nav 1 by «PIC or a representative of KPIC that results in
noncoverage of a Health Care Service n. *ding  detc mination of nonpayment for all or part of a claim
because the eligibility of the person for s. ~h He.™® Care Service is in question; (2) a determination by KPIC
that You are not eligible for c¢ < =e: or (3) 2y determination by KPIC that results in the recession of Your
coverage. A Coverage Decision' nes n- . =lude an Adverse Decision or a pharmacy inquiry.

Emergency Case me  .is o case ir. olving an Adverse Decision for which an expedited review is required.
Emergency Cases [ rtain t~ are Services which have yet to be delivered and such Covered Services are
necessary to treat a .aition ¢ illness that, without medical attention would (1) seriously jeopardize the
life or health of the Covered P< son or the Covered Person’s ability to regain maximum function or (2) cause
the Covered Person to be in danger to self or others or (3) cause the Covered Person to continue using
intoxicating substances in an imminently dangerous manner.

Grievance means a protest filed by a Covered Person or Authorized Representative with KPIC through Our
internal grievance process regarding an Adverse Decision concerning a Covered Person. A Grievance does
not include 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 authorized in this State to provide
Health Care Services in the ordinary course of business or practice of a profession and is the treating provider
of the Covered Person; or (2) A Hospital.

GC-PRECERT-MD-SG-Rev.5 46 POS SG 2023



PRECERTIFICATION, MEDICAL REVIEW, GRIEVANCE AND APPEALS

Health Care Service means a health or medical care procedure or service rendered by a health care provider
that: (1) provides testing, diagnosis, or treatment of a human disease or dysfunction; (2) dispenses drugs,
medical devices, medical appliances, or medical goods for the treatment of a human disease or dysfunction;
or (3) provides any other care, service or treatment of disease or injury, the correction of defects of the
maintenance of the physical or mental well-being of human beings.

Notice of Coverage Decision will include:

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

(2) That the Covered Person, Authorized Representative, or Health Care Provider acting on behalf of the
Covered Person may file a complaint with the Commissioner without first filing an appeal, if the
coverage decision involves an urgent medical condition for which care has not been rendered;

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

(4) That the Health Advocacy Unit is available to assist the Covered Person or the Covered Person’s
Authorized Representative in both mediating and filing an appeal under the KPIC's internal appeal
process; and

(5) The address, telephone number, facsimile number, and electronic = 4l address of the Health Advocacy
Unit

The notice will be sent within thirty (30) calendar days after a cover._ > de ;ion has been made.

Urgent Medical Condition, as used in this Section of this Certificate mea: a ¢ .idition that satisfies either
of the following:

(a) A medical condition, including a physical cond” .on, < nent "cor .tion, or a dental condition, where
the absence of medical attention within se? aty-twe 72) hou. s could reasonably be expected by an
individual, acting on behalf of KPIC, app'-ing 1. .i® ugment of a prudent layperson who possesses an
average knowledge of health and medici ¢, "o res *tin:

(i) Placing the Covered Person's life or he alti. n seriuus jeopardy;

(ii) The inability of the Coverea =. »ntor gain aaximum function;

(iii) Serious impairment to bodily 1. <tioi,,

(iv) Serious dysfunction? . > bodily . 2an or part; or

(v) The Covered Person' =mal seriously mentally ill with symptoms that causes the Covered
Person to be ~ danger . _if or others; or

(b) A medical co! dition, i=='=din_ a physical condition, a mental health condition, or a dental condition,
where the ab. = urmec :al attention within seventy-two (72) hours in the opinion of a health care
provider with knowledge . the Covered Person's medical condition, would subject the Covered Person
to severe pain that cuinot be adequately managed without the care or treatment that is the subject
of the Coverage Decision.

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, llame al. 1-800-686-7100.

TAGALOG (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-686-7100.
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CHINESE (H130): 4n J 552 i SCRY 3 B, 1B Tk 412X 1515 1-800-686-7100.
NAVAJO (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne 1-800-686-7100.
VI. 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 authorize 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 written letter.

To file a complaint on-line, go to the MIA’s website at: https://ir’ urance.maryland.gov/. Select the
“Consumer Information” option and then select the “File a Comp!  .nt” op*’ .n. Follow the instructions to
submit an on-line complaint.

To download on-line forms to be completed « . hand, go . the MIA’s website at:
https://insurance.maryland.gov/. Select the “Consi= = Ini. mation”< ption and then select the “File a
Complaint” option. Follow the instructions to ¢ wnloai comy ir® rorms. These forms should be as
complete and detailed as possible and be accor. 'anied y copies of any relevant documentation of your
complaint. They may be mailed or faxed tc’ = Mlr * directed below.

If You choose to submit a written let*er, pleas .inc de or provide the following:
1. Your name, address, and daytin. 2. 2ver. ag prione number,
2. Name of Your insurance company, pe u. .surance (health), policy number and claim number (if
applicable),
3. Name of any other insur_ace . .i.., 2y, agent, adjuster, etc. involved in Your problem (provide as
many names ar~"_one nt oers as possible),
4. Adetailed e) s1anation.of th. nwroblem or situation,
5. Copies of ar. de< .nent. that You think are important for the investigator to review. Do not send
originals.
6. Acopyof Your he.  ..isurance card or your policy.
Mail or fax this information to:
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 Deductible or Family Deductible.

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

Family Deductible Maximum
The Deductible for a family has been satisfied for a Policy Year when a total ¢ “o) .ed Charges, shown in the
Schedule of Coverage, has been applied toward the covered family »embers’ Indiviaual Deductibles.

If the Family Deductible Maximum, shown in the Schedule #* covei 3e,is »tis” zd in any one Policy Year by covered
family members, then the Individual Deductible will not™ ~ furthe’ applied .0 any other Covered Charges incurred
during the remainder of that Policy Year.

Some Covered Services are subject to additional or' =p. ate ¢ luctible amounts as shown in the Schedule of
Coverage. These additional or separate ¢ . stibles 'o n. . contribute toward satisfaction of the individual
Deductible or Family Deductible.

Common Accident

A Deductible must be satisfied only or. 2 wi* . 1< 2ct to Covered Charges incurred due to one common accident
involving two or more Cover-~ rsons ¢ . family. This will only apply to Covered Charges incurred due to accident.
The Covered Charges use’ to satisfi~this' ammon accident Deductible must be incurred: (1) in the Policy Year in
which the accident occurs, 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.

Individual Out-of-Pocket Maximums: 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 for the remainder of that Policy Year.
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Family Out-of-Pocket Maximums: 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
par 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. A
Covered Person may not be held responsible for payment of amounts in excess of the Maximum Allowable
Charge for Covered Services received from on-call physicians or hospital-based physicians who have accepted an
assignment of benefits in accordance with § 14-205.2 of the Maryland Insurance Article. (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® ‘hile ir” ured as shown in the Schedule
of Coverage. The limit applies individually to each Covered Person. When bei * (sin sus’ amount have been paid
or are payable for a Covered Person under the Group Policy, all insurance for . at< zrson under the applicable
benefit or benefits will terminate, except as provided under the ki 2statement ot Your Maximum Benefit While
Insured provision.

Essential Health Benefits, as defined under the Policy are ot subi® _t to the wvlaximum Benefit While Insured or any
dollar Benefit Maximum specified under the Policy. I '=sso. < wise prohibited by applicable law, day or visit limits
may be imposed on Essential and non-Essential Heali » . nefit.

Other Maximums
In addition to the Maximum Benefit While Insu. 4, ce. »ii treatments, services and supplies are subject to internal
limits or maximums. These additions "~ms are si_ 'wn in the Schedule of Coverage.

PLEASE READ THE FOLLOWING INFC ‘MA" (Ui. 'O YOU WILL KNOW FROM WHOM OR WHAT GROUP OF
PROVIDERS HEALTH CARE M .. 'E OBT. WED.

Benefit levels for Particip7 ing Pror4-'ars ¢ Non-Participating Providers (For PPO Plans only)

Your coverage provided u. '~ .ie Gro o Policy may include coverage for Covered Services that are received from
either Participating Providers or Non< articipating Provider. See Your Schedule of Coverage to determine if Your
coverage includes Participating . uviders. 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. Benefits are set forth under the sections entitled Outpatient
Prescription Drug Benefits, Limitations and Exclusions.

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,

provided:

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

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

3. The expense is for a Covered Service prescribed or ordered by an attending Physician or those prescribed or
ordered by Providers who are duly licensed by the state to provide medicalservices without the referral of a
Physician;

4. The Covered Person has satisfied the applicable Deductibles, Co-payn ats, an< other amounts payable; and

5. The Covered Person has not exceeded the Maximum Benefit while Insc 27" Jr any ¢ ier maximum shown in
the Schedule of Coverage, subject to the Reinstatement of Your Maximum . »nefi*’ .vhile Insured provision.

Payments under the Group Policy:

1. Will be subject to the limitations shown in the Sched! - of Co :rage,
2.  Will be subject to the General Limitations and Exclus ns; ar

3. May be subject to Pre-certification.

Covered Services:
1. Carein medical offices for treatment of 1. es_ =iny ry.
2. Inpatient Hospital Services, which includes:
a) Room and Board, such as
1. Ward, semi-private, or il ensi’ = ¢. »accommodations (private room is covered only if Medically

Necessary).
2. General nurg g care:
3. Mealsand s <i=" Lets.

b) Other services and supplies ' ovided by a hospital.

c) For obstetrical admiss.. .., coverage is provided for up to forty-eight (48) hours for a normal vaginal
delivery or up to ninety-six (96) hours for a normal cesarean section. For a mother and newborn child who
remain in the Hospital for the minimum period as specified above, KPIC will provide coverage for a home
health visit to be provided in accordance with generally accepted standards of nursing practice for home
care of a mother and newborn child. If the mother, in consultation with her attending provider, determines
that she wishes to have a shorter length of stay than the minimum above, KPIC shall provide coverage for:
(a) one home health visit to occur within twenty-four (24) hours after Hospital discharge; and (b) additional
home health visits may be prescribed by the attending provider. If the mother is required to remain
hospitalized after childbirth for medical reasons, and the mother has requested that the baby remain in
the Hospital, coverage is provided for the newborn for up to four (4) additional days of hospitalization.

3. Outpatient Hospital Services.
4. Mental Health and Substance Abuse Services. Medically Necessary services for mental disorders, mental illness,
psychiatric conditions, and substance abuse for Covered Persons includes:

a) Professional services by health care providers who are licensed, registered, or certified professional mental
health and substance use practitioners when acting within the scope of their license, registration, or
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certification, such as psychiatrists, psychologists, clinical social workers, licensed professional counselors,
or marriage and family therapists.
1. Diagnosis and treatment of psychiatric conditions, mental illness, or mental disorders. Services
include:
e Diagnostic evaluation;
e  (Crisis intervention and stabilization for acute episodes;
e Medication evaluation and management (pharmacotherapy);
e Treatment and counseling (including individual and group therapy);
e Diagnosis and treatment of alcoholism and drug abuse, including detoxification, treatment and
counseling;
e Professional charges for intensive outpatient treatment in a provider’s office or other
professional setting;
2. Electroconvulsive therapy;
Inpatient professional fees;
4. Outpatient diagnostic tests provided and billed by a licensed, re” .stered, or certified mental health
and substance abuse practitioner;
5. Outpatient diagnostic tests provided and billed by a laborator, ‘o< .cal or other covered facility;
6. Psychological and neuropsychological testing necessary to det. mine ' : appropriate psychiatric
treatment
b) Inpatient hospital and inpatient residential treatment.cente. services, *thich includes:
1. Room and board, such as:

w

e  Ward, semi-private, or intensive care & ~ommo‘ stions (p.ivate room is covered only if Medically
Necessary. If private room is not M ~dicai. * _cessary, We will cover only the Hospital’s average
charge for semi-private accommoad *i. »s.)
e General nursing care;
e Meals and special diets.
c) Outpatient services such as_partial ho. “italiza® n or intensive day treatment programs provided at a
facility which is equipped to rc ' Ment. Yealth and Substance Abuse Services.
5. Emergency services are covered a. an Ir .. “enefit. Please see Health Plan EOC
6. Ambulance services are< " red as'  in-Plan benefit. Please see Health Plan EOC.
7. Home Health Care Se’ ices:
a) Asan alternative ~.c*" _iwist -overed services in a Hospital or related institution; and
b) For Covered Person who rec .ve less than forty-eight (48) hours of inpatient hospitalization following a
mastectomy or remov. . a testicle or who undergoes a mastectomy or removal of a testicle on an
outpatient basis:
1. One home visit scheduled to occur within twenty-four (24) hours after discharge from the Hospital or
outpatient health care facility, and
2. An additional home visit if prescribed by the Covered Person’s attending physician.
8. Hospice care services;
9. Durable Medical Equipment and Prosthetic Devices, including:
a) DME such as nebulizers, peak flow meters, and Home Ultraviolet (UV) Light boxes;
b) Leg, arm, back, or neck braces;
c) Internally implanted devices such as monofocal intraocular lens implants;
d) Artificial legs, arms, or eyes and the training to use these prosthetics; and
e) Ostomy and urological supplies.
f)  Training required to use the prosthetic device.
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.

