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SECTION-WELCOME

Quick Reference Box
Yy Member services, claim inquiries, Personal Health Samppdfental
Health/SubstancRelated and Addictive Disorder Administrat@0Q711:3567

Yy Claims submittal address: UnitedHealthcal@msP.O. Box 3055%5reensborp
NC 27402

Yy Online assistanceww.myuhc.com

PCPEBP Logan Elm Local Schoatspleased to provide you with this Summary Plan
Description (SPD), which describes the health Benefits available to you and your covered
family memberdt includes summaries of:

Yy Who is agible.

Services that are covered, called Covered Health Services.

Services that are not covered, called Exclusions and Limitations.

How Benefits are paid.

<SS S

Your rights and responsibilities under the Plan.

This SPD is designed to meet your information nikeestpersedes any previous printed or
electronic SPD for this Plan.

IMPORTANT
The healthcare service, supply or Pharmaceutical Product is only a Covered Heglth

Service if it is Medically Necessary. (See definitions of Medically Necessary and|Covered
Health Service in Section GlgssadyThe fact that a Physician or other provider hag
performed or prescribed a procedure or treatment, or the fact that it may be the pnly
available treatment for a Sickness, Injury, Mental ldnbstnceelated andddictive
disorders, disease or its symptoms does not mean that the procedure or treatmgnt is a
Covered Health Service under the Plan.

PCPEBP- Logan EIm Local Schoofgends to continue this Plan, but reserves the fight,

in its sole discretion, to modithange, revise, amend or terminate the Plan at any}jtime,
for any reason, and without prior notice subject to any collective bargaining agreggments
between the Employer and various unions, if applicable. This SPD is not to be cpnstrued
as a contract of dor employment. If there should be an inconsistency between th
contents of this summary and the contents of the Plan, your rights shall be detefmined
under the Plan and not under this summary.

UnitedHealthcare is a private healthcare claims adminislngtexiHealthcare's goal is to
give you the tools you need to make wise healthcare decisions. UnitedHealthcare also helps
your employer to administer claims. Although UnitedHealthcare will assist you in many
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ways, it does not guarantee any BerlGREB - Logan Elm Local Schoatssolely
responsible for paying Benefits described in this SPD.

Please read this SPD thoroughly to learn how the Plan works. If you have questions contact
your local Human Resourcepartment or call the number on the bégloor ID card.

How To Use This SPD
Yy Read the entire SPD, and share it with your family. Then keep it in a safe place for
future reference.

Many of the sections of this SPD are related to other sections. You may not lhave all
the information you need by ragwggdjust one section.

You can find copies of your SPD and any future amendmeetgiest printed
copies by contacting Human Resources

Capitalized words in the SPD have special meanings and are defined in Secfion 14,
Glossary

If eligible for coverage, the words "you" ‘gmair" refer to Covered Persons as
defined in Section 1@Jossary

PCPEBP Logan Elm Local Schoatsalso referred to as Company.

SN Y

If there is a conflict between this SPD and any benefit summaries (other thar
Summaries of Material Modifications) pralideyou, this SPD will control.

2 SecTION - WELCOME
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SECTION-ANTRODUON

What this section includes:
Yy Who's eligible for coverage under the Plan.

The factors that impact your cost for coverage.
Instructions and timeframes for enrolling yourself and your eligible Depende

When coverage begins.

<SS S S

When you can make coverage changes under the Plan.

Eligibility
Employees:

You are eligible to enroll in the Plan if you satisfy one of the following eligibility
requirements:

1) You satisfy the traditional eligibility definition.

You satisfy the traditional eligibility definition if you are classified by the
Employer as a Beneftiigible Employee.

If you satisfy the traditional eligibility definition, you are eligible for coverage on
your date of hire. Your coverage will contimig the last day of the month in
which you are no longer classified as a Benefits Eligible Employee, unless you
otherwise satisfy the lebkck eligibility definition.

2) You satisfy the loalkack eligibility definition. You satisfy the ibakk eligibilit
definition if:

You are an Ongoing Employee and you averaged at least 30 Hours of Service per
week during the Standard Measurement Period.

If you satisfy the loekack eligibility definition as an Ongoing Employee, you

are eligible for coverage on thgt filay of the Standard Stability Period

associated with such Standard Measurement Period. You are eligible for coverage
until the last day of the Stability Period associated with a Standard Measurement
Period during which you are employed by the Emalogleaverage at least 30

Hours of Service during the Standard Measurement Period.

If you are not an Ongoing Employee and you are classified by the Employer as a
Variable Hour Employee, New Pame Employee, or Seasonal Employee, and

you average at lea8tt3ours of Service per week during your Initial

Measurement Period.

Please Note: If you experience a change in employment status during your Initial
Measurement Period such that, had you begun employment in the new position
or status, you would have begpected to work at least 30 Hours of Service per

3 SECTION - INTRODUCTION
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week (and would not have been a Seasonal Employee), you will be eligible for
medical coverage on the start date of your change in employment status.

If you satisfy the loekack eligibility definition ad/ariable Hour Employee,

New Parttime Employee or Seasonal Employee, you are eligible for coverage on
the first day of your Initial Stability Period. You coverage will continue through
the last day of the Initial Stability Period, unless you satisfkthadk

eligibility definition as an Ongoing Employee.

Special Rules for Rehired Employees:

If you terminate employment and you are subsequently rehired, you will be
treated as a new Employee and must satisfy the eligibility requirements of the
Plan uporyour reemployment if you had a Break in Service. If you terminated
employment and are subsequentgmployed, but have not incurred a Break in
Service, you will be treated as not having terminated employment and shall retain
the status that you had widspect to the Stability Period (Initial or Standard)

that includes your rehire date.

Special Rules for Employees Who Change Status:

If you transfer employment within the Employer and you change from a
classification that is Benetilsgible Employee ta classification that is Non
BenefitsEligible Employee (as classified by the Employer) and you did not
average at least 30 Hours of Service per week during the most recent Standard
Measurement Period, you will no longer be eligible for medical covehage o

last day of the month in which your change in classification occurred.

If you transfer employment within the Employer and you change from a
classification that is Benefits Eligible Employee to a classification that is Non
Benefits Eligible Employess(classified by the Employer) and you averaged at
least 30 Hours of Service per week during the most recent Standard
Measurement Period, you will no longer be eligible for medical coverage on the
last day of the month in which your change in classifioatiarred.

If you transfer employment within the Employer and change from a
classification that is Na@Benefits Eligible Employee to a classification that is
Benefits Eligible Employee (as classified by the Employer), you will be eligible
for coverage othe date of your change in classification.

To the extent that these eligibility rules do not address a specific eligibility issue, the
Employer has the discretion to make eligibility determinations consistent with applicable law
and regulations, includisgecial rules for changes in employment status and special unpaid
leaves of absence.

Dependents:

Your eligible Dependents may also participate in the Plan. An eligible Dependent is
considered to be:

Yy Your Spouse, as defined in SectioGlbssary.

4 SECTION - INTRODUCTION
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Yy~ Your oryour Spouse's child who is under age 26, including a natural child, stepchild, a
legally adopted child, a child placed for adoption or a child for whom you or your
Spouse are the legal guardian.

Yy An unmarried child age 26 or over who is or becomes desatbleéependent upon you.

To be eligible for coverage under the Plan, a Dependent must reside within the United
States.

At any time, the Plan may require proof that a Spouse, or a child qualifies or continues to
gualify as a Dependent as defined in the Plan.

Note: Your Dependents may not enroll in the Plan unless you are also enrolled. In addition,
if you and your Spouse are both covered under the Plan, you may each be enrolled as a
Participant or be covered as a Dependent of the other person, but not daditidn, if

you and your Spouse are both covered under the Plan, only one parent may enroll your child
as a Dependent.

A Dependent also includes a child for whom health care coverage is required through a
Qualified Medical Child Support Order or otlerricor administrative order, as described
in Section 13Xther Important Information

Cost of Coverage

You andPCPEBP Logan EIm Local Schoalkare in the cost of the Plan. Your
contribution amount depends on the Plan you select and the family memtieosse to
enroll.

Your contributions are deducted from your paychecks on atbefbesis. Befotax
dollars come out of your pay before federal income and Social Security taxes are
withheldZand in most states, before state and local taxes arédwithlsegives your
contributions a special tax advantage and lowers the actual cost to you.

Your contributions are subject to reviewRG&®EBP- Logan Elm Local Schoalsserves
the right to change your contribution amount from time to time.

You can obtia current contribution rates by calling Human Resources

How to Enroll

To enroll, call Human Resources within 31 days of the date you first become eligible for
medical Plan coverage. If you do not enroll within 31 days, you will need to wait until the
next annual Open Enrollment to make your benefitagiecti

Each year during annual Open Enroliment, you have the opportunity to review and change
your medical election. Any changes you make during Open Enroliment will become effective
the following July 1.

5 SECTION - INTRODUCTION
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Important
If you wish to change your benefit elestimllowing your marriage, birth, adoption df a
child, placement for adoption of a child or other family status change, you must ¢ontact
Human Resourc&gthin 31 days of the event. Otherwise, you will need to wait unfil the
next annual Open Enrollment to change your elections.

When Coverage Begins

Once Human Resources receives your properly completed enrollment, coverage will begin
on your date of hir&Coverage for your Dependents will start on the date your coverage
begins, provided you have enrolled them in a timely manner.

Coverage for a Spouse or Dependent stepchild that you acquire via marriage becomes
effective the date of your marriage, prowdecdhotify Human Resources within 31 days of
your marriage. Coverage for Dependent children acquired through birth, adoption, or
placement for adoption is effective the date of the family status change, provided you notify
Human Resources within 31 daythe birth, adoption, or placement.

If You Are Hospitalized When Your Coverage Begins

If you are an inpatient in a Hospital, Skilled Nursing Facility or Inpatient Rehabilitation
Facility on the day your coverage begins, the Plan will pay Benefitsréar Beakth

Services that you receive on or after your first day of coverage related to that Inpatient Stay
as long as you receive Covered Health Services in accordance with the terms of the Plan.
These Benefits are subject to any prior carrier's obBgatiber state law or contract.

You should notify UnitedHealthcare of your hospitalization within 48 hours of the day your
coverage begins, or as soon as is reasonably possible. For Benefit plans that have a Network
Benefit level, Network Benefits are atésl only if you receive Covered Health Services

from Network providers.

Changing Your Coverage

You may make coverage changes during the year only if you experience a change in family
status. The change in coverage must be consistent with the chatiggéngstgyou cover

your Spouse following your marriage, your child following an adoption, etc.). The following
are considered family status changes for purposes of the Plan:

Yy Your marriage, divorce, legal separation or annulment.

The birth, legal adoptipplacement for adoption or legal guardianship of a child.

A change in your Spouse's employment or involuntary loss of health coverage (other
than coverage under the Medicare or Medicaid programs) under another employer's plan.

Loss of coverage due to theéhaustion of another employer's COBRA benefits,
provided you were paying for premiums on a timely basis.

Your death or the death of a Dependent.

<SS < <SS

Your Dependent child no longer qualifying as an eligible Dependent.
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Yy A change in your or your Spouse's positianork schedule that impacts eligibility for
health coverage.

Yy~ Contributions were no longer paid by the employer (this is true even if you or your
eligible Dependent continues to receive coverage under the prior plan and to pay the
amounts previously pdg the employer).

Yy You or your eligible Dependent who were enrolled in an HMO no longer live or work in
that HMO's service area and no other benefit option is available to you or your eligible
Dependent.

Yy Benefits are no longer offered by the Plan tosaaflasdividuals that include you or
your eligible Dependent.

Yy Termination of your or your DependeMedicaior Children's Health Insurance Program
(CHIP)coverage as a result of loss of eligibility (you must contact Human Resources
within 60 days of termination).

Yy You or your Dependent become eligible for a premium assistance subshgdiodier
or CHIP (you must contact Human Resouregisin 60 days of the date of
determination of subsidy eligibility).

Yy~ You or your Dependetuse eligibility for coverage in the individual market, including
coverage purchased through a public exchange or other public market established under
the Affordable Care Act (Marketplace) (other than loss of eligibility for coverage due to
failure to papremiums on a timely basis or termination of coverage for cause, such as
making a fraudulent claim or an intentional misrepresentation of a material fact)
regardless of whether you or your Dependent may enroll in other individual market
coverage, througir outside of a Marketplace.

y A strike or lockout involving you or your Spouse.

Yy~ A court or administrative order.

Unless otherwise noted above, if you wish to change your elections, you must contact
Human Resourcegthin 31 days of the change in famdyust Otherwise, you will need to
wait until the next annual Open Enrollment.

While some of these changes in status are similar to qualifying events under COBRA, you, or
your eligible Dependent, do not need to elect COBRA continuation coverage to take
advatage of the special enrollment rights listed above. These will also be available to you or
your eligible Dependent if COBRA is elected.

Note: Any child under age 26 who is placed with you for adoption will be eligible for
coverage on the date the chilplased with you, even if the legal adoption is not yet final. If
you do not legally adopt the child, all medical Plan coverage for the child will end when the
placement ends. No provision will be made for continuing coverage (such as COBRA
coverage) fohe child.
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Change in Family Status Example
Jane is married and has two children who qualify as Dependents. At annual Opgn
Enrollment, she elects not to participaffGPEBPR Logan EIm Local Schotls
medical plan, because her husband, Tom, hasdawellgge under his employer's
medical plan. In June, Tom loses his job as part of a downsizing. As a result, Tojn loses
his eligibility for medical coverage. Due to this family status change, Jane can elect family
medical coverage und®PEBR Logan EIm bcal Schools medical plan outside of

annual Open Enroliment.
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SECTION-HOW THEBLAN WORKS

What this section includes:
Yy Accessing Benefits.

y Eligible Expenses.
Yy Annual Deductible.
y* Coinsurance.

Yy Out-of-Pocket Maximum.

Accessing Benefits

As a participant ithis Plan, you have the freedom to choose the Physician or health care
professional you prefer each time you need to receive Covered Health Services. The choices
you make affect the amounts you pay, as well as the level of Benefits you receive and any
berefit limitations that may apply.

You are eligible for the Network level of Benefits under this Plan when you receive Covered
Health Services from Physicians and other health care professionals who have contracted
with UnitedHealthcare to provide those services.

You can choose to receNetwork Benefits or Nohetwork Benefits.

Network Benefits apply to Covered Health Services that are provided by a Network
Physician or other Network provider. You are not required to select a Primary Physician in
order to obtain Network Benefits. In geal health care terminology, a Primary Physician
may also be referred to &remary Care PhyswiBRCP

Emergency Health Services are always paid as Network Benefits. For facility charges, these
are Benefits for Covered Health Services that adeblyilieNetwork facility and provided

under the direction of either a Network or-iN&twork Physician or other provider.

Network Benefits include Physician services provided in a Network facility by a Network or
a nonNetwork Emergency room Physician,aladist, anesthesiologist or pathologist.

Non-Network Benefits apply to Covered Health Services that are provided by a non
Network Physician or other ndletwork provider, or Covered Health Services that are
provided at a neNetwork facility. In generagalth care terminology, Noletwork
Benefits may also be referred to asabitetwork Benefits.

Depending on the geographic area and the service you receive, you may have access through
UnitedHealthcare's Shared Savings Program-téetaork providers wdhhave agreed to

discounts negotiated from their charges on certain claims for Covered Health Services. Refer
to the definition of Shared Savings Program in SectiGlotdargf the SPD for details

about how the Shared Savings Program applies.

You musishow your identification card (ID card) every time you request health care services
from a Network provider. If you do not show your ID card, Network providers have no way
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of knowing that you are enrolled under the Plan. As a result, they may bithgoentime
cost of the services you receive.

Generally, when you receive Covered Health Services from a Network provider, you pay less
than you would if you receive the same care fromdataork provider. Therefore, in
most instances, your eaftpocke expenses will be less if you use a Network provider.

If you choose to seek care outside the Network, the Plan generally pays Benefits at a lower
level. You are required to pay the amount that exceeds the Eligible Expense. The amount in
excess of the Ellge Expense could be significant, and this amount does not apply to the
Out-of-Pocket Maximum. You may want to ask theNetwork provider about their billed
charges before you receive care.

Health Services from NorNetwork Providers Paid as Network Bengts

If specific Covered Health Services are not available from a Network provider, you may be
eligible to receive Network Benefits when Covered Health Services are receivedfrom a non
Network provider. In this situation, your Network Physician will kstifgdHealthcare,

and if UnitedHealthcare confirms that care is not available from a Network provider,
UnitedHealthcare will work with you and your Network Physician to coordinate care

through a nofNetwork provider.

Looking for a Network Provider?

In addtion to other helpful informatiomww.myuhc.com UnitedHealthcare's
consumer website, contains a directory of health care professionals and facilitie$ in
UnitedHealthcare's Network. While Network status may change from time to tim
www.myuhc.comhas the most current source of Network informaltisa.
www.myuhc.comto search for Physicians available in your Plan.

A\1”4

Network Providers

UnitedHealthcare or its affiliates arrange for health care providers to participate in a
Network.At your request, UnitedHealthcare will send you a directory offiptevaders

free of chargdkeep in mind, a provider's Network status may change. To verify a provider's
status or request a provider directory, you can call UnitedHealthcare at the number on your
ID card or log ontavww.myuhc.com

Network providersra independent practitioners and are not employBP€$P&BR
Logan Elm Local Schoais UnitedHealthcare.

UnitedHealthcare's credentialing process confirms public information about the providers'
licenses and other credentials, but does not assuralifiyeofithe services provided.

Before obtaining services you should always verify the Network status of a provider. A
provider's status may change. You can verify the provider's status by calling
UnitedHealthcare. A directory of providers is availalohe @thww.myuhc.comor by

calling the number on your ID card to request a copy.

It is possible that you might not be able to obtain services from a particular Network
provider. The network of providers is subject to change. Or you might find thatilampartic
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Network provider may not be accepting new patients. If a provider leaves the Network or is
otherwise not available to you, you must choose another Network provider to get Network
Benefits.

If you are currently undergoing a course of treatment gtdinoANetwork Physician or

health care facility, you may be eligible to receive transition of care Benefits. This transition
period is available for specific medical services and for limited periods of time. If you have
guestions regarding this tranaitdd care reimbursement policy or would like help

determining whether you are eligible for transition of care Benefits, please contact
UnitedHealthcare at the number on your ID card.

Do not assume that a Network provider's agreement includes all Coatle8éteices.

Some Network providers contract with UnitedHealthcare to provide only certain Covered
Health Services, but not all Covered Health Services. Some Network providers choose to be
a Network provider for only some of UnitedHealthcare's proBadés.to your provider

directory or contact UnitedHealthcare for assistance.

Designated Providers

If you have a medical condition that UnitedHealthcare believes needs special services,
UnitedHealthcare may direct you to a Designated Provider chosewrdiidatihcare. If

you require certain complex Covered Health Services for which expertise is limited,
UnitedHealthcare may direct you to a Network facility or provider that is outside your local
geographic area. If you are required to travel to obtai@sueted Health Services from a
Designated Provider, UnitedHealthcare may reimburse certain travel expenses at
UnitedHealthcare's discretion.

In both cases, Network Benefits will only be paid if your Covered Health Services for that
condition are provided/tor arranged by the Designated Provider or other provider chosen
by UnitedHealthcare.

You or your Network Physician must notify UnitedHealthcare of special service needs (such
as transplants or cancer treatment) that might warrant referral to a Dd3igwialed If

you do not notify UnitedHealthcare in advance, and if you receive services from a non
Network facility (regardless of whether it is a Designated Provider) or otNetvinank

provider, Network Benefits will not be paid. N\®twork Benefitenay be available if the

special needs services you receive are Covered Health Services for which Benefits are
provided under the Plan.

Limitations on Selection of Providers

If UnitedHealthcardetermines that you are using health care services in adrarmful

abusive manner, or with harmful frequency, your selection of Network providers may be
limited. If this happens, you may be required to select a single Network Physician to provide
and coordinate all of your future Covered Health Services.