GC-GBEN-MD-SG-Rev.8 52 POS SG 2023



10.
11.

12.

13.

14.

15.
16.
17.
18.
19.

20.

21.
22.

GENERAL BENEFITS

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.

Outpatient laboratory and diagnostic services;
Outpatient Rehabilitation Services:
a) Physical therapy rendered by a certified physical therapist.
b) Speech therapy rendered by a certified speech therapist or certified speech pathologist.
c) Occupational therapy rendered by a certified occupational therapist.
Cardiac Rehabilitation for Covered Persons who have been diagnosed with significant cardiac disease, have
suffered a myocardial infarction or have undergone invasive cardiac treatment immediately preceding referral
for Cardiac Rehabilitation. “Cardiac Rehabilitation” is a comprehensive program involving medical evaluation,
prescribed exercise, cardiac risk factor modification, education, and counseling. Services include: (1)
Continuous EKG telemetric monitoring during exercise, EKG rhythm strip with interpretation, physician’s
revision of exercise prescription and follow-up examination for physician to adjust medication or change
regimen; and (2) Up to ninety (90) visits per therapy, per contract year of p*' sical therapy, speech therapy and
occupational therapy for Cardiac Rehabilitation.
Pulmonary rehabilitation for Covered Persons diagnosed with significai aulm® .iary disease for one pulmonary
rehabilitation program per lifetime.
Rehabilitation services while confined in a Hospital or any othelicensed med:. "' (ility. Rehabilitation services
are limited to those provided in an organized, multidisciplinary r. abilitation orogram including those provided
in a Comprehensive Rehabilitation Facility. To be eligi® e 1. cov. age t' - therapy must be: 1) progressive
therapy (not maintenance therapy); and 2) renderec .ccordin to awi. <ntreatment plan for a condition that
the attending Physician determines is subject te sign. -ar’ improvement within ninety (90) days. As used in
this provision, “maintenance therapy” is definec ~ ongo. = therapy after the Covered Person has: 1) reached
maximum rehabilitation potential or functional le <l, ~2) s, »wn no significant improvement.

Chiropractic services.

Acupuncture services

Skilled nursing facility services as” ».alternativ to Medically Necessary inpatient hospital services.

Infertility services, except for tho. » serv. = listed in the Exclusion and Limitation section.

Professional Nutritional Counseling 1n< Medical Nutrition Therapy Services

a) Coverage is provi’ =d tor unlin. ‘ed Medically Necessary nutritional counseling provided by a licensed

dietician-nutritic ist, ph~ .., | ysician assistant or nurse practitioner for an individual at risk due to
nutritional history, _uirent di¢ ary intake, medication use or chronic illness or condition; and

b) Coverage is provided far u=’ ‘nited medical nutrition therapy provided by a licensed dietician-nutritionist,

working in coordination with a primary care physician, to treat a chronic illness or condition.

Coverage of benefits through patient centered medical homes for individual with chronic conditions, serious
illnesses or complex health care needs who agree to participate in a patient centered medical home program.
This includes associated costs for coordination of care, such as:

1. Liaison services between the individual and the health care provider, nurse coordinator, and the care
coordination team;

2. Creation and supervision of a care plan;

3. Education of the individual and family regarding the individual’s disease, treatment compliance and
self-care techniques; and

4. Assistance with coordination of care, including arranging consultations with specialists and obtaining
Medically Necessary supplies and services, including community resources.

Transplant services are covered as an In-Plan benefit. Please see Health Plan EOC.

Medical food for persons with metabolic disorders when ordered by a health care practitioner qualified to

provide diagnosis and treatment in the field of metabolic disorders.
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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

Coverage for one hair prosthesis for hair loss following a course of radiation /chemotherapy treatment.

Renal Dialysis/Hemodialysis/Peritoneal (home or in renal dialysis center) (includes diagnostic, supplies,
equipment & drugs

Habilitative services for Medically Necessary speech and language therapy, occupational therapy, physical
therapy, and assistive technology services and devices for Covered Persons. Covered Persons coverage has no
visit limit, per therapy, per year of speech and language therapy, occupational therapy, and physical therapy.

These Services are provided in addition to the physical, occupational, speech therapy and multidisciplinary
rehabilitation services described in this Certificate of Insurance.

With respect to a child diagnosed with autism or autism spectrum diso” cr, “Habilitative Services” means
services and devices, including occupational therapy, physical therapy< .nd speach therapy, that help a child
keep, learn, or improve skills and functioning for daily living.
All cost recovery expenses for blood, blood products, derivatives, componc s, biole® Cs, and serums to include
autologous services, whole blood, red blood cells, platelets, p'3asma, immunc_'2" .lin, and albumin.
Pregnancy and maternity services, including abortion care.
Birthing classes, one (1) course per pregnancy
Coverage for Standard Fertility Preservation Proced! :s that : e:
(1) performed on a Covered Person and
(2) Medically Necessary to preserve fertility due . »a nec  ror medical treatment that may directly or indirectly
cause “latrogenic Infertility”. Medical treatme t. at ma_directly or indirectly cause latrogenic Infertility means
medical treatment with a likely side e““~ct of in\ »rtii. = as established by the American Society for Reproductive
Medicine, the American College of Ob. =u. ‘ans . ad Gynecologists, or the American College of Obstetricians and
Gynecologists, or the American Society ¢. “linica. ncology.
Prescription drugs and devices a. u. ribed in'. = Outpatient Prescription Drug Benefit section.
Additional hospitalization for the newr for 'up to four (4) days, whenever a mother is required to remain
hospitalized after childbirth for me. o . reasons and the mother requests that the newborn remain in the hospital.
Coverage for one hom' visit to occui vithin twenty-four (24) hours of hospital discharge for a mother and newborn
that have a shorter | ospita'" .., tha forty-eight (48) hours of inpatient hospitalization after an uncomplicated
vaginal delivery or niric_,-six (96) 1ours of inpatient hospitalization after an uncomplicated cesarean section. An
additional home visit if prescrik® 4 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.
Clinical Trials. Coverage for patient cost to a member in a Clinical Trials provided on an inpatient and an outpatient
basis of treatment for a life-threatening condition or prevention, early detection, and treatment studies on cancer.
The coverage shall be required if:
a) The treatment is being provided or the studies are being conducted in a Phase |, Phase Il, Phase Ill, or Phase
IV clinical trial for cancer or any other life-threatening condition;
b) The treatment is being provided in a clinical trial approved or funded by:
(2) One of the National Institutes of Health (NIH);

(2) An NIH cooperative group or an NIH center;

(3) The FDA in the form of an investigational new drug application or the study or investigation is a drug
trial that is exempt from having such an investigational new drug application;

(4) Cooperative group or center of The Department of Defense or Department of Veterans Affairs; or

(5) An Institutional review board of an institution in the State which has a multiple project assurance
contract approved by the Office of Protection from Research Risks of the NIH.

(6) Cooperative group or The Centers of Disease Control and prevention

(7) Cooperative group or center of The Agency for Health Care Research and Quality
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(8) Cooperative group or The Centers for Medicare & Medicaid Services
(9) The Department of Energy
(10) A qualified non-governmental research entity identified in the guidelines issued by the National
Institutes of Health for center support grants.
c) The facility and personnel providing the treatment are capable of doing so by virtue of their experience, training,
and volume of patients treated to maintain expertise;
d) There is no clearly superior, non-investigational treatment alternative, and
e) The available clinical or preclinical data provide a reasonable expectation that the treatment will be at least as
effective as the non-investigational alternative.

Coverage for patient cost incurred for drugs and devices that have been approved for sale by the FDA whether or not
the FDA has approved the drug or device for use in treating the patient's particular condition, to the extent that the
drugs or devices are not paid for by the manufacturer, distributor, or provider of that drug or device.

A Cooperative Group means a formal network of facilities that collaborate on research projects and have an established
NIH-approved (National Institutes of Health) Peer Review Program operating »‘thin the group.

“Cooperative group" includes: the National Cancer Institute Clinical Coor .rative # oup; the National Cancer Institute
Community Clinical Oncology Program; the AIDS Clinical Trials Group; anc ~or" nunity Programs for Clinical Research
in AIDS.

A Multiple project assurance contract means a contract between 1 institution and the federal Department of Health
and Human Services that defines the relationship of the i su. ion. the f .eral Department of Health and Human
Services and sets out the responsibilities of the institi" on and’ 1e proc .ures that will be used by the institution to
protect human subjects.

Patient cost means the cost of a Medically Necess. ©y  =alth' re service that is incurred as a result of the treatment
being provided to the Covered Person for r:trposes ¢ “ the :linical trial. Patient cost does not include: 1) the cost of an
investigational drug or device; 2) the cost« "nc “hea. h care services that a patient may be required to receive as a
result of the treatment being provided for pury ses o .e clinical trial; 3) costs associated with managing the research
associated with the clinical trial; or )« s that w ld not be covered under the patient’s policy, plan, or contract for
non-investigational treatments.

36. Any other service app: .ved by KPIC'. -ase management program.

37. Diabetes treatment, quipr= .., ad' upplies. Coverage includes insulin pumps, insulin syringes, needles and test
strips for glucose moni._..ng equil nent under the prescription coverage if Pharmacy dispensed, and insulin pumps
under the Durable Medical.Equi nent coverage if not purchased at a Pharmacy.

38. Reconstructive breast surgery and breast prosthesis. “Reconstructive breast surgery” means surgery performed as
a result of a mastectomy to reestablish symmetry between two breasts. Reconstructive breast surgery includes
augmentation mammoplasty, reduction mammoplasty, and mastopexy.

“Mastectomy” means the surgical removal of all or part of a breast.

Coverage shall be provided for:

a. Breast prosthesis;

b. All stages of reconstructive breast surgery performed on the non-diseased breast to achieve symmetry with
the diseased breast when reconstructive surgery is performed on the diseased breast, regardless of the
patient’s insurance status at the time the mastectomy, or the time lag between the mastectomy and
reconstruction; and

c. Physical complications of all stages of mastectomy, including lymphedemas, in a manner determined in
consultation with the attending physician and the patient.

39. General anesthesia and associated Hospital or ambulatory facility charges in conjunction with dental care
provided to the following:
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a. Individual who are seven (7) years old or younger or developmentally disabled and for whom a:
(1) Successful result cannot be expected from dental care provided under local anesthesia because of a
physical, intellectual, or other medically compromising condition of the Covered Person, and
(2) Superior result can be expected from dental care provided under general anesthesia; and
b. Individuals seventeen (17) years old or younger who:
(1) Are extremely uncooperative, fearful, or uncommunicative,
(2) Have dental needs of such magnitude that treatment should not be delayed or deferred, and
(3) Are individuals for whom lack of treatment can be expected to result in oral pain, infection, loss of
teeth, or other increased oral or dental morbidity.
Hearing aids and related hearing exam for a Covered Person.
Diagnostic and surgical treatment of morbid obesity that is:
e recognized by the National Institutes of Health as effective for long-term reversal of morbid obesity; and
e consistent with guidelines approved by the National Institutes of Health.

Surgical treatment of morbid obesity shall occur in a facility that is: designated by the American Society for Metabolic
and Bariatric Surgery as a Bariatric Surgery Center of Excellence.

Physician services, including diagnosis, consultation, and treatment appr Jriately’ rovided via Telehealth. Telehealth
means, as it relates to the delivery of health care services, the use of inte. -tiv' audio, »ideo, or other
telecommunications or electronic technology by a licensed health care prov. >rto de’ ver a health care service
within the scope of practice of health care provider at a locatio: ather than the  .tion of the patient. Telehealth
shall be subject to the same Deductible, Coinsurance and/or Copa, 2ents as are otherwise applicable to Physician
office visits and based on whether the provider is a Prim2", Ca. Phy. »ian 7 a specialist, except maternity related
ACA preventive care services.

Allergy testing and treatment, services, material, and se ms

Vision services, including routine exams, eye refra . ns, 0. ~optics, glasses, contact lenses or the fitting of glasses or
contact lenses.