If you don'tmake a selection within 31 days of the date you are nidtiftedHealthcare
will select a single Network Physician for you. In the event that you do not use the selected
Network Physician, Covered Health Services will be paid-&eiark Benefits.
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Eligible Expenses

PCPEBPR Logan EIm Local Schodias delegated to UnitedHealthcare the initial discretion
and authority to decide whether a treatment or supply is a Covered Health Service and how
the Eligible Expenses will be determined and otherwiseccaneler the Plan.

Eligible Expenses are the amount UnitedHealthcare determines that UnitedHealthcare will
pay for Benefits. Fdtetwork Benefitsyou are not responsible for any difference between
Eligible Expenses and the amount the providerHmH&NonNetwork Benefits, you are
responsible for paying, directly to the-Network provider, any difference between the
amount the provider bills you and the amount UnitedHealthcare will pay for Eligible
Expenses. Eligible Expenses are determinedisa@egordance with UnitedHealthcare's
reimbursement policy guidelines, as described in the SPD.

For Network Benefits, Eligible Expenses are based on the following:

Yy~ When Covered Health Services are received fiatwark provider, Eligible Expenses
are UnitedHealthcare's contracted fee(s) with that provider.

y" When Covered Health Services are reckiv@ a noANetwork provider as a result of
an Emergency or as arranged by UnitedHealthcare, Eligible Expenses are an amount
negotiated by UnitedHealthcare or an amount permitted by law.

For Non-Network Benefits, Eligible Expenses are based on eithéedbtlowing:

Yy When Covered Health Services are received fromNetwark provider, Eligible
Expenses are determined, based on:

- Negotiated rates agreed to by theMetwork provider and either
UnitedHealthcare or one of UnitedHealthcare's vendoratexffdr subcontractors,
at UnitedHealthcare's discretion.

- If rates have not been negotiated, then one of the following amounts:

Eligible Expenses are determined based on 140% of the published rates allowed
by theCenters for Medicare and Medicai(C8®aceviedicare for the same or
similar service within the geographic maskit the exception of the following:

1 50% of CMS for the same or similar laboratory service.

1 45% of CMS for the same or similar durable medical equipment, or CMS
competitivebid rates.

When a rate is not published@iMSfor the service, UnitedHealthcare uses an

available gap methodology to determine a rate for the service as follows:

1 For services other than Pharmaceutical Products, UnitedHealthcare uses a
gap methodology estished bpptuminsigimd/or a third party vendor
that uses a relative value scale. The relative value scale is usually based on the
difficulty, time, work, risk and resources of the service. If the relative value
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scale(s) currently in use become ngeloavailable, UnitedHealthcare will
use a comparable scale(s). UnitedHealthca@pamdinsigie related
companies through common ownership by UnitedHealth Group. Refer to
UnitedHealthcare's websitevatw.myuhc.comfor information regarding

the vendothat provides the applicable gap fill relative value scale
information.

1 For Pharmaceutical Products, UnitedHealthcare uses gap methodologies that
are similar to the pricing methodology usedNdg and produce fees based
on published acquisition costsawerage wholesale price for the
pharmaceuticals. These methodologies are currently créalddidayth
SystemEhomson Reu{published in ilRed Bopkor UnitedHealthcare
based on an internally developed pharmaceutical pricing resource.

1 When a rates not published b@MSfor the service and a gap methodology
does not apply to the service, the Eligible Expense is based on 50% of the
provider's billed charge.

UnitedHealthcare updates @ISpublished rate data on a regular basis when
updated datadm CMSbecomes available. These updates are typically implemented
within 30 to 90 days afteéMSupdates its data.

IMPORTANT NOTICE : Non-Network providers may bill you for any difference
between the provider's billed charges and the Eligible Expenbediésca.

Don't Forget Your ID Card
Remember to show your ID card every time you receive health care services from a
provider. If you do not show your ID card, a provider has no way of knowing thaf you
are enrolled under the Plan.

Annual Deductible

The Anrual Deductible is the amount of Eligible Expenses you must pay each calendar year
for Covered Health Services before you are eligible to begin receiving Benefits. There are
separate Network and nbletwork Annual Deductibles for this Pl@he amounts yopay

toward your Annual Deductible accumulate over the course of the calendar year.

The Annual Deductible applies to all Covered Health Services under the Plan, including
Covered Health Services provided in Sectidbutpatiemrescription Drugs

Amourts paid toward the Annual Deductible for Covered Health Services that are subject to
a visit or day limit will also be calculated against that maximum benefit limit. As a result, the
limited benefit will be reduced by the number of days or visits yoowesedmeeting the

Annual Deductible.

Coinsurance

Coinsurance is the percentage of Eligible Expenses that you are responsible for paying.
Coinsurance is a fixed percentage that applies to certain Covered Health Services after you
meet the Annual Deductible
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Outof-Pocket Maximum

The annual Owbf-Pocket Maximum is the most you pay each calendar year for Covered
Health Services. There are separate Network aieheark Outof-Pocket Maximums

for this Planlf your eligible oubf-pocket expenses in detalar year exceed the annual
maximum, the Plan pays 100% of Eligible Expenses for Covered Health Services through
the end of the calendar year.

The following table identifies what does and does not apply towadxetyeank and non
Network Outof-Poket Maximums:

Applies to the
Non-Network
Out-of-Pocket

Applies to the
Plan Features Network Out-of-
Pocket Maximum?

Maximum?
Payments toward the Annual Deductible Yes Yes
Coinsurance Payments Yes Yes
Charges for ne@overed Health Services No No

The amants of any @uctions in Benefits
you incur by nobbtaining prior No No
authorization as required

Charges that exceed Eligible Expenses No No
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SECTION4AERSONAHEALTH SUPPORT ANRIOR AUTHORIZATION

What this section includes:
Yy An overview of the Persona¢&ith Suppomgrogram.

Yy Covered Health Services which Require Prior Authorization.

Care Management

When you seek prior authorization as required, the Claims Administrator will work with you
to implement the care management process and to provide yotomitation about

additional services that are available to you, such as disease management programs, health
education, and patient advocacy.

UnitedHealthcare provides a program called Personal Health 8egigoed to encourage
personalized, efficiecare for you and your covered Dependents

Personal Health Support Nursester their efforts on prevention, education, and closing
any gaps in your care. The goal of the program is to ensure you receive the most appropriate
and coskffective serges available.

If you are living with a chronic condition or dealing with complex health care needs,
UnitedHealthcare may assign to you a primary nurse, referred to as a Personal Health
Support Nursep guide you through your treatment. This assignsel wilk answer

guestions, explain options, identify your needs, and may refer you to specialized care
programs. The Personal Health Support Nurse will provide you with their telephone number
so you can call them with questions about your conditionsr ovgaall health and well

being.

Personal Health Support Nursel provide a variety of different services to help you and
your covered family members receive appropriate medical care. Program components are
subject to change without notice. WherCllagms Administrator is called as required, they

will work with you to implement the Personal Health Suppartss and to provide you

with information about additional services that are available to you, such as disease
management programs, health atilue, and patient advocacy. As of the publication of this
SPD, the Personal Health Suppoogram includes:

Yy Admission counseling- Nurse Advocates are available to help you prepare for a
successful surgical admission and recovery. Call the numbdramk thf your ID card
for support.

Yy Inpatient care management If you are hospitalized, a nunal work with your
Physician to make sure you are getting the care you need and that your Physician's
treatment plan is being carried out effectively.

Yy Readmission Management This program serves as a bridge between the Hospital
and your home if you are at high risk of being readmitted. After leaving the Hospital, if
you have a certain chronic or complex condition, you may receive a phone call from a
PersonaHealth Support Nurde confirm that medications, needed equipment, or
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follow-up services are in place. The Personal Health SupporivillLals® share
important health care information, reiterate and reinforce discharge instructions, and
support a safe transition home.

Yy Risk Management- Designed for participants with certain chronic or complex
conditions, this program addresses such health care needs as access to medical
specialists, medication information, and coordination of equipment and supplies.
Participants mayaeive a phone call from a Personal Health SupporttNutiseuss
and share important health care information related to the participant's specific chronic
or complex condition.

If you do not receive a call from a Personal Health Support Nurse but feel you could benefit
from any of these programs, pleaBe¢lmanumber on your ID card.

Prior Authorization

UnitedHealthcare requires prior authorization for certain Covered Health Servicqs. In
general, your Network Primary Physician and other Network providers are respdnsible
for obtaining prior authorizatiorfore they provide these services to you. There a

some Benefits, however, for which you are responsible for obtaining prior autholjization.
For detailed information on the Covered Health Services that require prior authofization,
please refer to SectiomA@lditional Coverage Details

It is recommended that you confirm with the Claims Administrator that all Covered Health
Services listed below have been prior authorized as required. Before receiving these services
from a Network provider, you may wantdatact the Claims Administrator to verify that

the Hospital, Physician and other providers are Network providers and that they have
obtained the required prior authorizatietwork facilities and Network providers cannot

bill you for services they fail to prior authorize as required. You can contact the Claims
Administrator by calling the number on the back of your ID card.

When you choose to receive certain Covered eaitites from neNetwork providers,

you are responsible for obtaining prior authorization before you receive these services. Note
that your obligation to obtain prior authorization is also applicable wheNetwork

provider intends to admit you to atiWork facility or refers you to other Network

providers.

To obtain prior authorization, call the number on the back of your ID cardThis call

starts the utilization review proc€ssce you have obtained the authorization, please review
it carefully so that you understand what services have been authorized and what providers
are authorized to deliver the services that are subject to the authorization.

The utilization review procaess set of formal techniques designed to monitor the use of,

or evaluate the clinical necessity, appropriateness, efficacy, or efficiency of, health care
services, procedures or settings. Such techniques may include ambulatory review, prospective
reviewsecond opinion, certification, concurrent review, case management, discharge
planning, retrospective review or similar programs.
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Contacting UnitedHealthcareor Personal Health Support is easy.
Simply call the number on your ID card.

Network providers are generally responsible for obtaining prior authorization from the
Claims Administrator before they provide certain services to you. However, thee are som
Network Benefits for which you are responsible for obtaining prior authorization from the
Claims Administrator.

When you choose to receive certain Covered Health Services fidetvwank providers,
you are responsible for obtaining prior authorizatom the Claims Administrator before
you receive these services. In many cases, yoNieNaork Benefits will be reduced if the
Claims Administratdras not provided prior authorization.

Services for which you are required to obtain prior authorization are identified in Section 6,
Additional Coverage Detdligh each Covered Health Service Benefit description. Please
note that prior authorizatisimelines apply. Refer to the applicable Benefit description to
determine how far in advance you must obtain prior authorization.

Special Note Regarding Medicare

If you are enrolled in Medicare on a primary basis (Medicare pays before the Plan pays
Benefis) the prior authorization requirements do not apply to you. Since Medicare is the
primary payer, the Plan will pay as secondary payer as described in &agioina@opn of
Benefits (COBPpu are not required to obtain authorization before reg€wirered Health
Services.
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SECTIONHLAN HIGLIGHTS

What this section includes:
Yy Payment Terms and Features.

Yy Schedule of Benefits.

Payment Terms and Features

The table below provides an overviethefPlan's Annual Deductible and-OfsPocket
Maximum.

Plan Features Network Amounts | \on-Nework

Amounts
Annual Deductible
Yy Individual. $1,500 $3,000
Yy Family (cumulative Annual
Deductible).

The Plan does not require that you or &
covered Dependent meet the individua
Deductible in order to satisfy ttaeriily
Deductible. If more than one person in $3,000 $6,000
family is covered under the Plan, the
individual coverage Deductible stated i
this table above does not apply. Instea
the family Deductible applies and no of
in the family is eligible to receive Benef
until the family Deductible is satisfied.

The Annual Deductible applies to all
Covered Health Services under the Plg
including Covered Health Services
provided in Section 16utpatient
Prescription Drugs

Annual Out-of-Pocket Maximum

Yy Individual (single coverage). $3,000 $6,000

Yy Family (cumulative Owoff-Pocket
Maximum).

The Plan does not require that you or &
covered Dependent meet the individua
Out-of-Pocket Maximum in order to
satisfy the family Owif-Pocket
Maximum. If more thaone person in a

$6,000 $12,000
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Non-Network

Plan Features Network Amounts Amounts

family is covered under the Plan, the
individual coverage Oat-Pocket
Maximum stated in this table above do
not apply. Instead, for family coverage
family Outof-Pocket Maximum applies.

The Annual Deductible appltesvard the
Out-of-Pocket Maximum for all Covere(
Health Services.

Lifetime Maximum Benefit

There is no dollar limit to the amount th o
Plan will pay for essential Benefits duri Unlimited
the entire period you are enrolled in thi
Plan.

Generally theoflowing are considered tg
be essential benefits underRiagient
Protection and Affordable Care Act:

Ambulatory patient services; emergend
services, hospitalization; maternity and
newborn care; mental health and
substanceelated and addictive disorder
services (including behavioral health
treatment); prescription drug products;
rehabilitative and habilitative services ¢
devices; laboratory services; preventive
wellness services and chronic disease
management; and pediatric services
(including organd vision care).

Schedule of Benefits

This table provides an overview of the Plan's coverage levels. For detailed descriptions of
your Benefits, refer to Sectio@ditional Coverage Details
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Covered Health Servicé's

Benefit

(The Amount Payable bythe Plan baseaq
on Eligible Expenses)

Network Non-Network

Ambulance Services

y" Emergency Ambulance.

Yy Non-Emergency Ambulance.

Ground or & ambulance, as the Claims
Administrator determines appropriate.

Ground and/or Ai
Ambulance

Ground and/or Air
Ambulance

80% after you mee
the Annual
Deductible

Same as Network

80% after you mee
the Annual
Deductible

Same as Network

Cancer Services

SedCancer Resource Servicés 8eRi)n 6,
Additional Coverage Details

Depending upon where the Cowvkerealth
Service is provided, Benefits will be t
same as those stated under each Cov
Health Service category in this sectio

Clinical Trials

Benefits are available when the Coverg
Health Services are provided by either
Network or noANetwork poviders.

Depending upon where the Covered He
Service is provided, Benefits will be th
same as those stated under each Cov
Health Service category in this sectio

Congenital Heart Disease (CHD)
Surgeries

For Network Benefits, CHD surgeries
mug be receivellya Designated
Provider.

Non-Network Benefits under this sectio
include only the CHD surgery.

Depending upon where the Covered
Health Service is provided, Benefits for
diagnostic services, cardiac catheteriza
and nonsurgical managemafitCHD

will be the same as those stated under
Covered Health Service category in thi
section.

80% after you mee
the Annual
Deductible

50% after you mee
the Annual
Deductible
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Covered Health Servicé's

Benefit

(The Amount Payable bythe Plan baseaq
on Eligible Expenses)

Network Non-Network

Dental Services Accident Only

80% after you mee
the Annual
Deductible

Same as Network

Diabetes Services

Diabetes SeManagement and Training
Diabetic Eye Examinations/Foot Care

Diabetes SeManagemnt Items

Durable Medical Equipment (DME)

SeeDurable Medical Equipmé&ction 6,
Additional Coverage Dé&bailinits.

Depending upn where the Covered Hea
Service is provided, Benefits for diabe
selfmanagement and training/diabetic ¢
examinations/foot care will be paid thg
same as those stated under each Cov
Health Service category in this sectio

Depending upon where the Covered He
Service is provided, Benefits for diabe
selfmanagement items will be the sam
those stated undBurable Medical Equip
in this section and in Section @bfpatien
Prescription Drugs

80% after you mee
the Annual
Deductible

50% after you meeg
the Annual
Deductible

Emergency Health Services

80% after yo meet

Outpatient the Annual Same as Network
Deductible

Hearing Aids 80% after you mee| 50% after you mee
the Annual the Annual
Deductible Deductible

Home Health Care 80% after you mee| 50% after you mee

See Section Bdditional Coverage Détails the Annual the Annual

limits. Deductible Deductible

Hospice Care 80% after you mee| 50% after you mee
the Annual the Annual
Deductible Deductible
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Covered Health Servicé's

Benefit

(The Amount Payable bythe Plan baseaq
on Eligible Expenses)

Network

Non-Network

Hospital - Inpatient Stay

80% after you mee
the Annual
Deductible

50% after you meg
the Annua
Deductible

Kidney Services

See&Kidney Resource Servicas GE&REON
6, Additional Coverage Details.

Depending upon where the Covered He

Service is provided, Benefits will be th

same as those stated under each Cov
Health Service categoryhis section.

Lab, X-Ray and Diagnostics-
Outpatient

Yy Lab Testing Outpatient.

Yy X-Ray and Other Diagnostic Testin
Outpatient.

Yy~ PSA Screenings.

80% after you mee
the Annual
Deductible

80% after you mee
the Annual
Deductible

100%

50% after you meg
the Annual
Deductible

50% after you mee
the Annual
Deductible

50% after you mee
the Annual
Deductible

Lab, X-Ray and Major Diagnosticsd
CT, PET, MRI, MRA and Nuclear
Medicine - Outpatient

80% after you mee
the Annual
Deductible

50% after you meeg
the Annual
Deductible

Mental Health Services
y Inpatient.

y  Outpatient.

80% after you mee
the Annual
Deductible

80% after you mee
the Annual
Deductible

80% for Partial
Hospitalizatio/Inte
nsive Outpatient
Treatment after you
meet the Annual
Deductible

50% after you mee
the Annual
Deductible

50% after you mee
the Annual
Deductible

50% for Partial
Hospitalization/Int
ensive Outpatient
Treatment after yo
meet the Annual
Deductible
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Benefit
: (The Amount Payable bythe Plan baseq
Covered Health Servicé's on Eligible Expenses)

Network

Non-Network

Neurobiological Disorders- Autism
Spectrum Disorder Services
Yy Inpatient.

80% afteyou meet
the Annual
Deductible

50% after you mee
the Annual
Deductible

y" Outpatient.

80% after you mee
the Annual
Deductible

80% for Partial
Hospitalization/Inte
nsive Outpatient
Treatment aér you
meet the Annual
Deductible

50% after you mee
the Annual
Deductible

50% for Partial
Hospitalization/Int
ensive Outpatient
Treatment after yo
meet the Annual
Deductible

Obesity Surgery

Network Benefits include services rece
at a Network facility and performed by
Network Physiciathat is not a
Designated Provider.

Depending upon where the Covered He
Service is provided, Benefits will be th
same as those stated under each Cov:
Health Service category in this sectio

Ostomy Supplies

80% after you mee
the Annual
Deductible

50% after you meeg
the Annual
Deductible

Pharmaceutical Products Outpatient

80% after you mee
the Annual
Deductible

50% after you meeg
the Annual
Deductible

Physician Fees for Surgical and
Medical Services

Covered Health Services provibdg
non-Network consulting Physician,
assistant surgeon or a surgical assistal
Network facility will be paid as Network
Benefits. In order to obtain the highest
level of Benefits, you should confirm th
Network status of these providers prior
obtaining Covered Health Services.

80% after you mee
the Annual
Deductible

50% after you mee
the Annual
Deductible

23

SeECTIOND - PLANHIGHLIGHTS



PCPEBPLOGANELMLOCALSCHOOLSEDICAROO0/ASOCHOICPLUSASAPSIPLAN FI

MOD
Benefit
: (The Amount Payable bythe Plan baseq
Covered Health Servicés on Eligible Expenses)

Network Non-Network

Physician's Office Services Sickness 80% after you mee| 50% after you mee
and Injury the Annual the Annual
Deductible Deductible

Pregnancyd Maternity Services

A Deductible will not apply for a newbo
child whose length of stay in the Hospif
is the same as the mother's length of s

Benefis will be the same as those stat
under each Covered Health Service
category in this section.

Preventive Care Services
Yy Physician Office Services.

Yy Lab, Xray or Other Preventive Test

Yy Breast Pumps.

Prosthetic Devices

100% 50% after you mee
the Annual
Deductible

100% 50% afteyou meet
the Annual
Deductible

100% 50% after you mee
the Annual
Deductible

80% after you mee| 50% after you mese
the Annual the Annual
Deductible Deductible

Reconstructive Procedures

Depending upon where the Coverezhlth
Service is provided, Benefits will be th
same as those stated under each Cov
Health Service category in this sectio

Rehabilitation Services Outpatient
Therapy and Manipulative Treatment

See Section Additional Coverage Dé&bails
vigt limits.