Wellness benefits, which include:

a. A health risk assessment that is comple ~a'« =ac individual on a voluntary basis, and

b. Written feedback to the individual who cc ~olete. . health risk assessment, with recommendations for lowering

risks identified in the complete Y1, 'th risk o essment.
Urgent Care Services received at an U tent” .. T~cility.
Surgery to correct temporor~dibular  at (TMJ) pain dysfunction syndrome that is required because of a medical

condition or injury which’ srevents norn. ! function of the joint or bone and is deemed Medically Necessary to attain
functional capacity of th affe~” 4 pc *.

Removable appliances for 1wi) reposi oning.

Routine foot care limited to M>di=" |y Necessary treatment of patients.

Pediatric Vision (children up to age 19. Services available to the end of the month the child turns age 19.)

Exams
Routine eye exams including refractive exams to determine the need for vision correction and to provide a
prescription for eyeglasses or contact lenses. This exam includes dilation if medically indicated.

Eyewear

The following eyewear is covered:
1. Lenses
a) Single vision
b) Conventional (Lined) Bifocal
Note: Lenses include choice of glass or plastic lenses, all lens powers (single vision, bifocal). Polycarbonate
lenses are covered in full. All lenses include scratch resistant coating.
2. Eyeglass frames non-deluxe (designer) frames
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3. Contact lenses including evaluation, fitting, or follow-up care relating to contact lenses (in lieu of eyeglasses,
one pair of contact lenses per year or multiple pairs of disposable prescription contact lenses per year)
4. Medically Necessary contact lenses in lieu of other eyewear for the following conditions:
a) Keratoconus,
b) Pathological Myopia,
c) Aphakia,
d) Anisometropia,
e) Aniseikonia,
f)  Aniridia,
g) Corneal Disorders,
h) Post-traumatic Disorders,
i) lrregular Astigmatism.
Note: Contact lenses may be Medically Necessary and appropriate when the use of contact lenses, in lieu of
eyeglasses, will result in significantly better visual and/or improved binocular function, including avoidance of
diplopia or suppression.

Preventive Care
Unless otherwise stated, the requirement that Medically Necessary Covered Se. ‘ces‘ :incurred as a result of Injury or

Sickness will not apply to the following Covered Services. Please =fer to Your S¢ iedule of Coverage regarding each
benefit in this section:

Preventive Care Exams and Services
As shown in the Schedule of Coverage, the following' re =antive ervices are not subject to Deductibles, Copayments or
Coinsurance when received from a Particip77iag Prov. 'er.. ansult with Your physician to determine what preventive

services are appropriate for You.

Preventive Care Services, including:
1. Evidenced-based items or Services hat’ ave affect a rating of "A" or "B" in the current recommendations of

the United States Prev< . 2 Servi s Task Force, except that the recommendations of the United States
Preventive Service T: k Force-=ngart 1g breast cancer screening, mammography, and prevention of breast
cancer shall be consic. =2" ..ie mo : current other than those issued in or around November 2009;

2. Immunizations that have in effec* . recommendation from the Advisory Committee on Immunization Practices
of the Centers for Disease Cc...rol and Prevention (CDC) with respect to the individual involved;

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

4. With respect to women, such additional preventive care and screenings, not described above, as provided for
in comprehensive guidelines supported by the Health Resources and Services Administration;

5. Services listed in the “Screenings,” “Health Promotion,” and “Disease Prevention” sections will follow the age
limits and conditions described in the guidelines and recommendations; and

6. Services will be covered at least once per policy year.

Exams

1. Well-Baby, Child, Adolescent Exam according to the Health Resources and Services Administration (HRSA)
guidelines. This includes all visits for, and costs of, developmental screening as recommended by the American
Academy of Pediatrics.

2. Well-woman exam visits to obtain the recommended preventive services, including preconception counseling
and routine prenatal and postpartum office visits. Routine prenatal office visits include the initial and
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subsequent histories, physical examinations, recording of weight, blood pressure, fetal heart tones, and routine
chemical urinalysis.

3. All visits for and costs of age-appropriate screening tests for tuberculosis, anemia, lead toxicity, hearing, and
vision as determined by the American Academy of Pediatrics;

4. A physical examination, developmental assessment, and parental anticipatory guidance services at each of the
visits required under:
a) childhood and adolescent immunizations;
b) hereditary and metabolic newborn screening and follow-up;
c) screening tests for tuberculosis, anemia, lead toxicity, hearing, and vision;
d) obesity evaluation and management; and
e) developmental screening.

Screenings
Abdominal aortic aneurysm screening
Anxiety screening
Asymptomatic bacteriuria screening
Breast cancer mammography screening
Behavioral/Social/Emotional Screening
Cervical cancer and dysplasia screening including HPV screening.
Colorectal cancer screening using fecal occult blood testing, sig. ~idoscopy, or colonoscopy
Depression screening including suicide risk as an eleme< o1 hiver ! der _ssion screening
Diabetes screening
. Gestational and postpartum diabetes screening
. Hepatitis B and Hepatitis C virus infection screei .
. Hematocrit or Hemoglobin screening
. Hypertension (High blood pressure) scri . o
. Lead Screening
. Lipid disorders screening
. Lung cancer screening with low dose  moutcd tomography including a counseling visit to discuss the
screening
17. Newborn congenital b Jothyroidisn. creening
18. Newborn hearing los screer’
19. Newborn metabolic/hc...oglobin ¢ reening.
20. Newborn sickle cell disease scra” .iing
21. Newborn Phenylketonuria screening
22. Obesity screening and management
23. Osteoporosis screening
24. Pre-eclampsia screening with blood pressure measurements throughout pregnancy
25. Rh (D) incompatibility screening for pregnant women
26. Sexually transmitted infection screening
27. Sudden cardiac arrest and sudden cardiac death risk assessment
28. Type 2 diabetes mellitus screening
29. Tuberculin (TB) Testing
30. Urinary incontinence screening in women
31. Visual impairment screening
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Health Promotion

1.

10.

11.

12.

13.

Screening by asking questions about unhealthy drug use. Screening should be implemented when services for

accurate diagnosis, effective treatment, and appropriate care can be offered or referred.

Unhealthy alcohol use and drug misuse assessment and behavioral counseling interventions in a primary care

setting to reduce alcohol misuse.

Behavioral counseling interventions to promote healthy diet and physical activity for persons with

cardiovascular diseases.

Offer Intensive counseling and behavioral interventions to promote sustained weight loss.

Counseling to maintain weight or limit weight gain to prevent obesity.

Offer pregnant persons effective behavioral counseling interventions aimed at promoting healthy weight gain

and preventing excess gestational weight gain in pregnancy.

Tobacco use screening and tobacco-caused disease counseling and interventions. FDA approved tobacco

cessation prescription or over-the-counter medications prescribed by a licensed health care professional

authorized to prescribe drugs.

Referral for testing for breast and ovarian cancer susceptibility, referral fo:' jenetic risk assessment and BRCA

mutation testing

Sexually transmitted infections counseling

Discuss use of risk-reducing medications, such as tamoxifen, raloxifene, ¢ «romatz - inhibitors, with women

who are at increased risk for breast cancer and at low risk for.xdverse medic. ‘of effects.

When prescribed by a licensed health care professional authori. d to prescribe drugs:

a) Aspirin in the prevention of cardiovascular disea ., p. =2cla, asia i pregnant women, and colorectal
cancer

b) Iron supplementation

c) Oral fluoride supplementation at currently’ = ~mme Jed doses whose primary water source is deficient
in fluoride

d) Topical fluoride varnish treatment< . ‘'iad in ¢ orin. ry care setting by primary care providers, within the
scope of their licensure, for the preve. ion <7« rtal caries in children

e) Folic acid supplementation f »~omen pic ning or capable of pregnancy for the prevention of neural tube
defects.

Interventions to promote breastfe. lir . The 1ollowing additional services are covered: breastfeeding support

and counseling by a pr .ider acting v thin the scope of his or her license or certified under applicable state law

during pregnancy an' ‘orin*" _ stp -tum period, breast milk storage supplies; any equipment and supplies

as clinically indicated . support’ omen and babies with breast feeding difficulties; and the purchase of a

breast pump. A hospital-erada“ _iectric breast pump, including any equipment that is required for pump

functionality, is covered when Medically Necessary and prescribed by a physician. KPIC may decide to purchase

the hospital-grade electric breast pump if purchase would be less expensive than rental or rental equipment is

not available.

All prescribed FDA-approved contraceptive methods for women with reproductive capacity, including but not

limited to drugs, cervical caps, vaginal rings, continuous extended oral contraceptives, and patches. This

includes all FDA-approved cleared or granted contraceptive products that are determined by an individual’s

medical Provider to be medically appropriate. Also included are contraceptives which require medical

administration in Your doctor’s office, implanted devices and professional services to implant them, female

sterilization procedures, follow-up and management of side effects; counseling for continued adherence,

device removal and patient education and counseling. All contraceptive drugs approved by the U.S. Food and

Drug Administration and available by prescription and over the counter. Over the counter FDA approved female

contraceptive methods are covered only when prescribed by a licensed health care professional authorized to

prescribe drugs. In addition, fertility awareness-based methods, including the lactation amenorrhea method,

although less effective, is covered for women desiring an alternative method. A non-preferred contraceptive
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or drug will be covered at the preferred cost share level when Your physician determines a generic or preferred
contraceptive drug or device is not medically appropriate.

14. Screening, counseling, and other interventions such as education, harm reduction strategies and referral to
appropriate supportive services for interpersonal and domestic violence.

15. Physical therapy to prevent falls in community-dwelling adults who are at increased risk for falls. Community
dwelling adults means those adults not living in assisted living, nursing homes or other institutions

16. Counseling intervention for pregnant and postpartum persons who are at increased risk of perinatal
depression.

Disease Prevention
1. Immunizations as recommended by the Centers for Disease Control and HRSA. This includes all visits for and
costs of childhood and adolescent immunizations recommended by the Advisory Committee on Immunization
Practices of the Centers for Disease Control and Prevention.
2. Prophylactic gonorrhea medication: for newborns to protect against gonoe’ _cal ophthalmia neonatorum.
Low to moderate dose statin drugs for the prevention of cardiovascular® sease 2vents and mortality.
4. Pre exposure prophylaxis (PrEP) with at least one drug providing efi tive 2 uretroviral therapy to persons
who are at high risk of HIV acquisition as well as the following baseline a. ' nonitori” 5 services:
a. HIV testing — to confirm the absence of HIV infection before PrEP is startea ~d t< .cing for HIV every 3 months
while PrEP is being taken
b. Hepatitis B testing before PrEP is started.
c. Hepatitis C testing before PrEP is started and perior” .ally di ing ti " ant according to CDC guidelines.
d. Creatinine testing and calculated estimated creat. = clear ice (eCrCi) or glomerular filtration rate (eGFR) is
covered as follows:
i. eCrCl or eGFR testing before startin, + P to « :ess kidney function.
ii. Creatinine and eCrCL or eGFR testing er: Yically consistent with CDC guidelines during
treatment.
e. Pregnancy testing for persons of childbe -ing . *< :tial before PrEP is started and periodically during
treatment consistent with CDC _idelines.
f. Sexually transmitted infection ¢ reei.. »and c. unseling before PrEP is started and periodically during
treatment consistent with CDC g ide’ .ies.
g. Adherence counselir® .o assessri :nt of behavior consistent with CDC guidelines.

w

Exclusions for Preventive
The following services are not covere’ as Preventive Care:
e Personal and conveniernce supplies associated with breast-feeding equipment such as pads, bottles, and
carrier cases unless clinically indicated.
e Upgrades of breast-feeding equipment, unless determined to be medically necessary and prescribed by
Your physician.

Preventive services may change upon Policy renewal according to federal guidelines in effect as of January 1 of
each year in the Policy Year in which this Group Policy renews. You will be notified at least sixty (60) days in advance,
if any item or service is removed from the list of covered services.