80% after you mee
the Annual
Deductible

50% after you mee
the Annual
Deductible
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Covered Health Servicé's

Benefit

(The Amount Payable bythe Plan baseaq
on Eligible Expenses)

Network

Non-Network

Scopic Procedures Outpatient
Diagnostic and Therapeutic

80% after you mee
the Annual
Deductible

50% after you meg
the Annual
Deductible

Skilled Nursing Facility/Inpatient
Rehabilitation Facility Services

See Section Additional Coverage Dé&bails
limits.

80% after you mee
the Annual
Deductible

50% after you meg
the Annual
Deductible

SubstanceRelated and Addictive
Disorders Services

y Inpatient.

y  Outpatient.

80% after you mee
the Annual
Deductible

80% after you mee
the Annual
Deductilte

80% for Partial
Hospitalization/Inte
nsive Outpatient
Treatment after you
meet the Annual
Deductible

50% after you meg
the Annual
Deductible

50% after you meg
the Annual
Deductible

50% for Partial
Hospitalization/Int
ensive Outpatient
Treatment after yo
meet the Annual
Deductible

Surgery - Outpatient

80% after you mee
the Annual

Deductible

50% after you mee
the Annual
Deductible

Temporomandibular Joint (TMJ)
Services

Depending upon where the Covered He

Service is provided, Benefits will be th
same as those stated under Easlered

Health Service category in this sectio

80% after you mee
the Annual
Deductible

50% after you meeg
the Annual
Deductible

Therapeutic Treatments- Outpatient
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Benefit

(The Amount Payable bythe Plan baseaq

Covered Health Servicé's on Eligible Expenses)

Network Non-Network

Transplantation Services

The Claims Administrator does not req| Depending upon where the Covered He

that cornea émsplants be performbga Service is provided, Benefits will be th

Designated Provider in order for you toj same as those stated under each Cov

receive Network Benefits. Health Service category in this sectio

Urgent Care Center Services 80% after you mee| 50% after you mee
the Annual the Annual
Deductible Deductible

Virtual Visits

Network Benefits are available only wh

services are delivered through a 80% after you mee| ~ Non-Network

Designated Virtual Network Provider. Y the Annual Benefits are not

can find a Designated Virtual Neti Deductible available.

Provider by going t@ww.myuhc.comor
by calling the telephone number on yol

ID card.

Vision Examinations 80% affer you meet|  Non-Network
See Section Additional Coverage Dédails the Annual Benefits are not
limits. Deductible available.

1Please obtain prior authorization from the Claims Administrator before receiving Covered Health
Services, as described in Sectiddditional Coverage Details.
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SECTION-GADDITIONAL COVERAGHAILS

What this section includes:
Yy Covered Health Services for which the Plan pays Benefits.

Yy Covered Health Services that require you to obtain prior authorization beforejyou
receive them, and any reduction in Benefits that may goplyld not call to obtaip
prior authorization.

This section supplements the second table in Sed?ian &ighlights

While the table provides you with Benefit limitations alon@uiitsurance and Annual

Deductible information for each Covered Health Service, this section includes descriptions

of the Benefits. These descriptions include any additional limitations that may apfly

as Covered Health Services for wiathmust obtain prior authorization from the Claims
Administrator as requirethe Covered Health Services in this section appear in the same

order as they do in the table for easy reference. Services that are not covered are described in
Section 8Exclumns and Limitations

Ambulance Services

The Plan covers Emergency ambulance services and transportation provided by a licensed
ambulance service to the nearest Hospital that offers Emergency Health Services. See
Section 14Glossafgr the definition of Emergency.

Ambulance service by aicawvered in an Emergency if ground transportation is impossible,
or would put your life or health in serious jeopardy. If special circumstances exist,
UnitedHealthcare may pay Benefits for Emergency air transportation to a Hospital that is
not the closesatility to provide Emergency Health Services.

The Plan also covers nBmergency transportation provided by a licensed professional
ambulance (either ground or air ambulance, as UnitedHealthcare determines appropriate)
between facilities when the transsort

Yy From a norANetwork Hospital to a Network Hospital.

To a Hospital that provides a higher level of care that was not available at the original
Hospital.

y
Yy To a more costffective acute care facility.
y

From an acute facility to a satute setting.

Prior Authorization Requirement

In most cases, the Claims Administrator will initiate and direEtmengency
ambulance transportation. If you are requestingEmangency ambulance services, you
must obtain prior authorization as soon as possible beforetransp

If you fail to obtain prior authorization from the Claims Administrator, Benefits will be
reduced to 50% of Eligible Expenses.

27 SECTION - ADDITIONLCOVERAGEETAILS



PCPEBPLOGANELMLOCALSCHOOLS/EDICARO07ASCCHOICPLUSASAPSIPLANFI
MOD

Cancer Resource Services (CRS)

The Plan pays Benefits oncology services provided by Designated Providers participating
in the Cancer Resource Services (CRS) program. Designated Provider is defined in Section
14,Glossary

For oncology services and supplies to be considered Covered Health Services, they must be
provided to treat a condition that has a primary or suspexgedsis relating to cancer. If

you or a covered Dependent has cancer, you may:

y Be referred to CRS by the Claims Administrator or a Personal Health Support Nurse

y  Call CRS at-8669366002.

Yy Visit www.myoptumhealthcomplexmedical.com.

To receive Benefits for a canedated treatment, you are not required to visit a Designated
Provider. If you receive oncology services from a facility that is not a Desiguated P

the Plan pays Benefits as described under:

Yy Physician's Office Servie&ickness and Injury.

Yy Physician Fees for Surgical and Medical Services.

Scopic Procedure®utpatient Diagnostic and Therapeutic.

Therapeutic Treatment®utpatient.

Hospitd - Inpatient Stay.

Surgery Outpatient.

<SS S

To receive Benefits under the CRS program, you must contact CRS prior to obtgining
Covered Health Services. The Plan will only pay Benefits under the CRS prograjn if CRS
provides the proper notification to the Deatgd Provider performing the services
(even if you setefer to a provider in that Network).

Clinical Trials

Benefits are available for routine patient care costs incurred during participation in a
gualifying Clinical Trial for the treatment of:

y* Cancepr other lifethreatening disease or condition. For purposes of this benefit, a life
threatening disease or condition is one from which the likelihood of death is probable
unless the course of the disease or condition is interrupted.

y  Cardiovascular disedsardiac/stroke) which is not life threatening, for which, as
UnitedHealthcare determines, a Clinical Trial meets the qualifying Clinical Trial criteria
stated below.

Yy Surgical musculoskeletal disorders of the spine, hip and knees, which are not life
thredening, for which, as UnitedHealthcare determines, a Clinical Trial meets the
qualifying Clinical Trial criteria stated below.
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Yy~ Other diseases or disorders which are not life threatening for which, as UnitedHealthcare
determines, a Clinical Trial meetgjtredifying Clinical Trial criteria stated below.

Benefits include the reasonable and necessary items and services used to prevent, diagnose

and treat complications arising from participation in a qualifying Clinical Trial.

Benefits are available only witenCovered Person is clinically eligible for participation in
the qualifying Clinical Trial as defined by the researcher.

Routine patient care costs for qualifying Clinical Trials include:

y  Covered Health Services for which Benefits are typically palhwséatia Clinical Trial.

Yy Covered Health Services required solely for the provision of the Experimental or
Investigational Service(s) or item, the clinically appropriate monitoring of the effects of
the service or item, or the prevention of complications.

y* Covered Health Services needed for reasonable and necessary care arising from the
provision of an Experimental or Investigational Service(s) or item.

Routine costs for Clinical Trials do not include:

Yy The Experimental or Investigational Service(s) or iteronly exceptions to this are:

- CertainCategorydBvices.

- Certain promising interventions for patients with terminal ilinesses.

- Other items and services that meet specified criteria in accordance with
UnitedHealthcare's medical and drug policies.

Yy Itemsand services provided solely to satisfy data collection and analysis needs and that
are not used in the direct clinical management of the patient.

y A service that is clearly inconsistent with widely accepted and established standards of
care for a particuldiagnosis.

Yy Items and services provided by the research sponsors free of charge for any person
enrolled in the trial.

With respect to cancer or other-tlieeatening diseases or conditions, a qualifying Clinical
Trial is a Phase |, Phase Il, PhaserPhase 1V Clinical Trial that is conducted in relation
to the prevention, detection or treatment of cancer or othéarditeening disease or
condition and which meets any of the following criteria in the bulleted list below.

With respect to cardiovatmudisease, musculoskeletal disorders of the spine, hip and knees
and other diseases or disorders which are Abtr&gening, a qualifying Clinical Trial is a
Phase I, Phase II, or Phase Il Clinical Trial that is conducted in relation to th@ detectio
treatment of such ndife-threatening disease or disorder and which meets any of the
following criteria in the bulleted list below.

y Federally funded trials. The study or investigation is approved or funded (which may
include funding through-kind ontributions) by one or more of the following:
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- National Institutes of Health (lit¢t)JudedNational Cancer Institute YNCI)

- Centers for Disease Control and Prevention (CDC)

- Agency for Healthcare Research and Quality (AHRQ)

- Centers for Medicare anhMeervices (CMS)

- A cooperative group or center of any of the entities described above or the
Department of Defense @@i2)Veterans Administration (VA)

- A qualified norgovernmental research entity identified in the guidelines issued by
the National Institutes of Héaltbenter support grants.

- TheDepartment of Veterans Atfieibepartment of DeterthkeDepartment of Energy
as long as the study or investigation has been reviewed and approved through a
system of peer review that is dateed by th&ecretary of Health and Human Services
to meet both of the following criteria:

Comparable to the system of peer review of studies and investigations used by
theNational Institutes of Health

Ensures unbiased review of the highest scistdifidards by qualified

individuals who have no interest in the outcome of the review.

Yy The study or investigation is conducted under an investigational new drug application
reviewed by the.S. Food and Drug Administration

Yy The study or investigation idrag trial that is exempt from having such an
investigational new drug application.

Yy The Clinical Trial must have a written protocol that describes a scientifically sound study
and have been approved by all relevant institutional review boards (IR#s) befor
participants are enrolled in the trial. UnitedHealthcare may, at any time, request
documentation about the trial.

Yy The subject or purpose of the trial must be the evaluation of an item or service that
meets the definition of a Covered Health Servics ant atherwise excluded under
the Plan.

Prior Authorization Requirement

You must obtain prior authorization from the Claims Administrator as soon as th
possibility of participation in a Clinical Trial arises. If you fail to obtain prior
authorization a®quired, Benefits will be reduced to 50% of Eligible Expenses.

\V

Congenital Heart Disease (CHD) Surgeries

The Plan pays Benefits for CHD surgeries which are ordered by a Physician. CHD surgical
procedures include surgeries to treat conditions such asticoantthe aorta, aortic

stenosis, tetralogy of fallot, transposition of the great vessels and hypoplastic left or right
heart syndrome.

UnitedHealthcare has specific guidelines regarding Benefits for CHD services. Contact
UnitedHealthcare at the numberyour ID card for information about these guidelines.

The Plan pays Benefits for CHD services ordered by a Physician and received at a facility
participating in the CHD Resource Services program. Benefits include the facility charge and
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the charge for gpplies and equipment. Benefits for Physician services are described under
Physician Fees for Surgical and Medical Services

Surgery may be performed as open or closed surgical procedures or may be performed
through interventional cardiac catheterization.

Benefits are available for the following CHD services:

Outpatient diagnostic testing.
Evaluation.
Surgical interventions.

Interventional cardiac catheterizations (insertion of a tubular device in the heart).

<SS S

Fetal echocardiograms (examination, measurerdehiagnosis of the heart using
ultrasound technology).

Yy Approved fetal interventions.

CHD services other than those listed above are excluded from coverage, unless determined
by the Claims Administrator to be proven procedures for the involved diagnuses. C

CHD Resource Services €@38B9367246 before receiving care for information about

CHD services. More information is also available at
www.myoptumhealthcomplexmedical.com

If you receive CHD services from a facility that is not a DesignatedrPtogif¢an pays
Benefits as described under:

Yy~ Physician's Office Servie€ickness and Injury.

Yy Physician Fees for Surgical and Medical Services.

Yy Scopic Procedure®utpatient Diagnostic and Therapeutic.

Yy Therapeutic Treatment®utpatient.

Yy Hospital- Inpatient Stay.

Yy Surgery Outpatient.

To receive Benefits under the CHD program, you must contact CHD Resource ervices
at 18889367246 prior to obtaining Covered Health Services. The Plan will only jpay
Benefits under the CHD program if CHD provides tio@gr notification to the

Designated Provider performing the services (even if ymfeseld a provider in that
Network).
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Prior Authorization Requirement
For Covered Health Services required to be retyaddesignated Provider, you myst
obtain prie authorization from the Claims Administrator as soon as the possibility of a

CHD surgery arises. If you do not obtain prior authorization and if, as a result, the CHD
surgeries are not receilsych Designated Providé&ton-Network Benefits will apply

For nonNetwork Benefits, if you fail to obtain prior authorization from the Claims
Administrator as required, Benefits will be reduced to 50% of Eligible Expenses.

Dental ServicesAccident Only
Dental services are covered by the Plan when all ofdlgfglare true:

Yy Treatment is necessary because of accidental damage.

Yy Dental services are received from a Doctor of Dental Surgery or a Doctor of Medical
Dentistry.

Yy The dental damage is severe enough that initial contact with a Physician or dentist occurs
within 72 hours of the accident. (You may request an extension of this time period
provided that you do so within 60 days of the Injury and if extenuating circumstances
exist due to the severity of the Injury.)

Please note that dental damage that occuresdlt of normal activities of daily living or
extraordinary use of the teeth is not considered having occurred as an accident. Benefits are
not available for repairs to teeth that are damaged as a result of such activities.

The Plan also covers dentaiec(oral examination;rXys, extractions and nsurgical
elimination of oral infection) required for the direct treatment of a medical condition limited
to:

y" Dental services related to medical transplant procedures.

y Initiation of immunosuppressive (matimn used to reduce inflammation and suppress
the immune system).

y  Direct treatment of acute traumatic Injury, cancer or cleft palate.

Dental services to repair the damage caused by accidental Injury must conform to the
following timeframes: Treatmentssarted within three months of the accident, or if not a
Covered Person at the time of the accident, within the first three months of coverage under
the Plan, unless extenuating circumstances exist (such as prolonged hospitalization or the
presence of fix@n wires from fracture car@yeatment must be completed within 12

months of the accident, or if not a Covered Person at the time of the accident, within the
first 12 months of coverage under the Plan.

The Plan pays for treatment of accidental Injaited to the following:

y Emergency examination.

Yy Necessary diagnostierays.
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Endodontic (root canal) treatment.

Temporary splinting of teeth.

Prefabricated post and core.

Simple minimal restorative procedures (fillings).
Extractions.

Posttraumatic crowns$ such are the only clinically acceptable treatment.

S

Replacement of lost teeth due to the Injury by implant, dentures or bridges.

Diabetes Services

Diabetes SeliManagement and Training/Diabetic Eye Examinations/Foot Care

Outpatient selmanagement traigrior the treatment of diabetes, education and medical
nutrition therapy services. Services must be ordered by a Physician and provided by
appropriately licensed or registered healthcare professionals.

Benefits also include medical eye examinationgl(ditiial examinations) and preventive
foot care for diabetes.

Diabetic SelfManagement ltems

Insulin pumps and supplies and continuous glucose monitors for the management and
treatment of diabetes, based upon your medical needs. An insulin pump tis allibiect
conditions of coverage stated under Durable Medical Equipment. Benefits for blood glucose
meters, insulin syringes with needles, blood glucose and urine test strips, ketone test strips
and tablets and lancets and lancet devices are desSélodnsl3utpatient Prescription

Drugs

Prior Authorization Requirement

For Non-Network Benefits you must obtain prior authorization from the Claims
Administrator before obtaining anyrBbleMedicaEquipmentfor the management agd
treatment of diabes thaexceed$1,000n cost(either retail purchase cost or cumuldtive
retail rental cost of a single item). If you fail to obtain prior authorization from the]Claims
Administrator as required, Benefits will be reduced to 50% of Eligible Expenses.

Duralbe Medical Equipment (DME)
The Plan pays for Durable Medical Equipment (DME) that is:

Ordered or provided by a Physician for outpatient use primarily in a home setting.
Used for medical purposes.

Not consumable or disposable except as needed for theestfeetof covered Durable
Medical Equipment.

Not of use to a person in the absence of a disease or disability.

< S <SS S

Durable enough to withstand repeated use.

33 SECTION - ADDITIONLCOVERAGEETAILS



PCPEBPLOGANELMLOCALSCHOOLSEDICAROO0/ASOCHOICPLUSASAPSIPLAN FI
MOD

Benefits under this section include Durable Medical Equipment provided to you by a
Physician. If morhan one piece of DME can meet your functional needs, Benefits are
available only for the equipment that meets the minimum specifications for your needs.
Benefits are provided for a single unit of DME (example: one insulin pump) and for repairs
of that uni.

Examples of DME include but are not limited to:

Oxygen and the rental of equipment to administer oxygen (including tubing, connectors
and masks).

Equipment to assist mobility, such as a standard wheelchair.

A standard Hospitd#ype bed.

Negative presseiwound therapy pumps (wound vacuums).

Burn garments.

Insulin pumps and all related necessary supplies as describeabatier Seriictss
section.

<SS NS S

External cochlear devices and systems. Surgery to place a cochlear implant is also
covered by thelén. Cochlear implantation can either be an inpatient or outpatient
procedure. Benefits for cochlear implantation are provided under the applicable
medical/surgical Benefit categories in this SPIH&pial Inpatient St&®ehabilitation
Service®upatient TherapylSurgeryOutpatieit this section.

Yy Shoe inser@ndarch supports when prescribed by a Phys&fian.inserts are only
covered with a diagnosis of diabetes.

Yy Braces that stabilize an injured body part, including necessary adjtssheas to
accommodate braces. Braces that stabilize an injured body part and braces to treat
curvature of the spine are considered Durable Medical Equipment and are a Covered
Health Service. Braces that straighten or change the shape of a bodyrihatiare
devices and are excluded from coverage. Dental braces are also excluded from coverage.

Yy Mechanical equipment necessary for the treatment of chronic or acute respiratory failure
(except that aronditioners, humidifiers, dehumidifiers, air pigriéied filters, and
personal comfort items are excluded from coverage).

Benefits also include speech aid devices and tesdpdageal voice devices required for
treatment of severe speech impediment or lack of speech directly attributed to Sickness or
Injury. Benefits for the purchase of speech aid devices and¢sateageal voice devices

are available only after completing a requirednimeit rental period.

Benefits under this section do not include any device, appliance, pump, machine, stimulator
or monitor that is fully implanted into the body.

Note: DME is different from prosthetic deviceseeProsthetic Deunctss section.
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Benefits for speech aid devices and traedmuhageal voice devices are limited to the
purchase of one device dgrihe entire period of time a Covered Person is enrolled under
the Plan. Benefits for repair/replacement are limited to once every three years.

Benefits are provided for the repair/replacement of a type of Durable Medical Equipment
once everthreecalendr years.

At UnitedHealthcare's discretion, replacements are covered for damage beyond repair with
normal wear and tear, when repair costs exceed new purchase price, or when a change in the
Covered Person's medical condition occurs sooner than thedhtaeefeame. Repairs,

including the replacement of essential accessories, such as hoses, tubes, mouth pieces, etc.,
for necessary DME are only covered when required to make the item/device serviceable and
the estimated repair expense does not exceastlod purchasing or renting another

item/device. Requests for repairs may be made at any time and are not subject to the three
year timeline for replacement.

Prior Authorization Requirement

For NonNetwork Benefits you must obtain prior authorization thenClaims
Administrator before obtaining any DME or orthotic that costs more than $1,000|(either
retail purchase cost or cumulative retail rental cost of a single item). If you fail tojobtain
prior authorization as required, Benefits will be reduc@élstofEligible Expenses.