For a complete list of current preventive services required under the Patient Protection Affordable Care Act for
which cost share does not apply, please «call: 1-888-225-7202 (TTY 711). You may also visit:
https://www.healthcare.gov/coverage/preventive-care-benefits/. Please note, however, for recommendations
that have been in effect for less than one year, KPIC will have one (1) year from the effective date to comply.
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Note: The following services are not Covered Services under this Preventive Exams and services benefit but may be
Covered Services elsewhere in this General Benefits section:

e lab, Imaging, and other ancillary services associated with prenatal care not inclusive to routine prenatal

care

e Non-routine prenatal care visits

e Non-preventive services performed in conjunction with a sterilization

e Lab, Imaging, and other ancillary services associated with sterilizations

e Treatment for complications that arise after a sterilization procedure

Other Preventive Care

This Benefit section contains preventive care not required by the Patient Protection and Affordable Care Act. These
preventive care services are not subject to the Medical Necessity requirement but may be subject to the
Deductibles, Copayments, or Coinsurance set forth in the Schedule of Coverage. In the event of a duplication of
benefits, duplicate benefits will not be paid but the higher of the applicable benefits will apply. Please refer to the
Schedule of Coverage to see how the following Preventive benefits are coveres under the Policy.

1. Adult routine physical examinations. Covered Services at each examiri ion ar< .imited to: a) examination; and
b) history. Any X-rays or laboratory tests ordered in connection with th. * .aminati* .1 will be subject to your
plan's Deductibles, Copayments, and/or Coinsurance requirements as set fo. 2 ir" .ne Schedule of Insurance.

2. Iron deficiency anemia screening for pregnant women

3. The following services and items are covered as prever ... are . »ly whe . prescribed to treat an individual
diagnosed with the associated chronic condition as d< .cribed | :low, & only when prescribed for the purpose
of preventing the chronic condition from becoming ors< or preventing the development of a secondary

condition:

a) Hemoglobin A1C testing for individuals ¢ ag 2sed . ‘*h diabetes.

b) Retinopathy Screening for indix* ":als diag 0se with diabetes.

c) Low Density Lipo Protein testing .~ i« id\ als diagnosed with heart disease.

d) International Normalizes' Ratio (INK, =sting or individuals diagnosed with liver disease or bleeding
disorders.

e) DME items
i. Peak flow =" (ei_for ind. 'duals diagnosed with Asthma
ii. Glucomet rsincl:<"" lan ts, strips, control solution and batteries for individuals diagnosed with

Diabetes.

4. Family planning limited to:
a) The charge of a Physician for consultation concerning the family planning alternatives available to a male
Covered Person, including any related diagnostic tests;
b) Vasectomies;
c) Services and supplies for diagnosis and treatment of involuntary infertility for females and males unless
otherwise excluded; and,
d) Abortion care, elective and therapeutic termination of pregnancy as permitted under state law..

Benefits payable for diagnostic procedures will be covered on the same basis as a Sickness. Additional family
planning benefits under PPACA are listed under Preventive Services.

Family planning charges do not include any charges for the following:
a)  The cost of donor semen and donor eggs including retrieval of eggs;
b)  Storage and freezing of eggs and/or sperm;
c)  Services to reverse voluntary, surgically induced infertility;
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d) Services related to in vitro fertilization including, but not limited to, gamete intrafallopian tube transfer;
ovum transplants; zygote intrafallopian transfer, and prescription drugs related to such services.
5. Diagnostic examination which shall include a digital rectal exam and a blood test called the prostate-specific
antigen (PSA) test:
a) For men who are between forty and seventy-five (40 and 75) years of age;
b) When used for the purpose of guiding patient management in monitoring the response to prostate cancer
treatment;
c) When used for staging in determining the need for a bone scan in patients with prostate cancer; or
d) When used for male patients who are at high risk for prostate cancer.
Prostate cancer screening is not subject to in-network or out-of-network cost-sharing. This coverage does not
cover the surgical and other procedures known as radical prostatectomy, external beam radiation therapy,
radiation seed implants, or combined hormonal therapy.
6. Venipuncture for ACA preventive lab screenings. If a venipuncture is for the purpose of drawing blood for both
ACA preventive and Non-ACA preventive labs, a cost share may apply.
7. Behavioral counseling interventions to promote a healthy diet and physica" activity for cardiovascular disease
(CVD) prevention in adults with CVD risk factors and type 2 diabetes me” .cus.

Continuity of Care When Transitioning Carriers

At the request of the Covered Person, the Covered Person’s autt. :ized represen. .cive, or the Covered Person’s
health care provider; KPIC shall allow the Covered Person to ¢~ e l. eceive! _alth care services being rendered
by a nonparticipating provider at the time of the Covered zrson’s ransi. v .0 KPIC.

The services a Covered Person shall be allowed to ce” tinue < _ceive are services for the following conditions:
1. Acute conditions;

2. Serious chronic conditions;

3. Pregnancy;

4. Mental health conditions and substance us disoi * : and

5. Any other condition which the n .., ~~ticipatir,_ nrovider and KPIC reach agreement.

The Covered Person shall recei'= cover. v .or the following time periods:
1. The lesser of the cours/ . of treatmen ar ninety (90) days;
2. Theduration of thet -ee(?" ..in. ste ., of a pregnancy and the initial postpartum visit.

KPIC shall pay the nonparticipa* »=+ Jvider the rate or method of payment KPIC would pay and use for participating
providers who provide similar services in the same or similar geographic area.

The nonparticipating provider may decline to accept the rate or method of payment by giving ten (10) days prior
notice to the Covered Person and KPIC.

If the nonparticipating provider does not accept the rate or method of payment, the nonparticipating provider and
KPIC may reach agreement on an alternative rate or method of payment for the provision of covered services.

The rates and methods of payment shall: be subject to any State or federal requirements applicable to
reimbursement for health care providers, including:

1. §1302(g) of the Affordable Care Act, which applies to reimbursement rates for Federally Qualified Health
centers; and

2. Title 19, Subtitle 2 of the Health-General Article, under which the Health Services Cost Review Commission
establishes provider rates; and

3. Ensure that the Covered Person is not subject to balance billing; and
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4. The copayments, deductibles, and any coinsurance required of a Covered Person for the services rendered are
the same as those that would be required if the Covered Person were receiving the services from a KPIC
participating provider.

Extension of Benefits

Covered Services under the Group Policy will be extended for the condition causing the Total Disability of a Covered
Person when:

1. The Covered Person becomes Totally Disabled while insured for that insurance under the Group Policy; and

2. The Covered Person is still Totally Disabled on the date coverage under the Group Policy terminates.

The extended benefits will be paid only for treatment of the Injury or Sickness that causes the Total Disability. The

extension will start on the day that follows the last day for which premiums are paid for the insurance of the

Covered Person. It will end on the earlier of the following dates:

1. The date on which the Total Disability ends; or

2. Twelve (12) months after the date coverage under the Group Policy terminztes; or

3. The date on which the Covered Person becomes covered under any plar' .nat: a) replaces this insurance; and
b) covers the disabling condition so that benefits are not limited d'* to the . otal Disability having started
before that plan was in effect.

A Covered Person other than a Dependent minor is totally disabled . :ly if, in the jua,_.nent of a Physician, a Sickness
or Injury: a) is expected to result in death or has lasted or i== »ecte fo last” r a continuous period of at least
twelve (12) months; and b) makes the person unable, evs . with 1 1ining, > .cation and experience, to engage in
any employment or occupation.

A Covered Person who is a Dependent minor is totally 2. ~blea  »ly if, in the judgment of a Physician, a Sickness or
Injury: a) is expected to result in death or has!'asted or : ex, 2ctea to last for a continuous period of at least twelve
(12) months; and b) makes the person unabic 0 . 7age 'n mcst of the normal activities of persons in good health
of like age.

The extension of benefits provided by his p. “zion \.ill not be subject to a premium charge.

Benefits for Inpatient Mate= ..., Care

Hospital Confinements in/ bnnectic=vith Hhildbirth for the mother or newborn child will not be limited to less than
forty-eight (48) hours follc " uncom licated vaginal delivery and not less than ninety-six (96) hours following an
uncomplicated Caesarean section, ur :ss, after consultation with the mother, the attending provider discharges

the mother or newborn earlier.

A stay longer than the above may be allowed provided the attending provider obtains authorization for an extended
confinement through KPIC's Medical Review Program.
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Emergency Services

Emergency Services Emergency Services are covered twenty-four (24) hours per day, seven (7) days per week, anywhere
in the world. If You have an Emergency Medical Condition, call 911 (where available) or go to the nearest hospital
emergency department or Independent Freestanding Emergency Department. When You have an Emergency Medical
Condition, We cover Emergency Services that You receive from Participating Providers or Non-participating Providers
anywhere in the world, as long as the Services would be covered under the GENERAL BENEFITS section of the Group
Policy (subject to the GENERAL LIMITATIONS AND EXCLUSIONS section of the Group Policy) if You had received them
from Participating Providers. Emergency Services are covered:

1. Without the need for any prior authorization determination, even if the Emergency Services are provided on an out-
of-network basis;

2. Without regard to whether the health care provider furnishing the Emergency Services is a Participating Provider or
a participating emergency facility, as applicable, with respect to the services;

3. Ifthe Emergency Services are provided by a Non-participating Provider or » .n-participating emergency facility,
without imposing any administrative requirement or limitation on » verage«that is more restrictive than the
requirements or limitations that apply to Emergency Services receive.. :om F . ticipating Providers;

4. Without limiting what constitutes an Emergency Medical Condition solely 1 the b7" s of diagnosis codes; and

5. Without regard to any other term or condition of the coverag~. other than:

a. Applicable Cost-sharing; and
b. For Emergency Services provided for a condition th* _1s. 't an merg< .cy Medical Condition, the exclusion or
coordination of benefits.

Cost-sharing Requirements, Payment, and Balance . »g Pir. =ctions for Emergency Services

1. The Co-payment amount, Coinsuranceq . »ntage, \nd; >other Cost-sharing requirement for Emergency Services
provided by a Non-participating Provider ¢ _norn, »r cipating emergency facility is the same as the Co-payment
amount, Coinsurance percenta and/or ¢ her Cost-sharing requirement listed under the Group Policy for
Emergency Services provided by « Paruc ~ting . ovider or participating emergency facility;

2. Any Cost-sharing payments made v th* espect.to Emergency Services provided by a Non-participating Provider or a
nonparticipating emer’ zncy facility  ‘ill be counted toward any applicable in-network Deductible and in-network
Out-of-Pocket Maxin im;

3. If Emergency Services .- provider oy a Non-participating Provider or nonparticipating emergency facility, any Cost-
sharing requirement will b~ cal~" .ated based on the Recognized Amount;

4. If Emergency Services are provided by a Non-participating Provider or non-participating emergency facility, We will
make payment for the covered Emergency Services directly to the Non-participating Provider or non-participating
emergency facility. The payment amount will be equal to the amount by which the out-of-network rate exceeds the
Cost-sharing amount for the services; and

5. For Emergency Services furnished by Non-participating Providers or non-participating emergency facilities, the
member will not be liable for an amount that exceeds the member’s Cost-sharing requirement.

Cost-sharing Requirements, Payment, and Balance Billing Protections for Non-Emergency Services Performed by Non-
participating Providers at Participating Facilities, Including Ancillary Services for Services for Unforeseen Urgent
Medical Needs

The Group Policy covers items and services furnished by a Non-participating Provider with respect to a covered visit at

a participating facility in the following manner, except when the Non- participating Provider has satisfied the notice and
consent criteria of 45 C.F.R. § 149.420 (c) through (i):
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1. The Co-payment amount, Coinsurance percentage, and/or other Cost-sharing requirement for such items and
services furnished by a Non-participating Provider with respect to a visit in a participating facility is the same as the
Co-payment amount, Coinsurance percentage, and/or other Cost-sharing requirement listed under the Group Policy
for the items and services when provided by a Participating Provider;

2. Any Cost-sharing requirement for the items and services will be calculated based on the Recognized Amount;

3. Any Cost-sharing payments made with respect to the items and services will be counted toward any applicable in-
network Deductible and in-network Out-of-Pocket Maximum;

4. We will make payment for the items and services directly to the Non-participating Provider. The payment amount
will be equal to the amount by which the out-of-network rate exceeds the Cost-sharing amount for the items and
services; and

5. For charges for such items or services that exceed Our payment, the member will not be liable for an amount
that exceeds the member’s Cost-sharing requirement.

Provisions 1 — 5 above are not applicable when the Non-participating Provider has satisfied the notice and consent
criteria of 45 C.F.R. § 149.420 (c) through (i), including providing notice to the »* zmber of the estimated charges for the
items and services and that the provider is a Non-participating Provider, ar‘ obtaining consent from the member to be
treated and balance billed by the Non-participating Provider. The notice = 1 cor’ :nt criteria of 45 C.F.R. § 149.420 (c)
through (i) do not apply to Non-participating Providers with respect to:

1. Covered Services rendered by a health care provider for which '\ vment is required under § 19-710.1 of the Health-
General Article

2. Ancillary Services; and

3. Items or services furnished as a result of unfores=en, . 2er medical needs that arise at the time an item or service
is furnished, regardless of whether the Non-par. .. ating -ovider satisfied the notice and consent criteria;

and such items and services furnished . Non-P -ticip ting providers will always be subject to the above five
provisions.

Cost-sharing Requirements, Paymer.  anu 'ance Lilling Protections for Non-participating Providers Air Ambulance
Services

When services are recei' :d fron™ . n-L rticipating Provider of air ambulance services:

1. The Co-payment amount, Cains” ance percentage, and/or other Cost-sharing requirement for the air ambulance
service is the same as the Copayment amount, Coinsurance percentage, and/or other Cost-Participating Provider of
ambulance services;

2. Any Cost-sharing requirement will be calculated based on the lesser of the Qualifying Payment Amount or the billed
amount for the services;

3. Any Cost-sharing payments made with respect to the air ambulance service will be counted toward any applicable
in-network Deductible and in-network Out-of-Pocket Maximum;

4. We will make payment for the air ambulance services directly to the Non-participating Provider of ambulance
services. The payment amount will be equal to the amount by which the out-of-network rate exceeds the Cost-
sharing amount for air ambulance services; and

5. The member will not be liable for an amount that exceeds the member’s Cost-sharing requirement.
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Cost-sharing and Balance Billing Protections for Services Provided Based on Reliance on Incorrect Provider Network
Information

If a Covered Person is furnished, by a Non-participating Provider, an item or service that would otherwise be covered if
provided by a Participating Provider, and the Covered Person relied on a database, provider directory, or information
regarding the provider’s network status provided by us through a telephone call or electronic, web-based, or Internet-
based means which incorrectly indicated that the provider was a Participating Provider for the furnishing of such item
or service, then the following apply:

1. The Co-payment amount, Coinsurance percentage, and/or other Cost-sharing requirement for such item or service
furnished by a Non-participating Provider is the same as the Co-payment amount, Co-insurance percentage, and/or
other Cost-sharing requirement listed in the Group Policy for the item or service when provided by a Participating
Provider; and

2. Any Cost-sharing payments made with respect to the item or service will be counted toward any applicable in-
network Deductible and in-network Out-of-Pocket Maximum.

3. The member will not be liable for an amount that exceeds the Cost-sha:* g that:vould have applied to the member
if the provider was a Participating Provider.

Continuity of Care

A continuing care patient receiving care from a Particip: .ng Proy Jer ma, .iect to continue to receive transitional care
from such provider if the provider’s Participating Pravide. “ro! . Policy is terminated or non-renewed for reasons other
than for failure to meet applicable quality standarc.  :for1. id or if the Group Policy terminates resulting in a loss of
benefits with respect to such provider or facility. We wvi. »otify ach member who is a continuing care patient at the
time of termination or non-renewal on a tir" ' basis\ € su. termination and the member’s right to elect transitional

care.

When elected, benefits will be provi ‘e 2der the ~me terms and conditions as would have applied with respect to
items and services that would have be nco* ... "ad termination not occurred, with respect to the course of treatment
provided by such provider o= -ility re # .1g to the member’s status as a continuing care patient. Benefits will be
provided during the perir . beginning o1 -he date we will notify the continuing care patient of the termination and
ending on the earlier of: ) nin<" (5. ‘da_s after the date of such notice; or (ii) the date on which such member is no
longer a continuing care pauent with' 2spect to such provider or facility.

The member will not be liable for an amount that exceeds the Cost-sharing that would have applied to the Member had
the termination not occurred.
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Unless specifically stated otherwise in the Group Policy or elsewhere in this Certificate or in the Schedule of
Coverage, no payment will be made under any benefit of the plan for Expenses Incurred in connection with the

following:

1. Charges for services approved by or reimbursed by Health Plan.

2. Charges in excess of the Maximum Allowable Charge.

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

4. Services performed or prescribed under the direction of a person who is not a heath care practitioner.

5. Services that are beyond the scope of practice of the health care practitioner performing the service.

6. Confinement, treatment, services, or supplies received where care is pr< .ided at government expense. This
exclusion does not apply if: a) there is a legal obligation for the Cover 4 Perse’ to pay for such treatment or
service in the absence of coverage; or b) payment is required by law.

7. Charges for services for which a Covered Person is not legall: .or as a custoi. '« practice, required to pay in
the absence of a health benefit plan.

8. Charges for personal care services and domiciliary c2* _ servic/

9. Charges for non-Emergency Care in an Emerge’ w Cai < .cting to the extent that they exceed charges that
would have been incurred for the same treatme: *. 2 noi. “mergency Care setting. Final determination as to
whether services were rendered in connaction wii » ai. ~mergency will rest solely with KPIC.

10. Weekend admission charges for non-Eme renc, ~a = Hospital services. This exclusion applies only to such
admission charges for Friday thrs ~h Sunday, >clusive, and does not include admissions for maternity.

11. Treatment, services, or supplies | ovi?" d «, + health care practitioner who is a Covered Person’s spouse,
mother, father, daughte” _ 1, brot. ., or sister.

12. Charges for experime tal s= .ce.

13. Charges from a practitioner, < ospital, or for clinical services related to radial keratotomy, myopic
keratomileusis, and surgery wnich involves corneal tissue for the purpose of altering, modifying, or correcting
myopia, hyperopia, or stigmatic error.

14. Confinement, treatment, services, or supplies received outside the United States, if such confinement,
treatment, services, or supplies are of the type and nature that are not available in the United States.

15. Injury or Sickness for which benefits are payable under any state or federal workers' compensation, employer's
liability, or occupational disease or similar law.

16. Injury or Sickness arising out of, or in the course of, past or current work for pay, profit, or gain, unless workers'
compensation or benefits under similar law are not required or available.

17. Invitro fertilization, ovum transplants and gamete intrafallopian tube transfer, zygote intrafallopian transfer,
or cryogenic or other preservation techniques used in these or similar procedures.

18. Services to reverse a voluntary sterilization procedure for an Adult or a Dependent minor.
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19.

20.

21.

22.

23.

24,

25.

26.

27.

28.

29.

30.

31.

32.

33.

34,

35.

36.

37.

GENERAL LIMITATIONS AND EXCLUSIONS

Services for sterilization for a Dependent minor, except FDA approved sterilization procedures for women with
reproductive capacity.

Medical or surgical treatment for reducing or controlling weight, unless otherwise specified in the “Covered
Services” section of this Certificate.

Services incurred before the effective date of coverage for a Covered Person.

Services incurred after a Covered Person’s termination of coverage, except as provided in the Extension of
Benefits provision.

Personal Care Services and Domiciliary Care Services.

Services rendered from a dental or medical department maintained by or on behalf of an employer, mutual
benefit association, labor union, trust, or similar persons or groups.

Personal hygiene and convenience items, including, but not limited to, air cor Hitioners, humidifiers, or physical
fitness equipment.

Charges for telephone consultations except for services covered under lek< Jith, fail:ire to keep a scheduled
visit, or completion of any form.

Inpatient admissions primarily for diagnostic studies, unless au. arized by KPIC.

The purchase, examination, or fitting of hearings aid’ and s Hplies, ~r* tinnitus maskers, unless otherwise
specified under the “Covered Services” section of th. Certifi® .te.

Immunizations related to foreign travel.

Dental care and dental x-rays; dental = =liances, orti dontia; and dental services resulting from medical
treatment, or medical condition, includii . su._2rv' n the jawbone and radiation treatment. This exclusion
includes, but is not limited to: s~rvices to ¢ rect n.alocclusion; extraction of wisdom teeth (third molars);
injury to teeth resulting from ¢ ew.. = Denta appliances; dental implants; orthodontics; dental services
associated with medical treatn nt.< (his  xclusion also does not include: (1) surgery to correct
temporomandibular joi« .. 1)) pail_ «ysfunction syndrome that is required because of a medical condition or
injury which prevent norma!-“:nacti 1 of the joint or bone and is deemed Medically Necessary to attain
functional capacity o = _itectet part or (2) removable appliances for TMJ repositioning. In addition, this
exclusion does not include visits< .r repairs or treatment of cleft lip, cleft palate or both. This exclusion does
not include visits for repans or treatment of accidental injury to sound natural teeth when performed or
rendered within six (6) months following the accident.

Routine foot care unless otherwise specified in the “Covered Services” section of this Certificate.

Arch support, orthotic devices, in-shoe supports, orthopedic shoes, elastic supports, or exams for their
prescription or fitting, unless these services are determined to be Medically Necessary.

Inpatient admissions primarily for physical therapy, unless authorized by KPIC.

Treatment of sexual dysfunction not related to organic disease.

Services that duplicate benefits provided under federal, State, or local laws, regulations, or programs.
Non-human organs and their implantation.

Non-replacement fees for blood and blood products.
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38.

39.

40.

41.

42.

43.

44,

45.

46.

47.

48.

49.

50.

51.

52.

53.

54.

GENERAL LIMITATIONS AND EXCLUSIONS

Lifestyle improvements, including nutrition counseling, or physical fitness programs, unless included in the
“Covered Services” section of this Certificate.

Outpatient orthomolecular therapy, including non-prescription drugs or medicines; vitamins, nutrients, and
food supplements, even if prescribed or administered by a Physician.

Temporomandibular joint syndrome (TMJ) treatment and treatment for craniomandibular pain syndrome
(CPS), except for surgical services for TMJ and CPS, if Medically Necessary and if there is clearly demonstrable
radiographic evidence of joint abnormality due to disease or injury.

Services resulting from accidental bodily injuries arising out of a motor vehicle accident to the extent the
services are payable under a medical expense payment provision of an automobile insurance policy.

Services for conditions that State or local laws, regulations, ordinances, or similar provisions require to be
provided in a public institution.

Services for, or related to, the removal of an organ from a covered person f* . purposes of transplantation into
another person.

Physical examinations required for obtaining or continuing employment, . urance< .r government licensing.

Nonmedical ancillary services such as vocational rehabilita. »n, employme. « counseling, or educational
therapy.

Private hospital room, unless authorized by KPIC.
Private duty nursing, unless authorized by KPIC.

Experimental Services. This exclusion dens not ap ly v services covered under clinical trials in the “General
Benefits” section.

Custodial care. Custodial care is¢ . =ssistance ith activities of daily living which include, but are not limited
to, activities such as walking, geti hgin. ‘'aut ur bed, bathing, dressing, feeding, toileting and taking drugs;
or b) care that can be performed s fe’, and erfectively by persons who, in order to provide the care, do not
require licensure or ce .itication or . = presence of a supervising licensed nurse.

Care in an intermedia e facili . This is a level of care for which a Physician determines the facilities and
services of a Hospital or a Skilled< .ursing Facility are not Medically Necessary.

Services for which no charge is normally made in the absence of insurance.

Any claim, bill, or other demand or request for payment for health care services that were provided as a result
of a prohibited referral as determined by the appropriate regulatory board.

Adult vision hardware in HDHP/HSA plans.

Services in connection with a Surrogacy Arrangement, except for otherwise-Covered Services provided to a
Covered Person who is a surrogate.
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OUTPATIENT PRESCRIPTION DRUG BENEFITS, LIMITATIONS, AND EXCLUSIONS

Prescribed drugs, medicines and supplies purchased on an outpatient basis are covered provided they: a) can be
lawfully obtained only with the written prescription of a Physician or dentist; b) are purchased by Covered Persons
on an outpatient basis; c) are covered under the Group Plan; d) do not exceed the maximum daily supply shown in
the Schedule of Coverage, except that in no case may the supply be larger than that normally prescribed by a
Physician or dentist; and e) do not exceed: an amount equal to one hundred fifty (150) percent of the average
wholesale price of the ingredients contained in the prescription, plus a dispensing fee. The part of a charge that
exceeds this limit will not be considered a Covered Charge.

This Outpatient Prescription Drug Benefit uses an open Formulary. The Formulary consists of Generic and preferred
and Non-preferred Brand Drugs including Specialty Drugs.

Covered outpatient prescription drugs may be subject to certain utilization management protocols such as prior
authorization and step therapy described below in this section. Refer to the Formulary for a complete list of
medications requiring prior authorization or step therapy protocols. Any drugs® ot found on the Formulary list
will be considered non-Formulary. The most current Formulary can be obt?" .ed by visiting:
https://healthy.kaiserpermanente.org/content/dam/kporg/final/documei -/form .aries/mas/marketplace-
formulary-mas-en.pdf.