Emergency Health Servic&utpatient

The Plan's Emergency services Benefit pays for outpatient treatment at a Hospital or
Alternate Facility when required to stabilize a patient or initiate treatment.

Benefits under this sectimelude the facility charge, supplies and all professional services
required to stabilize your condition and/or initiate treatment. This includes placement in an
observation bed for the purpose of monitoring your condition (rather than being admitted
to aHospital for an Inpatient Stay).

Network Benefits will be paid for an Emergency admission teNehwork Hospital as

long as the Claims Administraonotified withirtwo business dagéthe admission or on

the same day of admission if reasonablibfmatter you are admitted to a Network

Hospital. The Claims Administrator may elect to transfer you to a Network Hospital as soon
as it is medically appropriate to do so. If you continue your stay iNetwork Hospital

after the date your Phyaitidetermines that it is medically appropriate to transfer you to a
Network Hospital, Network Benefits will not be provided.-Network Benefits may be
available if the continued stay is determined to be a Covered Health Service. Eligible
Expenses will bdetermined as described urielagible ExpenseSection 31ow the Plan

Works

Benefits under this section are not available for services to treat a condition that does not
meet the definition of an Emergency.
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Note: If you are confined in a ndietworkHospital after you receive outpatient
Emergency Health Services, you must notify the Claims Administratd? tuithimess
daysor on the same day of admission if reasonably possible. The Claims Adminiptrator
may elect to transfer you to a Network Haspi soon as it is medically appropriate] to

do so. If you choose to stay in the-hN&twork Hospital after the date the Claims
Administrator decides a transfer is medically appropriate, Network Benefits will rjot be
provided. NorANetwork Benefits may beadbable if the continued stay is determined to
be a Covered Health Service.

Hearing Aids

The Plan pays Benefits for hearing aids required for the correction of a hearing impairment
(a reduction in the ability to perceive sound which may range froro slighplete

deafness). Hearing aids are electronic amplifying devices designed to bring sound more
effectively into the ear. A hearing aid consists of a microphone, amplifier and receiver.

Benefits are available for a hearing aid that is purchasedlasfaaresiiten
recommendation by a Physician. Benefits are provided for the hearing aid and for charges
for associated fitting and testing.

Benefits do not include bone anchored hearing aids. Bone anchored hearing aids are a
Covered Health Service for elhBenefits are available under the applicable
medical/surgical Covered Health Services categories in this section only for Covered
Persons who have either of the following:

Yy Craniofacial anomalies whose abnormal or absent ear canals preclude the use of a
wearable hearing aid.

Yy Hearing loss of sufficient severity that it would not be adequately remedied by a wearable
hearing aid.

Home Health Care

Covered Health Services are services that a Home Health Agency provides if you need care

in your home due to theture of your condition. Services must be:

Yy~ Ordered by a Physician.

Provided by or supervised by a registered nurse in your home, or provided by either a
home health aide or licensed practical nurse and supervised by a registered nurse.

y
Yy Not considered Cugsd@l Care, as defined in SectiorGldssary
y

Provided on a patime, Intermittent Care schedule when Skilled Care is required. Refer
to Section 14Glossafgr the definition of Skilled Care.

The Claims Administratauill determine if Skilled Care eéeded by reviewing both the
skilled nature of the service and the need for Phydiirgated medical management. A
service will not be determined to be "skilled" simply because there is not an available
caregiver.
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Any combination of Network Benefits andmM\Network Benefits is limited i@0visits
per calendar year. One visit equals four hours of Skilled Care Ebivizist. limit does
not include any service which is billed only for the administration of intravenous infusion.

Prior Authorization Requirement

For Non-Network Benefits you must obtain prior authorization from the Claims
Administrator five business days before recei@mgesor as soon as is reasonably
possible. If you fail to obtain prior authorization as required, Benefits will be redyced to
50% of Eligible Expenses.

Hospice Care

Hospice care is an integrated program recommended by a Physician which provides comfo
and support services for the terminally ill. Hospice care can be provided on an inpatient or
outpatient basis and includes physical, psychological, social, spiritual and respite care for the
terminally ill person, and shtetm grief counseling for inaghiate family members while

the Covered Person is receiving hospice care. Benefits are available only when hospice care
is received from a licensed hospice agency, which can include a Hospital.

Prior Authorization Requirement

For NonNetwork Benefits you ust obtain prior authorization from the Claims
Administrator five business days before admission for an Inpatient Stay in a hospice
facility or as soon as is reasonably possible. If you fail to obtain prior authorizatign as
required, Benefits will be redddo 50% of Eligible Expenses.

Hospital Inpatient Stay
Hospital Benefits are available for:

y" Non-Physician services and supplies received during an Inpatient Stay.
y" Room and board in a Sepnivate Room (a room with two or more beds).

Yy Physician servicex fradiologists, anesthesiologists, pathologists and Emergency room
Physicians.

The Plan will pay the difference in cost between gpBeate Room and a private room
only if a private room is necessary according to generally accepted medical practice.

Benefits for an Inpatient Stay in a Hospital are available only when the Inpatient Stay is
necessary to prevent, diagnose or treat a Sickness or Injury. Benefits for other Hospital
based Physician services are described in this sectidPhysoéan FeesSurgical and
Medical Services

Benefits for Emergency admissions and admissions of less than 24 hours are described
underEmergency Health Send&sgerOutpatierscopic Proced@etpatient Diagnostic
and TherapewtitdTherapeutic TmeantsOutpatientespectively.
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Prior Authorization Requirement

Please rememberfNon-Network Benefits, for:

Yy A scheduled admission, you must obtain prior authorization five business days before
admission.

Yy A nonscheduled admission (including Emergaacyssions), you must provide
notification as soon as is reasonably possible.

If authorizationis not obtaineds requiredr notification is not provideBenefits will
be reduced to 50% of Eligible Expenses.

Kidney Resource Services (KRS)

The Plan payBenefits for Comprehensive Kidney Solution (CKS) that covers both chronic
kidney disease and End Stage Renal Disease (ESRD) provided by Designated Providers
participating in the Kidney Resource Services (KRS) program. Designated Provider is
defined in S¢ion 14,Glossary

In order to receive Benefits under this program, KRS must provide the proper notification
to the Network provider performing the services. This is true even if yetes&lf a

Network provider participating in the program. Notiicas required:

Yy Prior to vascular access placement for dialysis.

Yy~ Prior to any ESRD services.
You or a covered Dependent may:

Yy Be referred to KRS by the Claims Administrator or Personal Health Support
y Call KRS at-B6656%+7518.

To receive Benefits related to ESRD and chronic kidney disease, you are not required to visit
a Designated Provider. If you receive services from a facility that is not a Designated
Provider, the Plan pays Benefits asidesicunder:

Yy Physician's Office Servie€ickness and Injury.

Physician Fees for Surgical and Medical Services.

Scopic Procedure®utpatient Diagnostic and Therapeutic.

Therapeutic Treatment®utpatient.

Hospital- Inpatient Stay.

SIS XS

Surgery Outpatient

To receive Benefits under the KRS program, you must contact KRS prior to obtgining
Covered Health Services. The Plan will only pay Benefits under the KRS prograjn if KRS
provides the proper notification to the Designated Provider performing the serviges
(even if you seliefer to a provider in that Network).
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Lab, XRay and Diagnostie©utpatient

Services for Sickness and Injetgted diagnostic purposes, received on an outpatient basis
at a Hospital or Alternate Facility or in a Physician's offiegencl

Yy Lab and radiology/Xay.

Yy Mammography.

Benefits under this section include:

Yy The facility charge and the charge for supplies and equipment.
Yy Physician services for radiologists, anesthesiologists and pathologists.

Benefits include PSA screenings. Prewverds s cr eenings that have in
OB6 in the curr en tnitedSmatosrPmentidesdServicesdmsk leofce t h e
described und@reventive Care Services.

Benefits for other Physician services are described in this seldi®hysician Fees for
Surgical and Medical Sémix;esray and diagnostic services for preventive care are
described undéreventive Caeevicesthis section. CT scans, PET scans, MRI, MRA,
nuclear medicine and major diagnostic servicesenbett unddrab, XRay and Major
Diagnostie€T, PET Scans, MRI, MRA and Nuclear Mé&litpadient this section.

Prior Authorization Requirement

For Non-Network Benefits for sleep studies, you must obtain prior authorization ffom

the Claims Admistrator five business days before scheduled services are receivgd. If you
fail to obtain prior authorization as required, Benefits will be reduced to 50% of Hligible
Expenses.

Lab, XRay and Major DiagnostidST, PET Scans, MRI, MRA and Nuclear Medicin
Outpatient

Services for CT scans, PET scans, MRI, MRA, nuclear medicine, and major diagnostic
services received on an outpatient basis at a Hospital or Alternate Facility or in a Physician's
office.

Benefits under this section include:

Yy The facility chge and the charge for supplies and equipment.
Yy Physician services for radiologists, anesthesiologists and pathologists.

Benefits for other Physician services are described in this sectiéthysideem Fees for
Surgical and Medical Services
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Mental HeditServices
Mental Health Services include those received on an inpatient or outpatient basis in a

Hospital and an Alternate Facility or in a provider's office. All services must be provided by

or under the direction of a properly qualified behaviordi pealider.
Benefits include the following levels of care:

Inpatient treatment.
Residential Treatment.
Partial Hospitalization/Day Treatment.

Intensive Outpatient Treatment.

<SS S

Outpatient treatment.
Services include the following:

Diagnostic evaluations, asseent and treatment planning.
Treatment and/or procedures.

Medication management and other associated treatments.
Individual, family, and group therapy.

Providerbased case management services.

Crisis intervention.

<SS NS

The Mental Health/SubstanBelated andddictive Disorders Administrator provides
administrative services for all levels of care.

You are encouraged to contact the Mental Health/Sub&atated and Addictive
Disorders Administrator for referrals to providers and coordination of care.

Prior Authorization Requirement

Please rememberNon-Network Benefits for:

y A scheduled admission for Mental Health Services (including Partial
Hospitalization/Day Treatment aadmission foservices at a Residential Treatnjent
facility), you must obtain priarthorization from the Claims Administrator five
business days before admission.

y" A nonscheduled admission (including Emergency admissions) you must proyide
notification as soon as is reasonably possible.

In addition, for NorNetwork Benefits you must olstairior authorization from the

authorization: Partial Hospitalization/Day Treatment; Intensive Outpatient Treatrpent
programs; outpatient electonvulsive treatmemtsychological testing; transcranial
magnetic stimulation; extended outpatient treatment visits bey&tdmbutes in
duration, with or without medication management
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If you fail to obtain prior authorization from or provide notification t€thiens
Administrator as required, Benefits will be reduced to 50% of Eligible Expenses.

Neurobiological Disordergutism Spectrum Disorder Services

The Plan pays Benefits for behavioral services for Autism Spectrum Disorder including
Intensive Behavioral Therapsuch as Applied Behavior Analysis (ABA) that are the
following:

Yy Focused on the treatment of core deficits of Autism Spectrum Disorder.

Yy Provided by 8oard Certified Applied Behavior Analysb(B@®Apualified provider
under the appropriate suypision.

Yy Focused on treating maladaptive/stereotypic behaviors that are posing danger to self,
others and property and impairment in daily functioning.

These Benefits describe only the behavioral component of treatment for Autism Spectrum
Disorder. Medicateatment of Autism Spectrum Disorder is a Covered Health Service for

which Benefits are available under the applicable medical Covered Health Services categories
as described in this section.

Benefits include the following levels of care:

Inpatient treatrant.
Residential Treatment.
Partial Hospitalization/Day Treatment.

Intensive Outpatient Treatment.

SSSKS XS

Outpatient Treatment.

Services include the following:

Diagnostic evaluations, assessment and treatment planning.
Treatment and/or procedures.

Medication mamgment and other associated treatments.
Individual, family, and group therapy.

Crisis intervention.

SRS

Providerbased case management services.

The Mental Health/SubstanBelated and Addictive Disorders Administrator provides
administrative services forledlels of care.

You are encouraged to contact the Mental Health/Sub&alated and Addictive
Disorders Administrator for referrals to providers and coordination of care.
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Prior Authorization Requirement

Please rememberfNon-Network Benefits for:

Yy A scheduled admission for Neurobiological Disordargism Spectrum Disorder
Services (including Partial Hospitalization/Day Treatmeanaadimission for
services at a Residential Treatment facility), you must obtain authtvonatios
Claims Administtar five business days befatgnission.

Yy A nonscheduled admission (including Emergency admissions) you must proyide
notification as soon as is reasonably possible.

In addition, for NorNetwork Benefits you must obtain prior authorization from thg
Claims Aministrator before the following services are received. Services requirir]g prior
authorization: Partial Hospitalization/Day Treatment; Intensive Outpatient Treatrpent
programs; psychological testing; extended outpatient treatment visits bBBgond 45
minutes in duration, with or without medication management; Intensive Behaviorl
Therapy, includingpplied Behavior Analysis (ABA).

If you fail to obtain prior authorization from or provide notification to the Claims
Administrator as required, Benefits willdoiiced to 50% of Eligible Expenses.

Obesity Surgery

The Plan covers surgical treatment of obesity provided by or under the direction of a
Physician provided either of the following is true:

Yy~ The Covered Person is greater than 18 years of age.

Body Mass ldex (BMI) greater for at least 12 months.

Has a Body Mass Index (BMI) of 40 with documented high+ms&rbal condition.

Has a Body Mass Index (BMI) greater than 35 with complicatmagladities (such as
sleep apnea or diabetes) directly relateddaracerbated by obesity.

<N S S

Licensed psychologist or psychiatrist has documented the following:

- Absence of major, uncontrolled psychiatric disorder.

- Individual demonstrates ability and motivation to comply with required
medical/surgical/dietary preoperatiwel postoperative treatment plans.

Medical clearance to proceed with surgery from appropriate specialties relative to all

existing comorbid disease states.

<

Yy Individual has received written information regarding:

- Probable and potential postoperative contiplica
- Dietary and medical postoperative limitations.
- Potential cosmetic sequelae.
y" No history of substance abuse. History of substance abuse, but documented absence for
one year or longer.

Yy Individual has participated in a medically supervised, three entwpeight loss
program of at least six months duration within 18 months precedingdbsification
request.
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Yy Weight loss program medical record documentation is present.

Benefits are available for obesity surgery services that meet the denimrecéd
Health Service, as defined in SectioGlbésagnd are not Experimental or
Investigational or Unproven Services.

Prior Authorization Requirement

For Non Network Benefits you must obtain prior authorization from the Claims
Administrator as socas the possibility of obesity surgery arises. If you fail to obtajn
prior authorization from the Claims Administrator as required, Benefits will be regluced
to 50% of Eligible Expenses.

It is important that you provide notification regarding your iotetatihave surgery.
Your notification will open the opportunity to become enrolled in programs that aye
designed to achieve the best outcomes for you.

Ostomy Supplies
Benefits for ostomy supplies are limited to:

Yy Pouches, face plates and belts.
Yy Irrigation $eeves, bags and ostomy irrigation catheters.
Yy Skin barriers.

Benefits are not available for deodorants, filters, lubricants, tape, appliance cleaners,
adhesive, adhesive remover, or other items not listed above.

Pharmaceutical Product®utpatient

The Pla pays for Pharmaceutical Products that are administered on an outpatient basis in a
Hospital, Alternate Facility, Physician's office, or in a Covered Person's home. Examples of
what would be included under this category are antibiotic injections ystbtiamPs office
or inhaled medication in an Urgent Care Center for treatment of an asthma attack.

Benefits under this section are provided only for Pharmaceutical Products which, due to
their characteristics (as determined by UnitedHealthcare), mai$f tygpiadministered or
directly supervised by a qualified provider or licensed/certified health professional. Benefits
under this section do not include medications that are typically available by prescription
order or refill at a pharmacy.

UnitedHealthaa may have certain programs in which you may receive an enhanced or
reduced Benefit based on your actions such as adherence/compliance to medication or
treatment regimens and/or participation in health management programs. You may access
information on tlse programs through the Internetatv.myuhc.comor by calling the

number on your ID card.
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Physician Fees for Surgical and Medical Services

The Plan pays Physician fees for surgical procedures and other medical care received from a
Physician in a Hospit&killed Nursing Facility, Inpatient Rehabilitation Facility, Alternate
Facility or for Physician house calls.

Physician's Office ServiceSickness and Injury

Benefits are paid by the Plan for Covered Health Services provided in a Physician's office fo
the diagnosis and treatment of a Sickness or Injury. Benefits are provided under this section
regardless of whether the Physician's office is freestanding, located in a clinic or located in a
Hospital. Benefits under this section include allergy imgegtid hearing exams in case of

Injury or Sickness.

Covered Health Services include medical education services that are provided in a
Physician's office by appropriately licensed or registered healthcare professionals when both
of the following are true:

Yy Education is required for a disease in which patientasgiyement is an important
component of treatment.

Yy There exists a knowledge deficit regarding the disease which requires the intervention of
a trained health professional.

Covered Health Servicedimie genetic counseling. Benefits are available for Genetic
Testing which is determined to be Medically Necessary following genetic counseling when
ordered by the Physician and authorized in advance by UnitedHealthcare.

Benefits for preventive servicesdmscribed undéireventive Care Sentiuessection.
Benefits under this section include lab, radiolepy>r other diagnostic services

performed in the Physician's office. Benefits under this section do not include CT scans,
PET scans, MRI, MRAuclear medicine and major diagnostic services.

Prior Authorization Requirement

For Non-Network Benefits, you must obtain prior authorization from the Claims
Administrator as soon as is reasonably possible before Geneti® BiGAgs
performed If autorization is not obtained as required, Benefits will be reduced to) 50%
of Eligible Expenses.

Please Note
Your Physician does not have a copy of your SPD, and is not responsible for knpwing or
communicating your Benefits.

Pregnancy Maternity Services

Benefits for Pregnancy will be paid at the same level as Benefits for any other condition,
Sickness or Injury. This includes all matergyed medical services for prenatal care,
postnatal care, delivery, and any related complidBirtineg centersra covered.
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The Plan will pay Benefits for an Inpatient Stay of at least:

y 48 hours for the mother and newborn child following a vaginal delivery.

Yy 96 hours for the mother and newborn child following a cesarean section delivery.

These are federally mandaeziirements under thleewborns' and Mothers' Health Protection
Act of 199@&hich apply to this Plan. The Hospital or other provider is not required to get
authorization for the time periods stated above. Authorizations are required for longer
lengths oftaly. If the mother agrees, the attending Physician may discharge the mother
and/or the newborn child earlier than these minimum timeframes.

Both before and during a Pregnancy, Benefits include the services of a genetic counselor
when provided or referreg b Physician. These Benefits are available to all Covered
Persons in the immediate family. Covered Health Services include related tests and
treatment.

Prior Authorization Requirement

For Non-Network Benefits you must obtain prior authorization from i€
Administrator as soon as reasonably possible if the Inpatient Stay for the motheg and/or
the newborn will be more than 48 hours for the mother and newborn child followjng a
normal vaginal delivery, or more than 96 hours for the mother and newdorn chi
following a cesarean section delivery. If you fail to obtain prior authorization as rgquired,
Benefits will be reduced to 50% of Eligible Expenses.

It is important that you notifysregarding your Pregnancy. Your notification will opgn
the opportunityo become enrolled in prenatal programs that are designed to achjeve the
best outcomes for you and your baby.

Healthy moms and babies
The Plan provides a special prenatal program to help during Pregnancy. Particigation is
voluntary and free of chargee Section Tlinical Programs and Re$oudsails.

Preventive Care Services

The Plan pays Benefits for Preventive care services provided on an outpatient basis at a
Physician's office, an Alternate Facility or a Hospital. Preventive care seovigesss

medical services that have been demonstrated by clinical evidence to be safe and effective in
either the early detection of disease or in the prevention of disease, have been proven to
have a beneficial effect on health outcomes and includiotengpas required under

applicable law:

Yy Evidencebased items or services that have in effect a rating of "A" or "B" in the current
recommendations of thénited States Preventive Services. Basleffisrtm PSA
screenings that do not have ineffectr at i ng of OAO6 or o6BO6 ar e
Ray and Diagnostidutpatient.
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Yy Immunizations that have in effect a recommendation from the Advisory Committee on
Immunization Practices of the Centers for Disease Control and Prevention.