Drugs Covered

Charges for the items listed below are also considered Cov' ed Ci rges. “xc .t as specifically stated below or on
Your Schedule of Coverage, such Covered Charges are’ ‘ibject * the Ou.patient Prescription Drug Percentage
Payable.

1. FDA-approved drugs for which a prescriptionis re 'u. d by. w.
2. Compounded preparations that contain'« le. “ane ‘ngredient requiring a prescription.

3. Insulin and the following diabeti’ . =nlies:
a) syringes and needles; and
b) blood glucose and ketone test. *r’ s or taplets.

4. Oral Chemotherapy ¢ ugs.
5. Any contraceptive drug or device' .nat is approved by the United States Food and Drug Administration (FDA);
6. Over-the-counter contraceptives devices for women when prescribed by a Physician.

7. Contraceptives drugs for women approved by the U.S. Food and Drug Administration and available by
prescription and over-the-counter when filled at a Participating Pharmacy.

8. Any prescription drug approved by the FDA as an aid for the cessation of the use of tobacco products. Tobacco
products include cigarettes, cigars, smoking tobacco, snuff, smokeless tobacco, and candy-like products that
contain tobacco.

9. Nicotine replacement prescription drugs for Nicotine Replacement Therapy courses and drugs that are
approved by the FDA as an aid for the cessation of the use of tobacco products.

10. Off-label use of drugs when a drug is recognized in Standard Reference Compendia or certain Medical
Literature as appropriate in the treatment of the diagnosed condition.

11. Growth hormone therapy (GHT) for treatment of children under age eighteen (18) with a growth hormone
deficiency; or when prescribed by a Physician, pursuant to clinical guidelines for adults.
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12.

13.

14

15.

OUTPATIENT PRESCRIPTION DRUG BENEFITS, LIMITATIONS AND EXCLUSIONS

Limited Distribution Drugs (LDD).

Prescription eye drops and refills in accordance with guidance for early refills of topical ophthalmic products
provided by the Centers for Medicare and Medicaid Services if: (1) the original prescription indicates additional
quantities are needed and (2) the refill requested does not exceed the number of refills indicated on the
original prescription.

Up to a 90-day supply of a maintenance drug in a single dispensing of the prescription;

Self-administered injectable drugs.

Outpatient Prescription Drugs Limitations and Exclusions

The following items are excluded from Outpatient Prescription Drug coverage in addition to any set forth in the
General Limitations and Exclusions section:

1.

2.

10.

11.

12.

13.

Administration of a drug or medicine;
Any drug or medicine administered as Necessary Services and Supplies (Se. the Ge’ :ral Definitions section.);
Drugs not approved by the FDA;

Drugs and injectables for the treatment of sexual dysf  .ictiori 'isorc s+ gardless of cause, including but not
limited to Inhibited Sexual Desire, Female Sexual ~ >usal ' Jorder, Female Orgasmic Disorder, Vaginismus,
Male Arousal Disorder, Erectile Dysfunction and’ ~ema. . Ejaculation.;

Drugs and injectables for the treatment of cosme cs wices,

Replacement of lost or damaged drugs a1 “ac. =<0l 3s;

Experimental Drugs and Medicit .. This exclu. ~n will not apply if such experimental or investigational drug,
device or procedure, as certified L :the: . cianis the only procedure, drug or device medically appropriate
to the Covered Person's c~=dition. i 7 .dition, this exclusion will not apply to routine patient care costs related

to clinical trial if the £ ,vered Persol : treating Physician recommends participation in the clinical trial after
determining that par cipa*" ..in" ch clinical trial has a meaningful potential to benefit the Covered Person.
Additionally, this exclusion will na apply to off-label use of a FDA approved drug if the drug is recognized for
treatment in any of the ste’ = . reference compendia or in the medical literature.

Internally Implanted time-release drugs and medicines;
Drugs associated with non-covered services;

Infant formulas, except for amino acid-based elemental formulas and special food products to treat PKU as set
forth as a limited benefit under the GENERAL BENEFITS section of this Certificate;

Human Growth Hormone (HGH), except for children with either Turner's syndrome or with classical growth
hormone deficiency.

Anorectic or any drug used for the purpose of weight loss or weight loss management unless prescribed in the
treatment of morbid obesity, unless covered under the Preventive Services benefits as required by PPACA.

Non-prescription drugs or medicines; vitamins, nutrients, and food supplements, even if prescribed or
administered by a Physician, unless covered under the preventive Services benefits as required by PPACA and
except as otherwise allowed for over-the-counter contraceptives as set forth under the Drugs Covered
provision above.
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OUTPATIENT PRESCRIPTION DRUG BENEFITS, LIMITATIONS AND EXCLUSIONS

14. Biotechnology drugs and diagnostic agents. The following biotechnology drugs are excepted from this
exclusion: Human insulin, vaccines, biotechnology drugs administered for the treatment or diagnosis of cancer,
and Dornase for the treatment of cystic fibrosis, human growth hormones prescribed or administered for the
treatment of documented human growth hormone deficiency such as Turner's Syndrome.

Direct Member Reimbursement
If You purchased a covered medication without the use of Your identification card or at a Non-Participating
Pharmacy and paid full price for Your prescription, You must request a direct member reimbursement.

To submit a claim for direct member reimbursement You may access the direct member reimbursement form via
www.MedImpact.com. For assistance You may call the MedImpact Customer Contact Center 24 hours a day 7 days
a week at 1- 800-788-2949 or email via customerservice@medimpact.com.

UTILIZATION MANAGEMENT PROGRAV
Quantity Limits

Quantity limits apply to outpatient prescription drugs for safety and cost reas , and fo! .w the manufacturer’s
FDA approved guidelines from their package inserts. Prescribers must obtain au ori .cion for quantities higher
than those allowed under the Utilization Management Program.

Age Limits

Age requirements/limits apply to some outpatient p° scrip. * drugs and are part of the Utilization Management
Program to help ensure You are receiving the right m. & ation - the right time. Such limits restrict coverage for
a drug to a certain age for reasons of safety and/or efi :ac, nd a_ may be recommended to promote appropriate
use. In addition to age limitations determine  +,, DA a} arovu . guidelines, outpatient prescription drugs will be
subject to requirements based on the recommc datic = fthe U.S. Preventative Services Task Force (USPSTF)
and the Centers for Disease Control # ' Preventic. (CDC).

Step Therapy Process

Selected outpatient pres¢ ption f+= =rec :ire step therapy. Step therapy is a process that defines how and
when a particular outpatiec " _script, n drug can be dispensed by requiring the use of one or more prerequisite
drugs (first line agents), as identified # rough Your drug history, prior to the use of another drug (second line
agent). The step therapy proce.. _.icourages safe and cost-effective medication use. Under this process, a “step”
approach is required to receive coverage for certain high-cost medications. Refer to the formulary for a complete
list of medications requiring step therapy. This means that to receive coverage, You may first be required to try a
proven, cost-effective medication before using a more costly medication. Treatment decisions are always
between You and Your Provider.

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

“Supporting medical information” (as used in the provision below) means: 1) A paid claim from an insurer for a
Member; 2) A pharmacy record that documents that a prescription has been filled and delivered to a Member or
a representative of a Member; or 3) Other information mutually agreed on by KPIC and the Member.

An exception to the step therapy process described above may be provided when:
1. The step therapy drug has not been approved by the U.S. Food & Drug Administration (FDA) for the
medical condition being treated; or
2. A prescriber provides supporting medical information to Us that a prescription drug We cover:
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a. Was ordered by the prescriber for the Member within the past one hundred eighty (180) days;
and
b. Based on the professional judgement of the prescriber, was effective in treating the Member’s
disease or medical condition; or
3. A prescription drug was approved by the FDA; and
a. Isused to treat a Member’s stage four advanced metastatic cancer; and
b. Use of the drug is:
i. Consistent with the FDA approved indication or the National Comprehensive Cancer
Network Drugs & Biologics Compendium indication for the treatment of stage four
advanced metastatic cancer; and
ii. Supported by peer reviewed medical literature.

Prior Authorization

Prior authorization is a review and approval procedure that applies to some o patient prescription drugs and is
used to encourage safe and cost-effective medication use. Prior authorizat’ .n is ger .rally applied to outpatient
prescription drugs that have multiple medical uses, are higher in cost, or ha > a <" nificant.safety concern.

The purpose of prior authorization is to ensure that You receive tk» right medica. = or Your medical condition.
This means that when Your Physician prescribes a drug that has bee. identified as subject to prior authorization,
the drug must be reviewed by the utilization management r' _gi. ato . »term’ ¢ Medical Necessity before the
prescription is filled. Prior authorization reviews address’ iinical 2@ propric .iess, including genomic testing,
safety issues, dosing restrictions and ongoing treatment ¢ _‘eria

If a drug requires prior authorization, Your prescribin, Fi siciai. aust work with Us to authorize the drug for Your
use. Drugs requiring prior authorization hav~ soecific ¢ ‘nic. criteria that You must meet in order for the
prescription to be eligible for coverage. Refe. o . ~for. wlary for a complete list of medications requiring prior
authorization. The most current formulary can' > obta. d by visiting:

[https://healthy.kaiserpermanente.c :, =~tent/da. /kporg/final/documents/formularies/mas/marketplace-
formulary-mas-en.pdf].

If You have questions aboy prior author. ation or about the outpatient prescription drugs covered under Your
plan, You can call 1-800-7 8-2947 . ‘1 ( TY), 24 hours a day, 7 days a week (closed holidays).

“Exigent circumstances” (as used in.*" 2 provision below) means exists when a Member is suffering from a health
condition that may seriously jeopardize the Member’s life, health or ability to regain maximum function or when
a Member is using a drug while undergoing a current course of treatment.

When an outpatient prescription drug requiring prior authorization has been prescribed, You or the prescribing
Physician must notify the Utilization Management Program as follows:

1. You or Your prescribing Physician can begin the prior authorization process by calling 1-800-788-2949;
2. Following completion of the prior authorization intake process as set forth in item 1 above, We will
notify the requestor within seventy-two (72) hours for non-urgent requests and within twenty-four (24)
hours when exigent circumstances exist, that:
a. Therequest is approved; or
b. Therequestis disapproved due to:
i. Not Medically Necessary; or
ii. Missing material information required to determine Medical Necessity; or
iii. The patient is no longer eligible for coverage.
3. If We fail to respond within seventy-two (72) hours for non-urgent requests or within 24 hours when
exigent circumstances exist, the request shall be deemed to have been approved.
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4. Inthe event the prior authorization request is disapproved:

a. The notice of disapproval will contain an accurate and clear written explanation of the specific
reasons for disapproving the request.

b. If the disapproval is due to missing material information required to determine Medical
Necessity, the notice of disapproval will contain an accurate and clear explanation that
specifically identifies the missing material information.

5. The prior authorization request shall be deemed approved if the notice of disapproval is not sent to the
requestor within seventy-two (72) hours for non-urgent request or within twenty-four (24) hours when
exigent circumstances exit.

6. Notices required to be sent to the requestor shall be delivered by Us in the same manner the request
was submitted to Us or by any other mutually agreeable accessible method of notification.

If the prescribing Physician indicates the outpatient prescription drug is used to treat a chronic condition, We will
not request a reauthorization for a repeat prescription for a drug for one (1) year or for the standard course of
treatment for the chronic condition being treated, whichever is less.

If We implement a new prior authorization requirement for an outpatient = ascripti” a1 drug, we will provide
notice of the new requirement at least thirty (30) days before the effective’ >te< the new requirement. Notice
will be made in writing to any Member who is prescribed the prescription drug 2nd eit* _r in writing or
electronically to Participating Providers.

An exception to the prior authorization process will be gran* &'« Jer v »folle® ing circumstances:

1. If You or Your prescribing Physician provides doc. men*  (on of a prior authorization from Your
immediate prior carrier, We will honor the' . vious tthorization for at least an initial ninety (90) days
of Your coverage. After this time period, We m. =peric m our own review to grant a prior authorization
for the prescription drug.

2. We will honor a prior authorization , =v. sly i suea under another KPIC health plan if:

a. The prescription drug is a covered . »netiv . Jer the Group Policy; or
b. The dosage for the appi v ‘nrescrip. »n drug changes and the change is consistent with federal
Food and Drug Administi tion ) . ">d dosages.

We will not accept a previr .sly granted | ior authorization for a change in dosage for an opioid.

To request an exception pic._c call Me Impact at: 1-800-788-2949

If Your request for reimbursement of a Non-Participating Pharmacy claim is denied, altered, or delayed, You have
the right to appeal the denial, alteration or delay. Please refer to the CLAIMS AND APPEALS PROCEDURES

section of Your Certificate of Insurance for details regarding the grievance and appeals process and the Your
Right to an INDEPENDENT MEDICAL REVIEW section for Your right to an Independent Medical Review.
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FEDERAL CONTINUATION OF COVERAGE PROVISIONS

This section only applies to Participating Employers who are subject to Public Law 99-271 (COBRA)

You may be able to continue Your coverage under the Group Policy for a limited time after You would otherwise lose
eligibility, if required by the federal COBRA law. Please contact Your Group if you want to know how to elect COBRA
coverage or how much You will have to contribute through Your Group.
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STATE CONTINUATION PROVISIONS

Surviving Spouse and Dependent Child Continuation:
As used in this provision, the terms listed below are defined as follows:

"Dependent child" means a child of the Insured Employee who: (i) was covered under the Group Policy as a
qualified or eligible dependent of the Insured Employee immediately before the death of the Insured Employee;
or (ii) was born to a Qualified Secondary Beneficiary after the death of the Insured Employee.

“Election Period” means the period that begins on the date of death of the Insured Employee and ends 45 days
after that date.

“Insured Employee” means an employee of the Group Policyholder who is a resident of the State of Maryland
and covered under the Group Policy current or predecessor group contract with the same employer for at least
3 months before death.

"Qualified Secondary Beneficiary" means an individual who is: (i) a ber  .riciarytinder the Group Policy as the
spouse of the Insured Employee for at least 30 days immediately precc 'ing tk* death of the Insured Employee;
or (ii) a Dependent Child of the Insured Employee.

A Qualified Second Beneficiary is eligible to elect continuation cov. age under the roup Policy within the Election
Period. To elect continuation a Qualified Secondary Beneficiz= »r au. arized r' sresentative must submit a signed
election notification form to the Group Policyholder durir’, the El. :tion. ¢ 4. Requests for election forms are to
be directed to the Group Policyholder. If elected, such ¢. ~tinua” on coverage will begin on the date of the Insured
Employee’s death and end on the earliest of the foli’ inga.  s:

(a) 18 months after the date of death of the Insurea =r. loyee.

(b) the date on which the Qualified Seconda»2 Benefic ary . ils to make timely payment of premium;

(c) the date the Qualified Secondary Benefic 'ry . »con =s eligible for hospital, medical, or surgical benefits under
another insured or self-funded group healt. ‘henei. program or plan that is written on an expense-incurred
basis or is with a health mainten. "cc :7anizat. 9

(d) the date the Qualified Secondary + nefi.ai, 2comes entitled to benefits under Medicare;

(e) the date the Qualified & »dary b .eficiary accepts hospital, medical, or surgical coverage under any non-
group plan or policy v itten or.2n ex, 2nse-incurred basis or is with a health maintenance organization;
(f) the date on which the 2+« [ied S¢ ondary Beneficiary elects to terminate coverage under the Group Policy;

(g) the date the employer ceases to.« ovide group benefits to his/her employees; or
(h) for Dependent Children, tr.c _ute the Qualified Secondary Beneficiary would no longer be covered under the
Group Policy if the Insured Employee had not died.

Continuation coverage for the Qualified Secondary Beneficiary will be subject to all changes, options and
modifications that a Covered Person would otherwise be subject to, such as: transfer to another group contract; or
plan changes or options for which a Covered Person would be subject to or otherwise eligible

Continuation coverage provided under this section will: (1) be provided without evidence of insurability or additional
waiting periods; and (2) require the Qualified Secondary Beneficiary to pay the required premium payments to the
Group Policyholder. If elected by the Qualified Secondary Beneficiary, the Group Policyholder must allow the
premium required by item (2) above, to be paid in monthly installments.

Spouse and Dependent Child Continuation upon Divorce:
As used in this provision, the terms listed below are defined as follows:

“Change in Status” means the divorce of the Insured Employee and his/her spouse.
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"Dependent Child" means a child of the Insured Employee who: (i) was covered under the Group Policy as a
qualified or eligible dependent of the Insured Employee immediately before the change in status; or (ii) was
born to a Qualified Secondary Beneficiary after the Change in Status.

“Insured Employee” means an employee of the Group Policyholder who is a resident of the State of Maryland
and covered under the Group Policy.

"Qualified Secondary Beneficiary" means an individual who is: (i) a beneficiary under the Group Policy as the
spouse of the Insured Employee for at least 30 days immediately preceding the Change in Status; or (ii) a
Dependent Child of the Insured Employee.

A Qualified Second Beneficiary is entitled to continuation coverage under the Group Policy after a Change in Status.
Continuation coverage under this provision will begin on the date of the Change in Status and end on the earliest of
the following dates:

(a) the date the Qualified Secondary Beneficiary becomes eligible for hospital, medical, or surgical benefits under
another insured or self-funded group health benefit program or plan tha s written on an expense-incurred
basis or is with a health maintenance organization;

(b) the date the Insured Employee becomes entitled to benefits under M ‘icare:

(c) the date the Qualified Secondary Beneficiary accepts hospital, medical, = surgica’ .overage under any non-
group plan or policy written on an expense-incurred basis or is with a healtti »ai:" .enance organization;

(d) the date on which the Qualified Secondary Beneficiary elects tc =rminate coverage under the Group Policy;

(e) the date the employer ceases to provide group benefits .. /‘her mplov  _s;

(f) for Dependent Children, the date the Qualified Secs .dary B¢ .eficiai ~ .ould no longer be covered under the
Group Policy if there had not been a Change in Status, r

(g) for an individual who is a Qualified Secondary . ~efici. ‘ by reason of having been the Insured Employee’s
spouse, the date on which the individual remarric .

(h) the date the coverage under the Group: ‘icv tern nate with respect to the Insured Employee.

(i) the premium due date on which the pren. "m . 3k =2 is not timely made.

In order to be eligible for the continu tion. . ~ge described in this section, the Insured Employee or divorced
spouse of the Insured emplox =must r. 1y the Policyholder of the applicable change in status not later than:

1. 60 days after the apy cable< .. =i status if on the date of the applicable change in status the employee is
covered under the Gru.u Policy ¢ under another group contact issued to the same employer replacing the
Group Policy. The coveraga wi!'" e retroactive to the applicable change in status.

2. 30 days after the date the Insured Employee becomes eligible for coverage under a group contact issued to
another employer, if the Insured Employee becomes covered under the new employer’s group contract after
the applicable change in status. The coverage will be retroactive to the date of eligibility.

Continuation coverage for the Qualified Secondary Beneficiary will be subject to all changes, options and
modifications that a Covered Person would otherwise be subject to, such as: transfer to another group contract; or
plan changes or options for which a Covered Person would be subject to or otherwise eligible.

Continuation coverage provided under this provision will: (1) be provided without evidence of insurability or
additional waiting periods; and (2) require the Insured Employee to make arrangements with the Group Policyholder
to pay the entire cost for the coverage for a Qualified Secondary Beneficiary.

Continuation of Coverage upon Termination of Employment:

As used in this provision, the terms listed below are defined as follows:
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“Change in Status” means (i) involuntary termination of the Insured Employee’s employment other than for
cause; or (ii) voluntary termination of the Insured Employee’s employment by the Insured Employee.

“Election Period” means the period that begins on the date of the Change in Status and ends 45 days after that
date.

“Insured Employee” means an employee of the Group Policyholder who is a resident of the State of Maryland
and covered under the Group Policy current or predecessor group contract with the same employer before the
Change in Status.

An Insured Employee, or someone acting on his/her behalf, is eligible to elect continuation coverage under the Group
Policy after a Change in Status if done within the Election Period. If elected, continuation coverage under this
provision will begin on the date of the Change in Status and end on the earliest of the following dates:

(a) 18 months after the date of the Change in Status;

(b) the date on which the Insured Employee fails to make timely payment of premium;

(c) thedatethe Insured Employee becomes eligible for hospital, medical, or sur< cal benefits under another insured
or self-funded group health benefit program or plan that is written on< .1 expense-incurred basis or is with a
health maintenance organization;

(d) the date the Insured Employee becomes entitled to benefits under Medi. * z;

(e) the date the Insured Employee accepts hospital, medical, or.surgical cove. e nder any non-group plan or
policy written on an expense-incurred basis or is with a health'. aintenance organization;

(f) the date on which the Insured Employee elects to termi< ... aveir e und’ . the Group Policy; or

(g) the date the employer ceases to provide group bene” s to his 1eren. ' yees;

Continuation coverage provided under this provisi. n ill: (. ‘be provided without evidence of insurability or
additional waiting periods; and (2) require the Insure ' Ei. 2loyee to pay the required premium payments to the
Group Policyholder (If elected by the Insurea i ee, he G.oup Policyholder must allow the premium to be paid
in monthly installments); and (3) be available to ~e spc 2 and dependent children of the insured if: (a) the Group
Policy provides benefits for spouses = u . =endent hildren; and (b) the Insured Employee’s spouse and dependent
children were covered under the Grou,_ Polir . ">re the Change in Status.

Continuation coverage for .ne insured ' mployee will be subject to all changes, options and modifications that
another covered employ 2 worr'" .. =ub_ct to, such as: transfer to another group contract; or plan changes or
options for which a covereu Cinployee vould be subject to or otherwise eligible.
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Application

This Coordination of Benefits provision applies when the Covered Person has coverage under more than one Plan. If

this provision applies, the benefit determination rules state whether This Plan pays before or after another Plan.

The benefits of This Plan:

1. will not be reduced when This Plan is primary;

2. may be reduced when another Plan is primary and this Plan is secondary. The benefits of this Plan are reduced
so that they and the benefits payable under all other Plans do not total more than 100 percent of the Allowable
Expenses during any Policy Year; and

3. will not exceed the benefits payable in the absence of other coverage.

Order of Benefit Determination Rules
This Plan determines its order of benefits by using the first of the following that applies:
1. General: A Plan that does not coordinate with other Plans is always the prir" ary Plan.

2. Non-dependent\Dependent: The benefits of the Plan which cover the ps son as a Covered Person, or
subscriber (other than a Dependent) is the primary Plan; the Plan whic << ers the< arson as a Dependent is
the secondary Plan.

3. Dependent Child--Parents Not Separated or Divorced: When thi. 2lan and arother Plan cover the same child as
a Dependent of different parents, benefits for the chil? .re ¢ :erm. =d a7 .ollows:
a) the primary Plan is the Plan of the parent wk® .e birth: 1y (mor. 1 and day) falls earlier in the year. The
secondary Plan is the Plan of the parent wkase b. “h7" .y falls later in the year.
b) if both parents have the same birthday, the L aefits € the Plan which covered the parent the longer time
is the primary Plan; the Plan which covered i e rent . .e shorter time is the secondary Plan.
c) ifthe other Plan does not have the - "dayru 2, bu 'has the male\female rule and if, as a result, the Plans
do not agree on the order of benefits, her. ' the other Plan will determine the order of benefits.
4. Dependent Child: Separated or I =ced Pare. s: If two or more Plans cover a person as a Dependent child of
divorced or separated parents, be efits. *he cuild are determined as follows:
a) first, the Plan of the narent w. " ustody of the child;
b) then, the Plan of  .ie spouse of e parent with custody of the child; and
c) finally, the Plan. fthe< .c. wi. .out custody of the child.
However, if the speciiic terms ¢ a court decree state that one parent is responsible for the health care
expenses of the child ans th= _ntity obligated to pay or provide the benefits of the Plan of that parent has
actual knowledge of those terms, that Plan is the primary Plan. This paragraph does not apply with respect to
any Policy Year during which any benefits actually paid or provided before the entity has actual knowledge.
Also, benefits for the child of a non-custodial parent who is responsible for the health care expenses of the
child may be paid directly to the provider, if the custodial parent so requests.

5. Active/Inactive Service: The primary Plan is the Plan which covers the person as a Covered Person who is neither
laid off nor retired (or as that employee's Dependent). The secondary Plan is the Plan which covers that person
as a laid off or retired Covered Person (or as that Covered Person’s Dependent). If the other Plan does not have
this rule, and if, as a result, the Plans do not agree on the order of benefits, this rule does not apply.

6. Longer/Shorter Length Of Coverage: If none of the above rules determines the order of benefits. the primary
Plan is the Plan which covered a Covered Person, or subscriber the longer time. The secondary Plan is the Plan
which covered that person the shorter time.
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Effect of Medicare

This Plan will be primary to Medicare for an active employee and Dependent spouse of such active employee. This
Plan will not be primary to Medicare if the Covered Person is eligible for Medicare as primary. Medicare is primary
for an insured retiree or the Dependent spouse of a retiree age 65 or over; this applies whether or not the retiree or
spouse is enrolled in Medicare.