Yy With respect tinfants, children and adolescents, evidafur@ned preventive care and
screenings provided for in the comprehensive guidelines supportdddajtthe
Resources and Services Administration

Yy With respect to women, such additional preventive care amingg@s provided for
in comprehensive guidelines supported byiéhéh Resources and Services Administration

Preventive care Benefits defined underdésdth Resources and Services Administration (HRSA)
requirement include the cost of renting onagbrgump per Pregnancy in conjunction with
childbirth. Breast pumps must be ordered by or provided by a Physician. You can obtain
additional information on how to access Benefits for breast pumps by going to
www.myuhc.comor by calling the number on ydDrcard. Benefits for breast pumps also
include the cost of purchasing one breast pump per Pregnancy in conjunction with

childbirth. These Benefits are described under Sedian HighlightsiderCovered Health
Services

If more than one breast purogn meet your needs, Benefits are available only for the most
cost effective pump. UnitedHealthcare will determine the following:

Yy Which pump is the most cost effective.

Yy~ Whether the pump should be purchased or rented.

y" Duration of a rental.

y Timing of an aagsition.

For questions about your preventive care Benefits under this Plan call the number on the
back of your ID card.

Prosthetic Devices

Benefits are paid by the Plan for external prosthetic devices that replace a limb or body part
limited to:

y Atrtificid arms, legs, feet and hands.

y Atrtificial face, eyes, ears and noses.

Yy Breast prosthesis as required by\tbeen's Health and Cancer Rights AcBeh&fg3
include mastectomy bras and lymphedema stockings for the arm.

Benefits under this section arevided only for external prosthetic devices and do not
include any device that is fully implanted into the body.

If more than one prosthetic device can meet your functional needs, Benefits are available
only for the prosthetic device that meets the mimispecifications for your needs. The

device must be ordered or provided either by a Physician, or under a Physician's direction. If
you purchase a prosthetic device that exceeds these minimum specifications, the Plan will
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pay only the amount that it wohlave paid for the prosthetic that meets the minimum
specifications, and you may be responsible for paying any difference in cost.

Benefits are available for repairs and replacement, except that:

Yy There are no Benefits for repairs due to misuse, maliciaggedar gross neglect.

Yy There are no Benefits for replacement due to misuse, malicious damage, gross neglect or
for lost or stolen prosthetic devices.

Note: Prosthetic devices are different from DNMEeDurable Medical Equipment (DME)
this section.

Prior Authorization Requirement

For NonNetwork Benefits you must obtain prior authorization from the Claims
Administrator before obtaining prosthetic devices that exceed $1,000 in cost pernjdevice.
If prior authorization is not obtained as required, Bewdfitsee reduced to 50% of
Eligible Expenses.

Reconstructive Procedures

Reconstructive Procedures are services performed when the primary purpose of the
procedure is either to treat a medical condition or to improve or restore physiologic function
for an ogan or body part. Reconstructive Procedures include surgery or other procedures
which are associated with an Injury, Sickness or Congenital Anomaly. The primary result of
the procedure is not a changed or improved physical appearance.

Improving or restorig physiologic function means that the organ or body part is made to
work better. An example of a Reconstructive Procedure is surgery on the inside of the nose
so that a person's breathing can be improved or restored.

Benefits for Reconstructive Procedurekide breast reconstruction following a

mastectomy and reconstruction of the-afbected breast to achieve symmetry.

Replacement of an existing breast implant is covered by the Plan if the initial breast implant
followed a mastectomy. Other servicesired by th&Vomen's Health and Cancer Rights Act of
1998 including breast prostheses and treatment of complications, are provided in the same
manner and at the same level as those for any other Covered Health Service. You can
contact UnitedHealthcaretlé number on your ID card for more information about

Benefits for mastectornglated services.

There may be times when the primary purpose of a procedure is to make a body part work
better. However, in other situations, the purpose of the same pracedumpiove the
appearance of a body part. Cosmetic procedures are excluded from coverage. Procedures
that correct an anatomical Congenital Anomaly without improving or restoring physiologic
function are considered Cosmetic Procedures. A good exappér syelid surgery. At

times, this procedure will be done to improve vision, which is considered a Reconstructive
Procedures. In other cases, improvement in appearance is the primary intended purpose,
which is considered a Cosmetic Procedure. This snatgprovide Benefits for

Cosmetic Procedures, as defined in Secti@idssary
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The fact that a Covered Person may suffer psychological consequences or socially avoidant
behavior as a result of an Injury, Sickness or Congenital Anomaly does not classify surgery
(or other procedures done to relieve such consequences or behtaRegoastructive
Procedures.

Prior Authorization Requirement

For NonNetwork Benefits for:

Yy A scheduled Reconstructive Procedure, you must obtain prior authorization fom the
Claims Administrator five business days before scheduled Reconstructive $rpcedure
areperformed.

Yy A nonscheduled Reconstructive Procedure, you must provide notification within one
business day or as soon as is reasonably possible.

If authorization is not obtained from the Claims Administrator as required, or
notification is not provietl, Benefits will be reduced to 50% of Eligible Expenses.

Rehabilitation Service®utpatient Therapy and Manipulative Treatment

The Plan provides shddrm outpatient rehabilitation services (including habilitative
services) limited to:

Physical therapy

Occupational therapio include cognitive rehabilitation therapy

Manipulative Treatment.

Speech therapy.

Postcochlear implant aural therapy.

S

Pulmonary rehabilitation.

y' Cardiac rehabilitation.

For all rehabilitation services, a licensed therapy prowvider the direction of a Physician

(when required by state law), must perform the services. Benefits under this section include
rehabilitation services provided in a Physician's office or on an outpatient basis at a Hospital
or Alternate Facility. Rehlithitive services provided in a Covered Person's home by a

Home Health Agency are provided as described Hooer Health CdRehabilitative

services provided in a Covered Person's home other than by a Home Health Agency are
provided as described undws tsection.

Benefits can be denied or shortened for Covered Persons who are not progressing in goal
directed rehabilitation services or if rehabilitation goals have previously been met. Benefits
under this section are not available for maintenance/pvevieeatment.

For outpatient rehabilitation services for speech therapy, the Plan will pay Benefits for the
treatment of disorders of speech, language, voice, communication and auditory processing
only when the disorder results from Injury, stroke, ¢c&megenital Anomaly, or Autism
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Spectrum Disorder. The Plan will pay Benefits for cognitive rehabilitation therapy only when
Medically Necessary following a {p@simatic brain Injury or cerebral vascular accident.

Habilitative Services

For the purpose dhis Benefit, "habilitative services" means Medically Necessary skilled
health care services that help a person keep, learn or improve skills and functioning for daily
living. Habilitative services are skilled when all of the following are true:

Yy The sendes are part of a prescribed plan of treatment or maintenance program that is
Medically Necessary to maintain a Covered Person's current condition or to prevent or
slow further decline.

It is ordered by a Physician and provided and administered byd pceviser.

It is not delivered for the purpose of assisting with activities of daily living, including
dressing, feeding, bathing or transferring from a bed to a chair.

It requires clinical training in order to be delivered safely and effectively.

<SS

It is not Custodial Care.

The Claims Administrator will determine if Benefits are available by reviewing both the
skilled nature of the service and the need for Phydil@ated medical management.

Therapies provided for the purpose of generabeialy or coditioning in the absence of a
disabling condition are not considered habilitative services. A service will not be determined
to be "skilled" simply because there is not an available caregiver.

Benefits are provided for habilitative services providedveredl Persons with a disabling
condition when both of the following conditions are met:

Yy The treatment is administered by a licensed dpegdage pathologist, licensed
audiologist, licensed occupational therapist, licensed physical therapist ar Physicia

Yy The initial or continued treatment must be proven and not Experimental or
Investigational.

Benefits for habilitative services do not apply to those services that are solely educational in
nature or otherwise paid under state or federal law for puiedyi@akl services. Custodial

Care, respite care, day care, therapeutic recreation, vocational training and Residential
Treatment are not habilitative services. A service that does not help the Covered Person to
meet functional goals in a treatment pl#mma prescribed time frame is not a habilitative
service.

The Plan may require that a treatment plan be provided, request medical records, clinical
notes, or other necessary data to allow the Plan to substantiate that initial or continued
medical treatnm is needed. When the treating provider anticipates that continued treatment
is or will be required to permit the Covered Person to achieve demonstrable progress, the
Plan may request a treatment plan consisting of diagnosis, proposed treatment by type,
frequency, anticipated duration of treatment, the anticipated goals of treatment, and how
frequently the treatment plan will be updated.
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Benefits for Durable Medical Equipment and prosthetic devices, when used as a component
of habilitative services, areadéded undddurable Medical Equipameiirosthetic Devices

Benefits are limited to:

Yy 60visits per calendar ydar occupational therapy include cognitive rehabilitation
therapy

60 visits per calendar year for physical therapy.

20visits per catwlar year for speech therapy.

20visits per calendar year for pulmonary rehabilitation therapy.

36visits per calendar year for cardiac rehabilitation therapy.

30visits per calendar year for Manipulative Treatment.

SIS XY

30visits per calendar year for posthlear implant aural therapy.
These visit limits apply to Network Benefits and-Nevork Benefits combined.

Scopic Procedure®utpatient Diagnostic and Therapeutic
The Plan pays for diagnostic and therapeutic scopic procedures and related serdces recei
on an outpatient basis at a Hospital or Alternate Facility or in a Physician's office.

Diagnostic scopic procedures are those for visualization, biopsy and polyp removal.
Examples of diagnostic scopic procedures include colonoscopy, sigmoidoscopy, and
diagnostic endoscopy.

Benefits under this section include:

Yy The facility charge and the charge for supplies and equipment.
Yy Physician services for radiologists, anesthesiologists and pathologists.

Benefits for other Physician services are described attiois andePhysician Fees for
Surgical and Medical Services

Please note that Benefits under this section do not include surgical scopic procedures, which
are for the purpose of performing surgery. Benefits for surgical scopic procedures are
described wterSurgerOutpatienExamples of surgical scopic procedures include

arthroscopy, laparoscopy, bronchoscopy, hysteroscopy.

When these services are performed for preventive screening purposes, Benefits are described
in this section und@&reventive Caaevices
Skilled Nursing Facility/Inpatient Rehabilitation Facility Services

Facility services for an Inpatient Stay in a Skilled Nursing Facility or Inpatient Rehabilitation
Facility are covered by the Plan. Benefits include:
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Yy Supplies and nehysiciarservices received during the Inpatient Stay.
y" Room and board in a Sepnivate Room (a room with two or more beds).

Yy Physician services for radiologists, anesthesiologists and pathologists.

Benefits are available when skilled nursing and/or Inpatient iRelwatbiacility services
are needed on a daily basis. Benefits are also available in a Skilled Nursing Facility or
Inpatient Rehabilitation Facility for treatment of a Sickness or Injury that would have
otherwise required an Inpatient Stay in a Hospital.

Benefits for other Physician services are described in this secti®hysidem Fees for
Surgical and Medical Services

UnitedHealthcare will determine if Benefits are available by reviewing both the skilled nature
of the service and the need for Rhgsidirected medical management. A service will not be
determined to be "skilled" simply because there is not an available caregiver.

Benefits are available only if both of the following are true:
Yy The initial confinement in a Skilled Nursing Facilitygatient Rehabilitation Facility

was or will be a Cost Effective alternative to an Inpatient Stay in a Hospital.

Yy You will receive skilled care services that are not primarily Custodial Care.

Skilled care is skilled nursing, skilled teaching, and dkdlatitaéion services when all of
the following are true:

y It must be delivered or supervised by licensed technical or professional medical
personnel in order to obtain the specified medical outcome, and provide for the safety of
the patient.

y Itis orderedy a Physician.

y Itis not delivered for the purpose of assisting with activities of daily living, including
dressing, feeding, bathing or transferring from a bed to a chair.

y It requires clinical training in order to be delivered safely and effectively.
Youare expected to improve to a predictable level of recovery. Benefits can be denied or

shortened for Covered Persons who are not progressingdirgat rehabilitation
services or if discharge rehabilitation goals have previously been met.

Note: The Ran does not pay Benefits for Custodial Care or Domiciliary Care, even if
ordered by a Physician, as defined in SectiGhos4ary

Any combination of Network Benefits and Network Benefits is limited 6D days per
calendar year.
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Prior Authorization Requirement

Please remember for Ndletwork Benefits for:

Yy A scheduled admission, you must obtain prior authorization five business days before
admission.

Yy A nonscheduled admission (or admissions resulting from an Emergency) yoy must
provide notificatioms soon as is reasonably possible.

If authorization is not obtained as required, or natification is not provided, Benefigs will
be reduced to 50% of Eligible Expenses.

Substancdrelated and Addictive Disorders Services

Substanc®elated and Addictive Digers Services include those received on an inpatient
or outpatient basis in a Hospital, an Alternate Facility, or in a provider's office. All services
must be provided by or under the direction of a properly qualified behavioral health
provider.

Benefitsnclude the following levels of care:

Inpatient treatment.
Residential Treatment.
Partial Hospitalization/Day Treatment.

Intensive Outpatient Treatment.

<SS S

Outpatient treatment.
Services include the following:

Diagnostic evaluations, assessment and treatarering.
Treatment and/or procedures.

Medication management and other associated treatments.
Individual, family, and group therapy.

Crisis intervention.

SRS

Providerbased case management services.

The Mental Health/SubstanBelated and Addictive Disordersvaistrator provides
administrative services for all levels of care.

You are encouraged to contact the Mental Health/Sub&alated and Addictive
Disorders Administrator for referrals to providers and coordination of care.
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Prior Authorization Requirement

Please rememberfNon-Network Benefits for:

Yy A scheduled admission for Substdelated and Addictive Disorders Services
(including Partial Hospitalization/Day Treatmenteaaidission foservices at a
Residential Treatment facility), you must obtahmorization from the Claims
Administratoffive business days befbeforeadmission.

Yy A nonscheduled admission (including Emergency admissions) you must proyide
notification as soon as is reasonably possible.

In addition, for NorNetwork Benefits you ust obtain prior authorization from the
Claims Administrator before the following services are received. Services requiring prior
authorization: Partial Hospitalization/Day Treatment; Intensive Outpatient Treatrpent
programs; psychological testing; exteodgzhtient treatment visits beyond 86
minutes in duration, with or without medication management.

If you fail to obtain prior authorization from or provide notification to the Claims
Administrator as required, Benefits will be reduced to 50%ilolieEigpenses.

Surgery Outpatient

The Plan pays for surgery and related services received on an outpatient basis at a Hospital
or Alternate Facility or in a Physician's office.

Benefits under this section include certain scopic procedures. Examplesabssopic
procedures include arthroscopy, laparoscopy, bronchoscopy and hysteroscopy.

Benefits under this section include:

Yy The facility charge and the charge for supplies and equipment.

Yy Physician services for radiologists, anesthesiologists andjistédéhBlenefits for other
Physician services are described in this sectiorPinyd@ian Fees for Surgical and Medical
Services

Prior Authorization Requirement

For NonNetwork Benefits for blepharoplasty, uvulopalatopharyngoplasty, vein
procedures andegp apnea surgery and cochlear implant you must obtain prior
authorization from the Claims Administrator five business days before scheduled services
are received or, for n@cheduled services, wittwo business dags as soon as is
reasonably possgblif you fail to obtain prior authorization as required, Benefits wi|l be
reduced to 50% of Eligible Expenses.

Temporomandibular Joint (TMJ) Services

The Plan covers services for the evaluation and treatment of temporomandibular joint
syndrome (TMJ) andsociated muscl€Xverage includes necessary treatment required as
a result of an accident, trauma, a congenital anomaly, developmental defect, or pathology.

Diagnosis: Examination, radiographs and applicable imaging studies and consultation.
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Non-surgichtreatment including clinical examinations, oral appliances (orthotic splints),
arthrocentesis and triggmaint injections.

Benefits are provided for surgical treatment if the following criteria are met:

Yy There is clearly demonstrated radiographic egidéaignificant joint abnormality.
Yy Non-surgical treatment has failed to adequately resolve the symptoms.
y" Pain or dysfunction is moderate or severe.

Benefits for surgical services include arthrocentesis, arthroscopy, arthroplasty, arthrotomy,
open or closgreduction of dislocations.

Benefits for an Inpatient Stay in a Hospital and Hebpgall Physician services are
described in this section untiespital Inpatient StagdPhysician Fees for Surgical and Medical
Servicagspectively.

Therapeutic Batments Outpatient

The Plan pays Benefits for therapeutic treatments received on an outpatient basis at a
Hospital or Alternate Facility or in a Physician's office, including dialysis (both hemodialysis
and peritoneal dialysis), intravenous chemoth@ragher intravenous infusion therapy and
radiation oncology.

Covered Health Services include medical education services that are provided on an
outpatient basis at a Hospital or Alternate Facility by appropriately licensed or registered
healthcare profs®nals when:

Yy Education is required for a disease in which patientasggement is an important
component of treatment.

Yy There exists a knowledge deficit regarding the disease which requires the intervention of
a trained health professional.

Benefits uner this section include:

y' The facility charge and the charge for related supplies and equipment.

Yy Physician services for anesthesiologists, pathologists and radiologists. Benefits for other
Physician services are described in this sectiorPinydmian 5éer Surgical and Medical
Services

Prior Authorization Requirement
For Non-Network Benefits for the following outpatient therapeutic services you njust
obtain prior authorization from the Claims Administrator five business days befoje
scheduled servicae aeceived or, for nestheduled services, within one business day or
as soon as is reasonably possible. Services that require prior authorization: dialysis, 1V
infusion, radiation oncology, intensity modulated radiation therapy -goddistiR
focused ulasound. If you fail to obtain prior authorization from the Claims
Administrator, as required, Benefits will be reduced to 50% of Eligible Expenses
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Transplantation Services

Organ and tissue transplants including-CABIl therapy for malignancies whereied

by a Physician. Benefits are available for transplants when the transplant meets the definition
of a Covered Health Service, and is not an Experimental or Investigational or Unproven
Service.

Examples of transplants for which Benefits are availabbieibone marrow including
CAR-T cell therapy for malignancies, heart, heart/lung, lung, kidney, kidney/pancreas, liver,
liver/small bowel, pancreas, small bowel and cornea.

Benefits are available to the donor and the recipient when the recipieredsucalezrthis

Plan. Donor costs that are directly related to organ removal or procurement are Covered
Health Services for which Benefits are payable through the organ recipient's coverage under
the Plan.

The Claims Administrator has specific guidelinesineg Benefits for transplant services.
Contact the Claims Administrator at the number on your ID card for information about
these guidelines.

Transplantation services including evaluation for transplant, organ procurement and donor
searches and transpédion procedures may be recelwed Designated Provider, Network
facility that is not a Designated Provider or aNeiwork facility.

Benefits are also available for cornea transpMantare not required to obtain prior
authorization from the Claimsiministrator for a cornea transplant nor is the cornea
transplant required to be perforntigh Designated Provider.

Note: The services described under the Travel and Lodging Assistancedeogram
Covered Health Services only in connection with trahsptaices receivega
Designated Provider.

Prior Authorization Requirement

For Network Benefits you must obtain prior authorization from the Claims
Administrator as soon as the possibility of a transplant arises (and before the-tinje a pre
transplantadin evaluation is dfermed at a transplant center).

For Non-Network Benefits you must obtain prior authorization from the Claims
Administrator as soon as the possibility of a transplant arises (and before the-tinje a pre
transplantation evaluation is perfed at a transplant center).

For Non-Network Benefits, if you don't obtain prior authorization from the Claims|
Administratoras requiredenefits will be reduced to 50% of Eligible Expenses.

Support in the event of serious illness

If you or a coverethmily member has cancer or needs an organ or bone marrow
transplant, UnitedHealthcare can put you in touch with quality treatment centersjaround
the country.
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Urgent Care Center Services

The Plan provides Benefits for services, including professianakseseeived at an
Urgent Care Center, as defined in SectidaldgsaryVhen Urgent Care services are
provided in a Physician's office, the Plan pays Benefits as descrild@dysiuian's Office
ServiceSickness and Injury

Virtual Visits

Virtualvisits for Covered Health Services that include the diagnosis and treatment of low
acuity medical conditions for Covered Persons, through the use of interactive audio and
video telecommunication and transmissions, andwasuib communication technology

Virtual visits provide communication of medical information #imsabetween the

patient and a distant Physician or health care specialist, through use of interactive audio and
video communications equipment outside of a medical facility (for ekamph@me or

from work).

Benefits are available only when services are delivered through a Designated Virtual
Network Provider. You can find a Designated Virtual Network Provider by going to
www.myuhc.comor by calling the telephone number on your H.ca

Please Note Not all medical conditions can be appropriately treated through virtual visits.
The Designated Virtual Network Provider will identify any condition for which treatment by
in-person Physician contact is necessary.

Benefits under this sectido not include email, or fax and standard telephone calls, or for
telehealth/telemedicine visits that occur within medical facilM&siéfined originating
facilities).

Vision Examinations
The Plan pays Benefits for one routine vision exam, inaglefdaggion, to detect vision
impairment by a Network provider in the provider's office every other calendar year.

Benefits for eye examinations required for the diagnosis and treatment of a Sickness or
Injury are provided undPhysician's Office SeBidasess and Injury
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SECTION-CLINICAPROGRAMS AND RESOBR®

What this section includes:
Health and welbeing resources available to you, including:
Yy~ Consumer Solutions and Sdfrvice Tools.

y  Disease and Condition Management Services.

Yy Wellness Pgrams.

PCPEBP Logan EIm Local Schodislieves in giving you tools to help you be an educated
health care consumer. To that &CPEBP Logan Elm Local Schodias made available
several convenient educational and support services, accessibleandpgheriaternet,

which can help you to:

Yy Take care of yourself and your family members.

Yy Manage a chronic health condition.

Yy Navigate the complexities of the health care system.

NOTE:

Information obtained through the services identified in this sectam@dsdn current
medical literature and on Physician review. It is not intended to replace the advide of a
doctor. The information is intended to help you make more informed health care
decisions and take a greater responsibility for your own healtiHéatitedre and
PCPEBP Logan Elm Local Schoase not responsible for the results of your decigions
from the use of the information, including, but not limited to, your choosing to segk or
not to seek professional medical care, your choosing of whidepto seek
professional medical care from or your choosing or not choosing specific treatmgnt.

Consumer Solutions and Sg#rvice Tools

Health Survey

You are invited to learn more about health and wellvessvanyuhc.comand are
encouraged to parpeite in the online health survey. The health survey is an interactive
guestionnaire designed to help you identify your healthy habits as well as potential health
risks.

Your health survey is kept confidential. Completing the survey will not impact gfitsr Ben
or eligibility for Benefits in any way.

To find the health survey, log inew.myuhc.com After logging in, access your
personalizetiealth & Wellngssge.

NurselLine*™

NurseLiné"is a telephone service that puts you in immediate contact witeeneed
registered nursmy time, 24 hours a day, seven days aNugsks can provide health
information to help you make more informed health care dedéi@syou call, a
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registered nurse may refer you to any additional resourB&sRE&P Logan Elm Local
School$asavailable that may help you improve your health arskingilor manage a
chronic conditionCall any time when you want to learn more about:

A recent diagnosis.

A minor Sickness or Injury.

Men's, women's, and children's wellness.

How to take Prescriptidbrug Products safely.

Selfcare tips and treatment options.

Healthy living habits.

S

Any other health related topic.

NurseLiné gives you another way to access health information. By calling the same
number, you can listen to one of the Health Informatimary's over 1,100 recorded
messages, with over half in Spanish.

NurseLiné"is available to you at no additional cost. To use this service, simply call the
number on the back of your ID card.

Note. If you have a medical emergency, call 911 instedlithgfidarseLing”.

Your child is running a fever and it's 1:00 AM. What do you do?
Call NurseLin& any time, 24 hours a day, seven days a week. You can count on
NurseLiné"to help answer your health questions.

With NurseLing’, you also have access tsas online. To use this service, log onto
www.myuhc.comwhere you may access the link to initiate an online chat with a registered
nurse who can help answer your general health questions any time, 24 hours a day, seven
days a week. You can also requrestnailed transcript of the conversation to use as a
reference.

Note: If you have a medical emergency, call 911 instead of loggigrertoyuhc.com

Decision Support

In order to help you make informed decisions about your health care, Unitedel@akhcar
a program called Decision Support. This program targets specific conditions as well as the
treatments and procedures for those conditions.

This program offers:

Yy Access health care information.

Yy Support by a nurse to help you make more informed dedamsiaur treatment and
care.

Yy Expectations of treatment.
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Yy Information on providers and programs.
Conditions for which this program is available include:

Back pain.

Knee & hip replacement.
Prostate disease.
Prostate cancer.

Benign uterine conditions.
Breastancer.

Coronary disease.

RSN SSSS

Bariatric surgery.

Participation is completely voluntary and without extra charge. If you think you may be
eligible to participate or would like additional information regarding the program, please
contact the number on the baékour ID card.

UnitedHealth Premium® Program

To help people make more informed choices about their health care, the UnitedHealth
Premiurfi program recognizes Network Physicians who meet standards for quality and cost
efficiency. UnitedHealthcare uses ecgleased medicine and national industry guidelines

to evaluate quality. The cost efficiency standards rely on local market benchmarks for the
efficient use of resources in providing care.

For details on the UnitedHealth Prenfiygsrogram including how todate a UnitedHealth
Premium Physician, log omt/w.myuhc.comor call the number on your ID card.

www.myuhc.com

UnitedHealthcare's member webgiteyw.myuhc.com provides information at your
fingertips anywhere and anytime you have access to the lnt@wnetyuhc.comopens
the door to a wealth of health information andsgelfice tools.

With www.myuhc.comyou can:

Yy Research a health condition and treatment options to get ready for a discussion with
your Physician.

Search for Network providers avddab your Plan through the online provider
directory.

y
Yy Access all of the content and wellness topics from NufdeLine
y

Complete a health survey to help you identify health habits you may improve, learn
about healthy lifestyle techniques and access imgatithement resources.
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Yy Use the treatment cost estimator to obtain an estimate of the costs of various procedures
in your area.

Yy Use the Hospital comparison tool to compare Hospitals in your area on various patient
safety and quality measures.

Registering onwww.myuhc.com

If you have not already registeredvarw.myuhc.com simply go tevww.myuhc.com
and click on "Register Now." Have your ID card handy. The enrollment process §s quick
and easy.

Visitwww.myuhc.comand:

Yy Make realime inquiries into th&tatus and history of your claims.
Yy View eligibility and Plan Benefit information, includimgual Deductibles.
Yy View and print all of your Explanation of Benefits (EOBS) online.

Yy Order a new or replacement ID card or print a temporary ID card.

Want to learn more about a condition or treatment?
Log on towww.myuhc.comand research health topics that are of interest to you. Learn

about a specific condition, what the symptoms are, how it is diagnosed, how corpmon it
is, and what to ask your Physician.

Disaase and Condition Management Services

Diabetes Prevention Program

The Diabetes Prevention Program (DPP) is availalevered Persarliving with pre

diabetes and offers a 16 session lifestyle intervention that addresses diet, activity and
behavior modication. The goal of this program is to slow and/or prevent the development
of Type 2 diabetes through lifestyle management and weight loss and is available at local
YMCAs.

Participation is completely voluntary and without extra charge. There arg/so Copa
Coinsurance or Deductibles that need to be met when services are received as part of the
DPP program. If you think you may be eligible to participate or would like additional
information regarding the programs, please contact the number on theydackDof

Card.

Disease Management Services

If you have been diagnosed with certain chronic medical conditions you may be eligible to
participate in a disease management program at no additional cost tohgaut fehlere,

coronary artery disease, diekednd asthnprograms are designed to support you. This

means that you will receive free educational information through the mail, and may even be
called by a registered nurse who is a specialist in your specific medical condition. This nurse
will be aesource to advise and help you manage your condition.
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These programs offer:

y  Educational materials mailed to your home that provide guidance on managing your
specific chronic medical condition. This may include information on symptoms, warning
signs, seffnanagement techniques, recommended exams and medications.

Access to educational and-sehagement resources on a consumer website.

<SS

An opportunity for the disease management nurse to work with your Physician to ensure
that you are receiving the appropcate.

Yy Access to and ormn-one support from a registered nurse who specializes in your
condition. Examples of support topics include:

- Education about the specific disease and condition

- Medication management and compliance.

- Reinforcement of eline behawar modification program goals.
- Preparation and support for upcoming Physician visits.

- Review of psychosocial services and community resources.
- Caregiver status andhome safety.

- Use of maibrder pharmacy and Network providers.

Participation is complegeloluntary and without extra charge. If you think you may be
eligible to participate or would like additional information regarding the program, please
contact the number on the back of your ID card.

HealtheNotes™

UnitedHealthcare provides a servicedélbaltheNoté¥ HealtheNote$' provides you

and your Physician with information regarding preventive care, testing or medications,
potential interactions with medications you have been prescribed, and certain treatments. In
addition, your HealtheNot¥seport may include health tips and other wellness

information.

UnitedHealthcare provides this information through a software program that provides
retrospective, claifbased identification of medical care. Through this process patients are
identified whanay benefit from this information using the established standards of evidence
based medicine as described in Secti@idssannder the definition of Covered Health
Services.

If your Physician identifies any concerns after reviewing his or heNé¢eMeeport,

he or she may contact you if he or she believes it to be appropriate. In addition, you may use
the information in your report to engage your Physician in discussions regarding your health
and the information UnitedHealthcare provides. Aaigidns regarding your care, though,

are always between you and your Physician.

If you have questions or would like additional information about this service, please call the
number on the back of your ID card.
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Complex Medical Conditions Programs andcgsrv

Travel and Lodging Assistance Program

Your Plan Sponsor may provide you with Travel and Lodging assistance. Travel and
Lodging assistance is only available for you or your eligible family member if you meet the
gualifications for the benefit, incliglneceiving catwy a Designated Provider and the

distance from your home address to the facility. Eligible Expenses are reimbursed after the
expense forms have been completed and submitted with the appropriate receipts.

If you have specific questions rdey the Travel and Lodging Assistance Program, please
call the Travel and Lodging office-8088420843.

Travel and Lodging Expenses

The Plan covers expenses for travel and lodging for the patient, provided he or she is not
covered by Medicare, ancbapanion as follows:

Yy Transportation of the patient and one companion who is traveling on the same day(s) to
and/or from the site of the qualified procedure provided by a Designated Provider for
the purposes of an evaluation, the procedure or necestdigghasge followp.

The Eligible Expenses for lodging for the patient (while not a Hospital inpatient) and
one companion.

If the patient is an enrolled Dependent minor child, the transportation expenses of two
companions will be covered.

Travel and ldging expenses are only available if the patient resides more than 50 miles
from the Designated Provider.

<N S S

Reimbursement for certain lodging expenses for the patient and his/her companion(s)
may be included in the taxable income of the Plan participameifibursement
exceeds the per diem rate.

y' The transplant program offers a combined overall lifetime maximum of $10,000 per
Covered Person for all transportation and lodging expenses incurred by you and
reimbursed under the Plan in connection with difigdgrocedures.

The Claims Administrator must receive valid receipts for such charges before you will be
reimbursed. Reimbursement is as follows:

Lodging
y A per diem rate, up to $50.00 per day, for the patient (when not in the Hospital) or the
caregiver

Yy Per diem is limited to $100.00 per day, for the patient and one caregiver. When a child is
the patient, two persons may accompany the child.

Examples of items that are not covered:

- Groceries.
- Alcoholic beverages.
- Personal or cleaning supplies.
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- Meals.

- Ove-thecounter dressings or medical supplies.

- Deposits.

- Utilities and furniture rental, when billed separate from the rent payment.
- Phone calls, newspapers, or movie rentals.

Transportation

Automobile mileage (reimbursed at the IRS medical rate) for thiresdsoute
between the patient's home and the Designated Provider.

Taxi fares (not including limos or car services).
Economy or coach airfare.

Parking.

Trains.

Boat.

Bus.

Tolls.

<SS SN

Wellness Programs

Healthy Pregnancy Program

If you are pregnant and enedllin the medical Plan, you can get valuable educational
information and advice by calling the number on your ID card. This program offers:

Yy Pregnancy consultation to identify special needs.
Written and odine educational materials and resources.

<SS

24-hour acess to experienced maternity nurses.

<

A phone call from a care coordinator during your Pregnancy, to see how things are
going.

A phone call from a care coordinator approximately four weeks postpartum to give you
information on infant care, feeding, niginit immunizations and more.

<

Participation is completely voluntary and without extra charge. To take full advantage of the
program, you are encouraged to enroll within the first 12 weeks of Pregnancy. You can
enroll any time, up to your 34th week. To emall the number on the back of your ID

card.

As a program participant, you can call any time, 24 hours a day, seven days a week, with any
guestions or concerns you might have.
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SECTION-&EXCLUSINS AND LIMITATIOMBIAT THE MEDICAL RLA
WILL NOT CORE

What this section includes:
Yy Services, supplies and treatments that are not Covered Health Services, except as may
be specifically provided for in SectioAdilitional Coverage Details.

The Plan does not pay Benefits for the following services, treaingriplies even if they
are recommended or prescribed by a provider or are the only available treatment for your
condition.

When Benefits are limited within any of the Covered Health Services categories described in
Section 6Additional Coverage Bétaise limits are stated in the corresponding Covered

Health Service category in Sectidtdn Highlightsmits may also apply to some Covered
Health Services that fall under more than one Covered Health Service category. When this
occurs, those litsiare also stated in SectioRl&n HighlighBlease review all limits

carefully, as the Plan will not pay Benefits for any of the services, treatments, items or
supplies that exceed these benefit limits.

Please note that in listing services or exam@ewhen the SPD says "this includes,”

or "including but not limited to", it is not UnitedHealthcare's intent to limit the
description to that specific list. When the Plan does intend to limit a list of services or
examples, the SPD specifically states th#te list "is limited to."

Alternative Treatments

1. Acupressure and acupuncture.

2. Aromatherapy.

3. Hypnotism.

4. Massage therapy.

5. Rolfing.

6. Art therapy, music therapy, dance therapy, horseback therapy and other forms of
alternative treatment as definedhi@National Center for Complementary and Alternative
Medicine (NCCANM) theNational Institutes of HeElik exclusion does not apply to
Manipulative Treatment and Amanipulative osteopathic care for which Benefits are
provided as described in Sect,Additional Coverage Details

Dental

1. Dental care (which includes dentays, supplies and appliances and all associated
expenses, including hospitalizations and anesthesia).
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This exclusion does not appb accidentelated dental services for which Benefits are
provided as described unBemtal ServicAscident OmtySection 6Additional Coverage
Detalils.

This exclusion does not apply to dental care (oral examinatgs, &xtractions and
non-surgical elimination of oral infection) required for the direct treatment of a medical
condition for which Benefits are available under the Plan, limited to:

- Transplant preparation.

- Prior to the initiation of immunosuppressive drugs.

- The direct treatmenf acute traumatic Injury, cancer or cleft palate.

Dental care that is required to treat the effects of a medical condition, but that is not
necessary to directly treat the medical condition, is excluded. Examples include treatment
of dental caries resutiifrom dry mouth after radiation treatment or as a result of
medication.

Endodontics, periodontal surgery and restorative treatment are excluded.

2. Preventive care, diagnosis, treatment of or related to th@awedmes or gums.
Examples include:

- Extractionséxceptwisdom teeth), restoration and replacement of teeth.
- Medical or surgical treatments of dental conditions.
- Services to improve dental clinical outcomes.

This exclusion does not apply to preventieefoawhich Benefits are provided under
theUnited States Preventive Services rEaghr&meet or thidealth Resources and Services
Administration (HRS#&juirement. This exclusion also does not apply to accident
related dental services for whichéBiés are provided as described ubeetal Services
Accident OmfySection 6Additional Coverage Details

3. Dental implants, bone grafts, and other impédated procedures.
This exclusion does not apfyaccidentelated dental services for which Benefits are

provided as described unBental Servicdscident OmtySection 6Additional Coverage
Details

4. Dental braces (orthodontics).

5. Treatment of congenitally missing, malpositioned or supernumerary (extra) teeth, even if
part of a Congenital Anomaly.

Devices, Appliances and Prosthetics

1. Devices used specifically dstgatems or to affect performance in spatated
activities.

2. Orthotic appliances and devices that straightersbape a body part, exceen
prescribed by a Physicamndescribed undeurable MediEgjuipment (DME) Section
6, Additional Coverage Details
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8.

Examples of excluded orthotic appliances and devices include but are not limited to,
some types of braces, including orthotic braces availakilee@aemter. This

exclusion does not include @b footwear which may be covered for a Covered
Person with diabetic foot disease.

Cranial banding.
The following items are excluded, even if prescribed by a Physician

- Blood pressure cuff/monitor.

- Enuresis alarm.

- Non-wearable external defibrillator.
- Trusses.

- Ultrasonic nebulizers.

Repairs to prosthetic devices due to misuse, malicious damage or gross neglect.

Replacement of prosthetic devices due to misuse, malicious damage or gross neglect or
to replace lost or stolen items.

Devices and computers to assist in communication and speptfoespeech aid
devices and trachesophageal voice devices for which Benefits are provided as
described und@&urable Medical Equipim&wction 6Additional Coverage Details

Oral appliances for snoring.

Drugs

The exclusions listed below apply to the medical portion of the Plan only. Prescription Drug
coverage is excluded under the medical plan because it is a separate benefit. Coverage may
be available under the Prescription Drug portion of the Plé&®e@ea 15)utpatient

Prescription Drfigiscoverage details and exclusions.

1

Prescription Drug Products for outpatient use that are filled by a prescription order or
refill.

Selfinjectable medications. This exclusion does not apply to medications which, due to
their characteristics, (as determined by UnitedHealthcare), must typically be administered
or directly supervised by a qualified provider or licensedédenefalth professional in

an outpatient setting.

Non-injectable medications given in a Physician's office. This exclusion does not apply
to noninjectable medications that are required in an Emergency and donshene
Physician's office.

Overthe-counter drugs and treatments.

Growth hormone therapy.
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6. CertailNew Pharmaceutical Pratisiand/or new dosage forms until the date as
determined by the Claims Administrator's designee, but no later than December 31st of
the following calendar year.

This exclusion does not apply if you have-thigatening Sickness or condition (one

that b likely to cause death within one year of the request for treatment). If you have a
life-threatening Sickness or condition, under such circumstances, Benefits may be
available for the New Pharmaceutical Product to the extent provided for in Section 6,
Addtional Coverage Details

7. A Pharmaceutical Product that contains (an) active ingredient(s) available in and
therapeutically equivalent (having essentially the same efficacy and adverse effect profile)
to anotheccovered Pharmaceutical Product. Such determinations may be made up to six
times during a calendar year.

8. A Pharmaceutical Product that contains (an) active ingredient(s) which is (are) a
modified version of anddhapeutically equivalent (having essentially the same efficacy
and adverse effect profile) to another covered Pharmaceutical Product. Such
determinations may be made up to six times during a calendar year.

9. Beneits for Pharmaceutical Products for the amount dispensed (days' supply or quantity
limit) which exceeds the supply limit.

10. A Pharmaceutical Product with an approved biosimilar or a biosimilar and
therapeuticallgquivalent (having essentially the same efficacy and adverse effect profile)
to another covered Pharmaceutical Product. For the purpose of this exclusion a
"biosimilar” is a biological Pharmaceutical Product approved based on showing that it is
highly simar to a reference product (a biological Pharmaceutical Product) and has no
clinically meaningful differences in terms of safety and effectiveness from the reference
product. Such determinations may be made up to six times per calendar year.

11 Certain Pharmaceutical Products for which there are therapeutically equivalent (having
essentially the same efficacy and adverse effect profile) alternatives available, unless
otherwise required by law or approved by us.detetminations may be made up to
six times during a calendar year.