Reduction in This Plan's Benefits
When the benefits of this Plan are reduced, each benefit is reduced in proportion. It is then charged against any
applicable Benefit Maximum of his Plan.

Any benefit amount not paid under this Plan because of coordinating benefits becomes a benefit credit under this
Plan. This amount can be used to pay any added Allowable Expenses the Covered Person may incur during the
remainder of the Policy Year, including any Coinsurance payable under this Plan.

Right to Receive and Release Information

Certain facts are needed to coordinate benefits. KPIC has the right to ds" .de whi® | facts it needs. KPIC may get
needed facts from or give them to any other organization or person. KPICi =¢ ot tell, < r get the consent of any
person to do this. Each person claiming benefits under this Plan must give KPIC' 1~y fae” it needs to pay the claim.

Facility of Payment

A payment made under another Plan may have included an< .nov twh. “ she” .d have been paid under this Plan. If
it does, KPIC may pay that amount to the organization t+* ¢ made; .e payn. .t. That amount will then be treated as
though it were a benefit paid under this Plan. KPIC.will . 't »* 'y that amount again. The term "payment made"
includes providing benefits in the form of services. I . is cas "payment made" means the reasonable cash value
of the benefits provided in the form of services.

Right of Recovery

If the amount of the payments made.by KPIC is. are tiica it should have paid, KPIC may recover the excess from
one or more of the following:

1. the persons KPIC has paid or forw om~ na. id.

2. insurance companies.

3. other organizations.

The "amount of payments m’ '~" .ncludes the reasonable cash value of any benefits provided in the form of
services.

Definitions Related to Coordination of Benefits

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

Allowable Expenses means the usual and customary fees for medical or dental care or treatment. Part of the
expenses must be covered under at least one of the Plans covering the Covered Person.

Closed Panel Plan means a health maintenance organization (HMO), preferred provider organization (PPO),

exclusive provider organization (EPO), or other plan that provides health benefits to covered persons primarily in

the form of services through a panel of providers that have contracted with or are employed by the plan, and that

limits or excludes benefits for services provided by other providers, except in the cases of emergency or referral by

a panel Covered Person.

. If the Primary Plan is a closed panel plan with no Out-of-Plan benefits and the Secondary Plan is not a closed
panel plan, the Secondary Plan must pay or provide benefits as if it were primary when no benefits are available
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from the Primary Plan because the covered person used a non-panel provider, except for emergency services
that are paid or provided by the Primary Plan

. If, however, the two Plans are closed panels, the two Plans will coordinate benefits for services that are
covered services for both Plans, including emergency services, authorized referrals, or services from providers
that are participating in both Plans. There is no COB if there is no covered benefit under either Plan.

Coordination of Benefits means the way benefits are payable under more than one medical or dental plan. Under
Coordination of Benefits, the Covered Person will not receive more than the Allowable Expenses for a loss.

Plan means any of the following which provides medical or dental benefits or services:

1. This Plan.

Any group, blanket, or franchise health insurance.

A group contractual prepayment or indemnity plan.

A health maintenance organization (HMO) (other than Health Plan), whether a group practice or individual
practice association.

A labor-management trustee plan or a union welfare plan.

An employer or multi-employer plan or employee benefit plan.

A government program.

Insurance required or provided by statute.

P wnN

© N oW

Plan does not include any:

1. Individual or family policies or contracts.

2. Public medical assistance programs.

3. Group or group-type Hospital indemnity benefitof S1. Y+ _r day or less.
4. School accident-type coverage.

The benefits provided by a Plan include those . atv. :lc have been provided if a claim had been duly made.
This Plan means that portion of the C ‘0., Palicy w. -h provides the benefits that are subject to this provision.

Primary Plan\Secondary Plan means tf. t:aen this Plan is primary, its benefits are determined before those of the
other Plan; the benefits the other | an are not considered. When this Plan is secondary, its benefits are
determined after those ¢ the 0*” _.". "an; :s benefits may be reduced because of the other Plan's benefits. When
there are more than two Pia.is, this Pl7 | may be primary as to one and may be secondary as to another.
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All claims under the Group Policy will be administered by:

KFHP - Claims Department
PO Box 371860,
Denver CO, 80237-9998

Questions about claims: For assistance with questions regarding claims filed with KPIC, please have Your ID Card
available when You call 1-888-225-7202 (TTY 711) or You may write to the address listed above. Claim forms are
available from Your employer.

Participating Provider claims
If You receive services from a Participating Provider, that provider will file the claims on Your behalf. Benefits will
be paid to the provider. You need pay only Your deductible and Percentage Payable or Co-payment.

Non-Participating Provider claims
If you receive services from any other licensed provider, you may nec to file® .ne claim yourself and will be
reimbursed in accordance with the terms set forth under the Schedule of Co « _e.

Notice of Claims

You must give Us written notice of claim within 20 days after the occ rence or commencement of any loss covered
by the Policy, or as soon as reasonably possible. You may gi* _no. =or. a3y b7 e someone do it for you. The notice
should give Your name and Your account number showr™ 1 Your $' 1edule ¢ Coverage. The notice should be mailed
to Us at Our mailing address or to Our Administrator.

KFHP - Claims Dep ru. =nt

PO Box 27 "R60,

Denver CC, R0..79¢ 8
Claim Forms
When We receive Your notice of clair . w. il senc. ‘ou forms for filing proof of loss. If We do not send You these
forms within 15 days after receipt of Y. ur r' lice < claim, You shall be deemed to have complied with the proof of
loss requirements by submi** ...g written oof covering the occurrence, character and extent of the loss, within the
time limit stated in the Pr' of of Lecactic 2.

Proof of Loss

Written proof of loss may be s¢ = Js by fax or at the address shown above or Our Administrator within one year
after the date of the loss. Failure to furnish such proof within the time required shall not invalidate nor reduce any
claim if it was not reasonably possible to give proof within such time, if the proof is furnished within two years after
the date of service. A Covered Person’s legal incapacity shall suspend the time to submit the claim and the
suspension period ends when legal capacity is regained. KPIC may require information to validate the occurrence,
character and extent of the loss. Such information may include, but will not be limited to: reports of investigations
concerning fraud and misrepresentation, necessary consent forms, releases and assignments, medical records,
information regarding provider services, information regarding medical necessity or other necessary information
requested by KPIC.

“Proof of Loss” means written proof of the occurrence, character and extent of the loss.

Time for Payment of Benefits
In accordance with the terms of Your coverage, benefits will be paid within 30 days upon receipt of written Proof of
Loss.
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Unless the Covered Person has asked Us not to do so, KPIC may pay all or any part of the benefits provided by the
Group Policy directly to the service provider. Any such payment made by KPIC in good faith will fully discharge KPIC's
obligation to the extent of the payment.

Any benefits for health expenses for covered medical transportation services are payable to the provider of these
services. No benefits are payable to the Covered Person to the extent benefits for the same expenses are paid to
the provider.

Contested Claims

If KPIC is unable to pay Your claim after receiving Proof of Loss, KPIC will notify You of any contest to or denial of the
claim within 30 days of the date the Proof of Loss was received by KPIC. Please see the section entitled
“PRECERTIFICATION, INTERNAL APPEALS, AND EXTERNAL REVIEW” for information on how you may file an appeal
or grievance.

Legal Action

No legal action may be brought to recover on this policy before 60 days from the® Jate written proof of loss has been
given to Us as required under the Proof of Loss section. No such action ma) e brought more than three (3) years
after the date written proof of loss is given to Us.

Time Limitations

If any time limitation provided in the plan for giving notice of clairi . or for bringin, .y action at law or in equity, is
less than that permitted by the applicable law, the time limitat*=~orc dedin th< planis extended to agree with the
minimum permitted by the applicable law.

Overpayment

KPIC will not withhold any portion of a claim payr. = = on . » basis that the sum withheld is an adjustment or

correction for an overpayment made on a prior claim' nle =

1. the adjustment or correction is for st .. < subj ct 1. coordination of benefits with another carrier, the
Maryland Medical Assistance Program, or v > Mic. == e Program during the 18-month period after the date that
KPIC paid the health care provid< =and

2. except as provided in item (i) of t_is pa.. ~nh, \nay only adjustment or correction during the 6-month period
after the date that KPIC paid the he It' care provider.

The restriction on adjusti ents.2~ , . co. 2ctions noted above do not apply if KPIC makes an adjustment and/or

correction to a health care . ovider be ause:

1. theinformation submitted*o K™ _ was fraudulent;

2. theinformation submitted to KPIC was improperly coded and the KPIC has provided to the health care provider
sufficient information regarding the coding guidelines used by Us at least 30 days prior to the date the services
subject to the adjustment and/or correction were rendered; or

3. the claim submitted to KPIC was a duplicate claim.

Information submitted to KPIC may be considered to be improperly coded if the information submitted by the health

care provider:

1. uses codes that do not conform with the coding guidelines used by KPIC applicable as of the date the service or
services were rendered; or

2. does not otherwise conform with the contractual obligations of the health care provider to KPIC applicable as
of the date the service or services were rendered.

If KPIC makes a adjustment and/or correction under this provision for services as a result of coordination of benefits,

the health care provider will have 6 months from the date of denial, to submit a claim to for reimbursement for the
service to KPIC, the Maryland Medical Assistance Program, or the Medicare Program responsible for payment.
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Assignment

Payment of benefits under the Group Policy for treatment or services that are not provided, prescribes or directed

by a Health Plan Physician:

a) Are not assignable and thereby not binding on KPIC, unless previously approved by KPIC in writing;

b) Shall be made by KPIC, in its sole discretion, directly to the provider or to the Insured Person or Insured
Dependent or, in the case of the Insured Person's death, to his or her executor, administrator, provider, spouse
or relative.

Time Effective
The effective time for any dates used is 12:01 A.M. at the address of the Policyholder.

Contestability of Coverage

In the absence of fraud, any statement made by the Policyholder or a Covered Per=on in applying for insurance under
the Group Policy will be considered a representation and not a warranty. Aft" . the Group Policy has been in force
for two (2) years, its validity cannot be contested except for nonpaymer® of prer’ ums. After a Covered Person's
insurance has been in force for two (2) years during his or her lifetime, its 3! .ty canr 't be contested due to a
statement made by the Covered Person relating to insurability under the Group Yolici” Only statements that are in
writing and signed by the Policyholder or a Covered Person can b sed in a conte .. A copy of the statement will
be given to the Policyholder, the Covered Person or his or her" nefic. ~v.

Misstatement of Age

If the age of any person insured under This Plan hastheen  is< ated: 1) premiums shall be adjusted to correspond
to his or her true age; and 2) if benefits are affectec v a3 chc e in age, benefits will be corrected accordingly (in
which case the premium adjustment will take the corr ctic ».into .ccount).

Physical Examination and Autopsy

KPIC, at its own expense, shall have th= right ana  nportuaity to examine the person of any individual whose Injury
or Sickness is the basis of a claim wh 1 a.. =< ofte. as it may reasonably require during the pendency of a claim
hereunder and to make an autopsy in ¢ ses dea. ., where it is not forbidden by law.

Money Payable
All sums payable by or to' °PIC.~~ .cs Al mir.strator must be paid in the lawful currency of the United States.

Rights of a Custodial Parent

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

2. Subject to the same Order,

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

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

2. Acopy of the Order.

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

1. Allow the custodial parent, who is not a Covered Person under the policy, to apply for enrollment on behalf of
the Dependent child and include the Dependent child in the coverage regardless of enroliment period
restrictions;

2. Provide the custodial parent with membership cards, claims, and other information regarding the terms,
conditions, benefits, exclusions, and limitations of the Policy;
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3. Accept claim forms and requests for claim payment from the custodial parent; and

4. Make claim payments directly to the custodial parent for claims submitted by the custodial parent, subject to
all the provisions stated in the Policy. Payment of claims to the custodial parent, which are made in good faith
under this provision, will fully discharge KPIC’s obligations under the Policy to the extent of the payment.

KPIC will continue to comply with the terms of the Order until We determine that:

1. The Order is no longer in effect;

2. The Dependent child has become covered, or will be enrolled, under other reasonable health insurance or
health coverage that will take effect on or before the effective date of the termination;

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

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

“Order” means a ruling that:

1. isissued by a court of the State of Maryland or another state or an adminis’ ative agency of another state; and

2. (a) creates or recognizes the right of a child to receive benefits under a« irent's health insurance coverage; or
(b) establishes a parent's obligation to pay child support and provide i. 2lth i** _urance coverage for a child.
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