Experimental or Investigational or Unproven Services

1. Experimental or Investigational Services and Unproven Services and all services related
to Experimental or Investigational and Unproven Services are excluded, unless the Plan
has agreed to cover them as defined in SectiGioddaryhe fact that an
Experimental or Investigational or Unproven Service, treatment, device or
pharmacologicalganen is the only available treatment for a particular condition will
not result in Benefits if the procedure is considered to be Experimental or
Investigational or Unproven in the treatment of that particular condition.

This exclusion does not apply tov€@ed Health Services provided during a Clinical
Trial for which Benefits are provided as described Ghidesal Triais Section 6,
Additional Coverage Details
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Foot Care

1

6.

7.

Routine foot car&examples include the cutting or removal of corns and calluses.

This exclusion does not apply to preventive foot care for Covered Persons with diabetes
for which Benefits are provided as described Drialeetes Seruc8gction 6,
Additional CoveradaiBe

Nail trimming, cutting, or debriding (removal of dead skin or underlying tissue).
Hygienic and preventive maintenance foot care. Examples include:

- Cleaning andsking the feet.
- Applying skin creams in order to maintain skin tone.

This exclusion does not apply to preventive foot care for Covered Persons who are at
risk of neurological or vascular disease arising from diseases such as diabetes.

Treatment of flat feet.
Treatment of subluxation of the foot.
Shoes.

Shoe orthotics.

Medical Supms

1

Prescribed or neprescribed medicahd disposabkupplies. Examples include:

- Ace bandages.

This exclusion does not apply to:

- Stockings and compression support supplies, which are limited to 4qukmn(@sst
total) per Benefit period.

- Surgical dressings.

- Non-ostomy catheters.

- Disposable supplies necessary for the effective use of Durable Medical Equipment
for which Benefits are provided as described inatable Medical Equipiment
Section 6Additimal Coverage Details

- Diabetic supplies for which Benefits are provided as describeDiabdézs Services
in Section 6Additional Coverage Details

- Ostomy supplies for which Benefits are provided as describeOsitodey Supplies
in Section 6Additimal Coverage Details

Tubings and masks except when used with Durable Medical Equipment as described
underDurable Medical Equipm&gction Additional Coverage Details
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Mental Health, Neurobiological Bdsos- Autism Spectrum Disorder Serviees
SubstanceéRelated and Addictive Disorders Services

In addition to all other exclusions listed in this SectiExcRisions and Limitattbes
exclusions listed directly below apply to services describedlemidl Health Services,
Neurobiological Diserflatism Spectrum Disorder Sad/meSubstanRelatedd Addictive
Disorders Seruic8gctior, Additional Coverage Details

1

7.

Services performen connection with conditions not classified in the current edition of
theInternational Classification of Diseases section on Mental and Betianagraldiicsorders
and Statistical Manual of the American Psychiatric Association

Outside of an initial assessment, services as treatments for a primary diagnosis of
conditions and problems that may be a focus of clinical attention, but are specifically
noted not to be mental disorders within the current editttve Diagnostic and Statistical
Manual of the American Psychiatric Association

Outside of initial assessment, services as treatments for the primary diagnoses of learning
disabilities, conduct and disruptimpulse control and conduct disorders, gambling
disorder, and paraphilic disorders.

Services that are solely educational in nature or otherwise paid under state or federal law
for purely educational purposes.

Tuition for or services that are scHoa$ed for children and adolescents required to be
provided by, or paid for by, the school undelrttiiduals with Disabilities Education Act

Outside of initial assessment, unspecified disorders for which the provider is not
obligated to provide clinical rationale as defined in the current editioDiafthastic
and Statistical Manual of the American Psychiatric Association

Transitional Living services.

Nutrition

1

Nutritional or cosmetic therapy using high dose or mega quantities of vitamins, minerals
or elements, and other nutrition based therapy. Examples include supplements,
electrolytes and foods of anydck{including high protein foods and low carbohydrate
foods).

Individual and group nutritional counseling, includingspecific disease nutritional
education such as general good eating habits, calorieocahétalry preferences. This
exclusion does not apply to preventive care for which Benefits are provided under the
United States Preventive Services Task Force requirement. This exclusion also does not
apply to nutritional counseling services that ard hg8lPreventive Care Services or to
nutritional education services that are provided as part of treatment for a disease by
appropriately licensed or registered health care professionals when both of the following
are true:
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- Nutritional education is reged for a disease in which patientrealiagement is an
important component of treatment.

- There exists a knowledge deficit regarding the disease which requires the
intervention of a trained health professional.

Food of any kind. Foods that are not covered include:

- Enteral feedings and other nutritional and electrolyte formulas, including infant
formula and donor breast migken if they are the only source of nutrition and even
if they are specifically crehate treat inborn errors of metabolism such as
phenylketonuria (PKUInfant formula available over the counter is always excluded.

- Foods to control weight, treat obesity (including liquid diets), lower cholesterol or
control diabetes.

- Oral vitamins and imerals.

- Meals you can order from a menu, for an additional charge, during an Inpatient Stay.

- Other dietary and electrolyte supplements.

Health education classes unless offered by UnitedHealthcare ortés, afidiading
but not limited to asthma, smoking cessation, and weight control classes.

Personal Care, Comfort or Convenience

1

A

o ~ w

Television.

Telephone.

Beauty/barber service.

Guest service.

Supplies, equipment and similar incidentals for personal comfort. Examples include:

- Air conditionersair purifiers and filters and dehumidifiers.

- Batteries and battery chargers.

- Breast pumps. (This exclusion does not apply to breast pumps for which Benefits are
provided under thEealth Resources and Services Administratiogu(iftRsa.)

- Car seats.

- Chairs, bath chairs, feeding chairs, toddler chairs, ergonomically correct chairs, chair
lifts and recliners.

- Exercise equipment and treadmills.

- Hot and cold compresses.

- Hot tubs.

- Humidifiers.

- Jacuzzis.

- Medical alert systems.

- Motorized beds, neHospitalbeds, comfort beds and mattresses.

- Music devices.

- Personal computers.

- Pillows.
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Poweroperated vehicles.

Radios.

Safety equipment.

Saunas.

Stair lifts and stair glides.

Strollers.

Treadmills.

Vehicle modifications such as van lifts.
Video players.

Whirlpook.

Physical Appearance

1

5.

6.

Cosmetic Procedures. See the definition in SectiGlodarizxamples include:

Liposuction or removal of fat deposits considered undesirable, including fat
accumulation under the mhteast and nipple.

Pharmacological regimens, nutritional procedures or treatments.

Scar or tattoo removal or revision procedures (such as salabrasion, chemosurgery
and other such skin abrasion procedures).

Hair removal or replacement by any means.

Treatmats for skin wrinkles or any treatment to improve the appearance of the skin.
Treatment for spider veins.

Skin abrasion procedures performed as a treatment for acne.

Treatments for hair loss.

Varicose vein treatment of the lower extremities, when isideraal cosmetic.

Replacement of an existing intact breast implant if the earlier breast implant was
performed as a Cosmetic Proceddote: Replacement of an existing breast implant is
considered reconstrudiif the initial breast implant followed mastectomy. See
Reconstructive Prote@eetson 6jdditional Coverage Details

Physical conditioning programs such as athletic trainindgyUdlodlyg, exercise,rféss,
flexibility, health club memberships and programs, spa treatments and diversion or
general motivation.

Weight loss programs whether or not they are under medical supervision or for medical
reasons, evenfdr morbid obesity.

Wigs and other scalp hair prosthesis regardless of the reason for the hair loss

Treatment of benign gynecomastia (abnormal breast enlargemnedes).

Procedures and Treatments
1. Biofeedback.

2. Medical and surgical treatment of snoring, except when provided as a part of treatment
for documented obstructiviesp apnea.
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3. Rehabilitation services and Manipulative Treatment to improve general physical
condition that are provided to reduce potential risk factors, where significant therapeutic
improvement is not expectaw;luding routine, loagrm or maintenance/preventive
treatment.

4. Outpatient cognitive rehabilitation therapy except as Medically Necessary following
traumatic brain Injury or cerebral vascular accident.

5. Speech therapy to treat stuttering, stammering, or other articulation disorders.

6. Rehabilitation services for speech therapy, except when required for treatment of a
speech immkment or speech dysfunction that results from Injury, stroke, cancer,
Congenital Anomaly or Autism Spectrum Disorder as identifiedRetgsailitation
Service®utpatient Therapy and Manipulative Trré&sntiemt 6Additional Coverage
Details

7. Excision or elimination of hanging skin on any part of the body. Examples include
plastic surgery procedures called abdominoplasty and brachioplasty.

8. Psychosurgery (loboty).

9. Standalone multdisciplinary smoking cessation programs. These are programs that
usually include health care providers specializing in smoking cessation and may include a
psychologist, social worker orasthcensed or certified professional. The programs
usually include intensive psychological support, behavior modification techniques and
medications to control cravings.

10 Chelation therapy, except to treat heaatal poisoning.

11 Physiological modalities and procedures that result in similar or redundant therapeutic
effects when performed on the same body region during the same visit or office
encounter.

12 Sex transformation operations and related services.
13 The following treatments for obesity:
- Non-surgical treatment of obesity, even if for morbid obesity.

- Surgical treatment of obgsinless there is a diagnosis of morbid obesity as
described und@®besity Surgergection 6Additional Coverage Details

14 Medical and surgical treatment of excessive sweating (hyperhidrosis).

15 The following services for the diagnosis and treatment of temporomandibular joint
syndrome (TMJ): surface electromyography, Doppler analysis, vibration analysis,
computerized mandibular scan or jaw tracking, craniosaaay tbethodontics,
occlusal adjustment, and dental restorations.
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16. Upper and lower jawbone surgery, orthognathic surgery and jaw alignment. This
exclusion does not apply to reconstructive jaw surgery requiedded Persons
because of a Congenital Anomaly, acute traumatic Injury, dislocation, tumors, cancer or
obstructive sleep apnea.

17. Breast reduction surgery except as coverage is required/byntrés Health @adcer
Rights Act of 1988 which Benefits are described urRieronstructive Procedures
Section 6Additional Coverage Details.

18 Habilitative services for maintenance/preventive treatments.

Providers

1. Services performed by a provider who is a family member by birth or marriage, including
your Spouse, brother, sister, parent or child. This includes any service the provider may
perform on himself or herself.

2. Services performed by a provider with your same legal residence.
3. Services ordered or delivered by a Christian Science practitioner.

4. Services performed by an unlicensed provider or a provider who is operating outside of
the scope of his/her license.

5. Services provided at a Freestanding Facility or diagnostic #aspitiaFacility without
anorder written by a Physician or other provider. Services which-directeffl to a
Freestanding Facility or diagnostic Hospéaéd Facility. Services ordered by a
Physician or other provider who is an employee or representative of a Freestanding
Faclity or diagnostic Hospithhsed Facility, when that Physician or other provider:

- Has not been actively involved in your medical care prior to ordering the service.
- Is not actively involved in your medical care after the service is received.

This exclusin does not apply to mammography.

Reproduction

1. Health services and associated expenses for infertility treatments, including assisted
reproductive technology, regardless of the reason for the treatment.
This exlusion does not apply to services required to treat or correct underlying causes
of infertility.

2. Surrogate parenting, donor eggs, donor sperm and host uterus.

3. Storageand retrieval of all reproductive materials (examples include eggs, sperm,
testicular tissue and ovarian tissue).

4. The reversal of voluntary sterilization
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6.

Health serges and associated expenses for surgicalingocal or drugnduced
Pregnancy termination. This exclusion does not apply to treatment of a molar
Pregnancy, ectopic Pregnancy, or missed abortion (commonly known as a miscarriage).

Fetal reduction surgery.

Services Provided under Another Plan
Services for which coverage is available:

1

Under another plan, except for Eligible Expenses payable as described in Section 10,
Coordination of Benefits.(COB)

Under workers' compensation, or similar legislation if you could elect it, or could have it
elected for you.

Services resulting from aesital 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.

While on active military duty.

For treatment of military senviadated disabilities when you are legally entitled to other
coverage, and facilities are reasonably available to you.

Transplants

1

Heath services for organ and tissue transplants except those described under
Transplantation Semi&extion 6Additional Coverage Dathils UnitedHealthcare
determines the transplant to be appropriate according to UnitedHealthcare's transplant
guicklines.

Health services for transplants involving permanent mechanical or animal organs.

Health services connected with the removal of an organ or tissue from yguok®Esp
of a transplant to another person. (Donor costs that are directly related to organ removal
are payable for a transplant through the organ recipient's Benefits under the Plan.)

Travel

1

Travel or transpaation expenses, even if ordered by a Physician, except as identified
underTravel and Lodging AssistanceiR1®gction 7Clinical Programs and Resources
Additional travel expenses related to Covered Health Services received from a
Designated Providenay be reimbursed at the Plan's discretion. This exclusion does not
apply to ambulance transportation for which Benefits are provided as described under
Ambulance Serincgsction 6Additional Coverage Details

Types of Care

1

Custodial Care or maintenance care as defined in SecBlwsddyr maintenance
care.
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Domiciliary Care, as defined in SectioGliegsary.

Multi-disciplinary pain management programs provided on an inpatient basis for acute
pain or for exacerbation of chronic pain.

Private Duty Nursing.
Respite care. Thisabxsion does not apply to respite care that is part of an integrated
hospice care program of services provided to a terminally ill person by a licensed hospice

care agency for which Benefits are provided as describeldaspiee CameSection 6,
Additonal Coverage Details

Rest cures.
Services of personal care attendants.

Work hardening (individualized treatment prograsigrted to return a person to work
or to prepare a person for specific work).

Vision and Hearing

1

Implantable lenses used only to correct a refractive error (such as Intacs corneal
implants).

Purchase cost and associated fitting charges for eyeglasses or con@atdphsas
the first pair oeyeglasses (including frames and lenses) after cataract surgery

Bone anchorelearing aids except when either of the following applies:

- For Covered Persons with craniofacial anomalies whose abnormal or absent ear
canals preclude the use of a wearable hearing aid.

- For Covered Persons with hearing loss of sufficient severity thddihat be
adequately remedied by a wearable hearing aid.

The Plan will not pay for more than one bone anchored hearing aid per Covered Person
who meets the above coverage criteria during the entire period of time the Covered
Person is enrolled in thi#&an. In addition, repairs and/or replacement for a bone

anchored hearing aid for Covered Persons who meet the above coverage are not
covered, other than for malfunctions.

Eye exercise or vision therapy

Surgery and other related treatment that is intended to correct nearsightedness,
farsightedness, presbyopia and astigmatism including, but not limited to, procedures
such as laser and other refractive eye surgergliahleaetotomy.

All Other Exclusions

1

Autopsies and other coroner services and transportation services for a corpse.
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2. Charges for:

Missed appointments.
Room or facilit reservations.
Completion of claim forms.
Record processing.

3. Charges prohibited by federal-&ittkback or selfeferral statutes.
4. Diagnostic tests that are:

- Deliveed in other than a Physician's office or health care facility.
- Selfadministered home diagnostic tests, including but not limited to HIV and
Pregnancy tests.

5. Expenses for health services and supplies:

- That areeceived as a result of war or any act of war, whether declared or
undeclared, while part of any armed service force of any country. This exclusion
does not apply to Covered Persons who are civilians injured or otherwise affected by
war, any act of war @rtorism in a nowar zone.

- That are received after the date your coverage under this Plan ends, including health
services for medical conditions which began before the date your coverage under the
Plan ends.

- For which you have no legal responsibilityyo @r for which a charge would not
ordinarily be made in the absence of coverage under this Benefit Plan.

- That exceed Eligible Expenses or any specified limitation in this SPD.

6. Inthe event a NoiNetwork providewaives, does not pursue, or fails to collect the
Coinsurance, any deductible or other amount owed for a particular health service, no
Benefits are provided for the health service for whicadiheurance and/or deductible
are waived.

7. Foreign language and sign language services.
8. Long term (more than 30 days) storage of blood, umbilical cord or other material.

9. Health serviceand supplies that do not meet the definition of a Covered Health Service
- see the definition in Section GdgssarZovered Health Services are those health
services including services, supplies or Pharmaceutical Products, which the Claims
Administrabr determines to be all of the following:

- Medically Necessary.

- Described as a Covered Health Service in this SPD under Séctbmodal
Coverage Detil$ in Section Blan Highlights.

- Not otherwise excluded in this SPD under this Sectio@iBpns and Limitations

10 Health services related to a+@overed Health Service: When a service is not a
Covered Health Service, all services related to th@bmered Health Service are also
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excluded. This elsion does not apply to services the Plan would otherwise determine
to be Covered Health Services if they are to treat complications that arise from the non
Covered Health Service.

For the purpose of this exclusion, a "complication” is an unexpectadtaipated
condition that is superimposed on an existing disease and that affects or modifies the
prognosis of the original disease or condition. Examples of a "complication" are
bleeding or infections, following a Cosmetic Procedure, that requirdizaigpita

11 Physical, psychiatric or psychological exams, testing, all forms of vaccinations and
immunizations or treatments when:

- Required solely for purposes of education, sports or camp, travel, career or
emplg/ment, insurance, marriage or adoption; or as a result of incarceration.

- Conducted for purposes of medical research. This exclusion does not apply to
Covered Health Services provided during a Clinical Trial for which Benefits are
provided as described un@dinical Triais Section 6Additional Coverage Details

- Related to judicial or administrative proceedings or orders.

- Required to obtain or maintain a license of any type.
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SECTION-CLAIMS ROCEDURES

What this section includes:
Yy How Network and no#Network claims work.

Yy What to do if your claim is denied, in whole or in part.

Network Benefits

In general, if you receive Covered Health Services from a Network provider,
UnitedHealthcare will pay the Physician or facility directly. If a Network grolageu

for any Covered Health Service other than@ounsurance, please contact the provider or
call UnitedHealthcare at the phone number on your ID card for assistance.

Keep in mind, you are responsible for meeting the Annual Deductible andryaying
Coinsurance owed to a Network provider at the time of service, or when you receive a bill
from the provider.

NonNetwork Benefits

If you receive a bill for Covered Health Services from-Betarork provideryou (or the
provider if they prefer) musend the bill to UnitedHealthcare for processing. To make sure
the claim is processed promptly and accurately, a completed claim form must be attached
and mailed to UnitedHealthcare at the address on the back of your ID card.

Prescription Drug Benefitaims

If you wish to receive reimbursement for a prescription, you may submgeavposiclaim

as described in this section if:

Yy You are asked to pay the full cost of the Prescription Drug Product when you fill it and
you believe that the Plan showatdnpaid for it.

Yy You pay Coinsurance and you believe that the amount of the Coinsurance was incorrect.

If a pharmacy (retail or mail order) fails to fill a prescription that you have presented and you

believe that it is a Covered Health Service, you bhmay apreservice request for Benefits

as described in this section.

If Your Provider Does Not File Your Claim

You can obtain a claim form by visitmgw.myuhc.com calling the tefiree number on

your ID card or contacting Human Resournég®u donot have a claim form, simply

attach a brief letter of explanation to the bill, and verify that the bill contains the information
listed below. If any of these items are missing from the bill, you can include them in your
letter:

Yy Your name and address.
Yy The patient's name, age and relationship to the Participant.
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The number as shown on your ID card.

The name, address and tax identification number of the provider of the service(s).
A diagnosis from the Physician.

The date of service.

SSSK X

An itemized bill from # provider that includes:

- TheCurrent Procedural Terminologyo(leBT)

- A description of, and the charge for, each service.

- The date the Sickness or Injury began.

- A statement indicating either that you are, or you are not, enrolled for coverage
under anyther health insurance plan or program. If you are enrolled for other
coverage you must include the name and address of the other carrier(s).

Failure to provide all the information listed above may delay any reimbursement that may be
due you.

For medicatlaims, the above information should be filed with UnitedHealthcare at the
address on your ID card. When filing a claim for Outpatient Prescription Drug Product
Benefits, your claims should be submitted to:

Optum RX
PO Box 29077
Hot Springs, AR 71903

After UnitedHealthcare has processed your claim, you will receive payment for Benefits that
the Plan allows. It is your responsibility to pay théletmork provider the charges you
incurred, including any difference between what you were billed and whatghe P

Payment of Benefits

When you assign your Benefits under the Plan teMataork provider with
UnitedHealthcare's consent, and theMdetwork provider submits a claim for payment,
you and the nehletwork provider represent and warrant thaCiheered Health Services
were actually provided and were medically appropriate.

To be recognized as a valid assignment of Benefits under the Plan, the assignment must
reflect the Cover ed PNewalprodderwdlbereptidechtbat t hat
the Covered Personds rights under the Pl an a
l egally required notices and procedur al revi
and that the Covered Person will no longer be entitled to thoséfraghéssignment form

does not comply with this requirement, but directs that your benefit payment should be

made directly to the provider, UnitedHealthcare may in its discretion make payment of the

benefits directly to the provider for your convenidndeyill treat you, rather than the

provider, as the beneficiary of your claim. If Benefits are assigned or payment to a non

Network provider is madeCPEBP- Logan EIm Local Schoaserves the right to offset

Benefits to be paid to the provider by angunts that the provider owle€PEBR Logan

ElIm Local Schoqlsi ncl udi ng amounts owed as a result
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overpayment recovery rights to the Plan) pursuant to Refund of Overpayments in Section
10,Coordination of Benefits

UnitedHealthcare will pay Benefits to you unless:

Yy The provider submits a claim form to UnitedHealthcare that you have provided signed
authorization to assign Benefits directly to that provider.

Yy You make a written request for the-4N&twork provider to be paidréctly at the time
you submit your claim.

UnitedHealthcawill only pay Benefits to you or, with written authorization by you, your
Provider, and not to a third party, even if your provider purports to have assigned Benefits
to that third party.

Form of Payment of Benefits

Payment of Benefits under the Plan shall be in cash or cash equivalents, or in the form of
other consideration that UnitedHealthcare in its discretion determines to be adequate. Where
Benefits are payable directly to a provider, sughaddeonsideration includes the

forgiveness in whole or in part of amounts the provider owes to other plans for which
UnitedHealthcare makes payments, where the Plan has taken an assignment of the other
pl ans® recovery rights for value.

Health Statements

Each month in which UnitedHealthcare processes at least one claim for you or a covered
Dependent, you will receive a Health Statement in the mail. Health Statements make it easy
for you to manage your family's medical costs by providing claims infamestssto-

understand terms.

If you would rather track claims for yourself and your covered Dependents online, you may
do so awwww.myuhc.com You may also elect to discontinue receipt of paper Health
Statements by making the appropriate selection on this site.

Explanation of Benefits (EOB)

You may request that UnitedHealthcare send you a paper copy of an Explanation of
Benefits (EOB) afterrpcessing the claim. The EOB will let you know if there is any portion
of the claim you need to pay. If any claims are denied in whole or in part, the EOB will
include the reason for the denial or partial payment. If you would like paper copies of the
EOBs you may call the tdtee number on your ID card to request them. You can also
view and print all of your EOBs onlinevatw.myuhc.com See Section 1@lossarfor

the definition of Explanation of Benefits.
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Important - Timely Filing of Non -Network Claims
All claim forms for noiNetwork services must be submitted within 12 months aftef the
date of service. Otherwise, the Plan wilpagtany Benefits for that Eligible Expensg, or
Benefits will be reduced, as determinddBEBR Logan EIm Local Schoolbhis 12
month requirement does not apply if you are legally incapacitated. If your claim felates to
an Inpatient Stay, the datesefvice is the date your Inpatient Stay ends.

Claim Denials and Appeals

If Your Claim is Denied

If a claim for Benefits is denied in part or in whole, you may call UnitedHealthcare at the
number on your ID card before requesting a formal appeal. IfHiatddcare cannot

resolve the issue to your satisfaction over the phone, you have the right to file a formal
appeal as described below.

How to Appeal a Denied Claim

If you wish to appeal a denied-peevice request for Benefits, gmstvice claim or a

rescission of coverage as described below, you or your authorized representative must
submit your appeal in writing within 180 days of receiving the adverse benefit determination.
You do not need to submit urgent care appeals in writing. This commurioatthn s

include:

Yy The patient's name and ID number as shown on the ID card.

The provider's name.

The date of medical service.

The reason you disagree with the denial.

<SS S

Any documentation or other written information to support your request.

You or your authored representative may send a written request for an appeal to:
UnitedHealthcareAppeals

P.O. Box 30432

Salt Lake City, Utah 8413432

For urgent care requests for Benefits that have been denied, you or your provider can call
UnitedHealthcare at theltflee number on your ID card to request an appeal.

Types of claims
The timing of the claims appeal process is based on the type of claim you are agpealing.
If you wish to appeal a claim, it helps to understand whether it is an:
Yy Urgent care request for Réits.

Preservice request for Benefits.

y
Yy Postservice claim.
y

Concurrent claim.

81 SecTIO - CLAIMPROCEDURES



PCPEBPLOGANELMLOCALSCHOOLS/EDICARO07ASCCHOICPLUSASAPSIPLANFI
MOD

Review of an Appeal

UnitedHealthcare will conduct a full and fair review of your appeal. The appeal may be
reviewed by:

Yy An appropriate individual(s) who did not make the ietiedfit determination.

Yy A health care professional with appropriate expertise who was not consulted during the
initial benefit determination process.

Once the review is complete, if UnitedHealthcare upholds the denial, you will receive a
written explanatioof the reasons and facts relating to the denial.

Filing a Second Appeal

Your Plan offers two levels of appeal. If you are not satisfied with the first level appeal
decision, you have the right to request a second level app@R&BP Logan Elm
Local Schoolwithin 60 days from receipt of the first level appeal determination

Note:. Upon written request and free of charge, any Covered Persons may examine their
claim and/or appeals file(s). Covered Persons may also submit evidence, opinions and
comments as part of the internal claims review prB@REBP Logan Elm Local

Scloolswill review all claims in accordance with the rules established 18/ hepartment

of LaborAny Covered Person will be automatically provided, free of charge, and sufficiently

in advance of the date on which the notice of final internal acemesiedetermination is

required, with: (i) any new or additional evidence considered, relied upon or generated by the
Plan in connection with the claim; and, (ii) a reasonable opportunity for any Covered Person
to respond to such new evidence or rationale

Federal External Review Program

If, after exhausting your internal appeals, you are not satisfied with the determination made
by PCPEBP Logan Elm Local Schoplsr if PCPEBP Logan Elm Local Schodésls to

respond to your appeal in accordance with applicable regulations regarding timing, you may
be entitled to request an external revieC6fEBP- Logan EIm Local Schotls

determination. The process is available at no charge to you.

If one of the above conditions is met, you may request an external review of adverse benefit
determinations based upon any of the following:

y  Clinical reasons.

Yy The exclusions for Experimental mvdstigational Service(s) or Unproven Service(s).

Yy Rescission of coverage (coverage that was cancelled or discontinued retroactively).

Yy As otherwise required by applicable law.

You or your representative may request a standard external review by setteling a wr
request to the address set out in the determination letter. You or your representative may
request an expedited external review, in urgent situations as detailed below, by calling the
number on your ID card or by sending a written request to tlessddt out in the
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determination letter. A request must be made within four months after the date you received
PCPEBP Logan Elm Local Scho@slecision.

An external review request should include all of the following:

A specific request for an external review.
The Covered Person's name, address, and insurance ID number.
Your designated representative's namadtrdss, when applicable.

<SS S

The service that was denied.

Yy Any new, relevant information that was not provided during the internal appeal.

An external review will be performed by an Independent Review Organization (IRO).
UnitedHealthcare has entered into ageeés with three or more IROs that have agreed to
perform such reviews. There are two types of external reviews available:

y A standard external review.

Yy An expedited external review.

Standard External Review
A standard external review is comprised of tiedbllowing:

y A preliminary review by UnitedHealthcare of the request.
y A referral of the request by UnitedHealthcare to the IRO.
y" A decision by the IRO.

Within the applicable timeframe after receipt of the request, UnitedHealthcare will complete
a prelimiary review to determine whether the individual for whom the request was
submitted meets all of the following:

Yy Is or was covered under the Plan at the time the health care service or procedure that is
at issue in the request was provided.

Yy Has exhausted tlagplicable internal appeals process.

Yy Has provided all the information and forms required so that UnitedHealthcare may
process the request.

After UnitedHealthcare completes the preliminary review, UnitedHealthcare will issue a
notification in writing to youf the request is eligible for external review, UnitedHealthcare
will assign an IRO to conduct such review. UnitedHealthcare will assign requests by either
rotating claims assignments among the IROs or by using a random selection process.

The IRO will naify you in writing of the request's eligibility and acceptance for external
review. You may submit in writing to the IRO within ten business days following the date of
receipt of the notice additional information that the IRO will consider when coritiecting
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external review. The IRO is not required to, but may, accept and consider additional
information submitted by you after ten business days.

UnitedHealthcare will provide to the assigned IRO the documents and information
considered in makiCPEBP Logan Elm Local Scho@sletermination. The documents
include:

y All relevant medical records.
Yy All other documents relied upon®@PEBP Logan EIm Local Schools

y" All other information or evidence that you or your Physician submitted. I tgye i
information or evidence you or your Physician wish to submit that was not previously
provided, you may include this information with your external review request and
UnitedHealthcare will include it with the documents forwarded to the IRO.

In reachig a decision, the IRO will review the claim as new and not be bound by any
decisions or conclusions reacheB®PEBP Logan EIm Local SchoolEhe IRO will

provide written notice of its determination (the "Final External Review Decision") within 45
days after it receives the request for the external review (unless they request additional time
and you agree). THRO will deliver the notice of Final External Review Decision to you

and UnitedHealthcare, and it will include the clinical basis for the determination.

Upon receipt of a Final External Review Decision rev@®GREBP Logan EIm Local
Schoolgletermintion, the Plan will immediately provide coverage or payment for the
benefit claim at issue in accordance with the terms and conditions of the Plan, and any
applicable law regarding plan remedies. If the Final External Review Decision is that
payment or refral will not be made, the Plan will not be obligated to provide Benefits for
the health care service or procedure.

Expedited External Review

An expedited external review is similar to a standard external review. The most significant
difference betweenghwo is that the time periods for completing certain portions of the
review process are much shorter, and in some instances you may file an expedited external
review before completing the internal appeals process.

You may make a written or verbal redieestn expedited external review if you receive
either of the following:

Yy An adverse benefit determination of a claim or appeal if the adverse benefit
determination involves a medical condition for which the time frame for completion of
an expedited intern@ppeal would seriously jeopardize the life or health of the
individual or would jeopardize the individual's ability to regain maximum function and
you have filed a request for an expedited internal appeal.

Yy Afinal appeal decision, if the determinatisolvies a medical condition where the
timeframe for completion of a standard external review would seriously jeopardize the
life or health of the individual or would jeopardize the individual's ability to regain
maximum function, or if the final appeal leniconcerns an admission, availability of

84 SecTIO - CLAIMPROCEDURES



PCPEBPLOGANELMLOCALSCHOOLS/EDICARO07ASCCHOICPLUSASAPSIPLANFI
MOD

care, continued stay, or health care service, procedure or product for which the
individual received emergency services, but has not been discharged from a facility.

Immediately upon receipt of the request, dHgalthcare will determine whether the
individual meets both of the following:

Yy Is or was covered under the Plan at the time the health care service or procedure that is
at issue in the request was provided.

Yy Has provided all the information and forms reguso that UnitedHealthcare may
process the request.

After UnitedHealthcare completes the review, UnitedHealthcare will immediately send a
notice in writing to you. Upon a determination that a request is eligible for expedited
external review, UnitedHealtine will assign an IRO in the same manner UnitedHealthcare
utilizes to assign standard external reviews to IROs. UnitedHealthcare will provide all
necessary documents and information considered in making the adverse benefit
determination or final advetsenefit determination to the assigned IRO electronically or by
telephone or facsimile or any other available expeditious method. The IRO, to the extent the
information or documents are available and the IRO considers them appropriate, must
consider the sasrtype of information and documents considered in a standard external
review.

In reaching a decision, the IRO will review the claim as new and not be bound by any
decisions or conclusions reacheBOREBP Logan Elm Local SchoolBhe IRO will

provide notice of the final external review decision for an expedited external review as
expeditiously as the claimant's medical condition or circumstances require, but in no event
more than 72 hours afteletlRO receives the request. If the initial notice is not in writing,
within 48 hours after the date of providing the initial notice, the assigned IRO will provide
written confirmation of the decision to you and to UnitedHealthcare.

You may contact UnitedBléhcare at the tefilee number on your ID card for more
information regarding external review rights, or if making a verbal request for an expedited
external review.

Timing of Appeals Determinations

Separate schedules apply to the timing of claimssagppahding on the type of claim.
There are three types of claims:

Yy Urgent care request for Benefiisrequest for Benefits provided in connection with
urgent care services.

Yy PreService request for Benefitsrequest for Benefits which the Plan mysbap or
in which you must notify UnitedHealthcare beforeungant care is provided.

Yy PostService a claim for reimbursement of the cost of-nagent care that has already
been provided.

Please note that the decision is based only on whether orefits Bes available under the
Plan for the proposed treatment or procedure.
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You may have the right to external review througitdapendent Review Orgafiz@)jon

upon the completion of the internal appeal process. Instructions regarding anyssuch right
and how to access those rights, will be provided in the Claims Administrator's decision letter
to you.

The tables below describe the time frames which you and UnitedHealthcare are required to
follow.

Urgent Care Request for Benefits

Type of Request fo Benefits or Appeal Timing

If your request for Benefits is incomplete, UnitedHealthc

must notify you within: 24 hours

48 hoursafter
You must then provide completed request for Benefits tqg  receiving notice of
UnitedHealthcare within: additional infanation
required

UnitedHealthcare must notify you of the benefit

determination within: 72 hours

180 daysfter
receiving the advers
bendit determination

If UnitedHealthcare denies your request for Benefits, yol
must appeal an adverse benefit determination no later th

UnitedHealthcare must notify you of the appeal decision 72 hoursafter
within: receiving the appea

“You do not need to submit urgent care appeals in writing. You should call UnitedHeall
soon as possible to appeal an urgenteguest for Benefits.

Pre-Service Request for Benefits

Type of Request for Benefits or Appeal Timing
If your request for Benefits is filed improperly, 5 davs
UnitedHealthcare must notify you within: y
If your request for Benefits is incomplete, UHigadthcare 15 davs
must notify you within: y
You must then provide completed request for Benefits 45 davs
information to UnitedHealthcare within: y
UnitedHealthcare must notify you of the benefit determination:
y if the initial request for Benefits is comgletithin: 15 days
y after receiving the completed request for Benefits (if 15 days
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Pre-Service Request for Benefits

Type of Request for Benefits or Appeal

Timing

initial request for Benefits is incomplete), within:

You must appeal an adverse benefit determination no la
than:

180 daysfter
receiving the advers;
benefit determation

UnitedHealthcare must notify you of the first level appea
decision within:

15 daysafter receiving
the first level appeal

You must appeal the first level appeal (file a second leve
appeal) within:

60 daysafter receiving
the first level appeal
decision

PCPEBP Logan Elm Local Schoatwust notify you of the

second level appeal decision within:

15 daysafter receiving
the second level appe

*UnitedHealthcare may require a-time extension for the initial claim determination, of n
more tharll5 days, only if more time is needed due to circumstances beyond control of

PostService Claims

Type of Claim or Appeal Timing

If_yo_ur. claim is incomplete, UnitedHealthcare must notify 30 days
within:
You must then provide completedrolanformation to 45 davs
UnitedHealthcare within: y
UnitedHealthcare must notify you of the benefit determination:
y if the initial claim is complete, within: 30 days
y after receiving the completed claim (if the initial claim

incomplete), within: 30 days

You must appeal an adverse benefit determination no la
than:

180 daysfter
receiving the advers;
benefit determinatior]

UnitedHealthcare must notify you of the first level appea
decision within:

30 daysafter receiving
the first level appeal

You must appeal the first level appeal (file a second leve
appeal) within:

60 daysafter receiving
the first level appeal
decision
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PostService Claims

Type of Claim or Appeal Timing

PCPEBP Logan EIm Local Schoatwust notify you of the | 30 daysafter receiving
second level appeal decision within: the seconcdelvel appea

Concurrent Care Claims

If an ongoing course of treatment was previously approved for a specific period of time or
number of treatments, and your request to extend the treatment is an urgent care request for
Benefits as defined above, younesgwill be decided within 24 hours, provided your

request is made at least 24 hours prior to the end of the approved treatment.
UnitedHealthcare will make a determination on your request for the extended treatment
within 24 hours from receipt of your uegt.

If your request for extended treatment is not made at least 24 hours prior to the end of the
approved treatment, the request will be treated as an urgent care request for Benefits and
decided according to the timeframes described above. {fjamgpoourse of treatment

was previously approved for a specific period of time or number of treatments, and you
request to extend treatment in a-oogent circumstance, your request will be considered a
new request and decided according tegepgice or @rservice timeframes, whichever

applies.

Limitation of Action

You cannot bring any legal action agRi@®tEBP Logan EIm Local Schoais the

Claims Administrator to recover reimbursement until 90 days after you have properly
submitted a request for rddursement as described in this section and all required reviews
of your claim have been completed. If you want to bring a legal actiorfr GdrtB®

Logan Elm Local Schoads the Claims Administrator, you must do so within three years
from the expiratin of the time period in which a request for reimbursement must be
submitted or you lose any rights to bring such an action Bg#EdBP- Logan EIm Local
School®r the Claims Administrator.

You cannot bring any legal action agRi@®EBP Logan EIm bbcal Schoolsr the

Claims Administrator for any other reason unless you first complete all the steps in the
appeal process described in this section. After completing that process, if you want to bring
a legal action agai’SEPEBP Logan Elm Local Schismr the Claims Administrator you

must do so within three years of the date you are notified of the final decision on your
appeal or you lose any rights to bring such an action Bg&E®P Logan EIm Local

School®r the Claims Administrator.
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SECTIONIO- COORDINATION BENEFITS (COB)

What this section includes:
Yy~ How your Benefits under this Plan coordinate with other medical plans.

Yy How coverage is affected if you become eligible for Medicare.

Yy Procedures in the event the Plan overpays Benefits.

Coordnation of Benefits (COB) applies to you if you are covered by more than one health
benefits plan, including any one of the following:

Yy Another employer sponsored health benefits plan.
Yy A medical component of a group lgagnm care plan, such as skilled ngrsare.

Yy No-fault or traditional "fault" type medical payment benefits or personal injury
protection benefits under an auto insurance policy.

Yy Medical payment benefits under any premises liability or other types of liability coverage.

Yy Medicare or other gavenental health benefit.

If coverage is provided under two or more plans, COB determines which plan is primary
and which plan is secondary. The plan considered primary pays its benefits first, without
regard to the possibility that another plan may cower expenses. Any remaining

expenses may be paid under the other plan, which is considered secondary. The secondary
plan may determine its benefits based on the benefits paid by the primary plan. How much
this Plan will reimburse you, if anything, wdlddpend in part on the allowable expense.

The term, "allowable expense," is further explained below.

Don't forget to update your Dependents' Medical Coverage Information
Avoid delays on your Dependent claims by updating your Dependent's medical goverage
information. Just log on W@wvw.myuhc.comor call the toffree number on your ID
card to update your COB information. You will need the name of your Dependerft
other medical coverage, along with the policy number.

S

Determining Which Plan is Primary

Order of Benefit Determination Rules

If you are covered by two or more plans, the benefit payment follows the rules below in this
order:

y' This Plan will always be secondary to medical payment coverage or personal injury
protection coverage under any auto liability éaudbinsurance policy.

Yy When wpu have coverage under two or more medical plans and only one has COB
provisions, the plan without COB provisions will pay benefits first.

y' A plan that covers a person as an employee pays benefits before a plan that covers the
person as a dependent.
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If you are receiving COBRA continuation coverage under another employer plan, this
Plan will pay Benefits first.

Your dependent children will receive primary coverage from the parent whose birth date
occurs first in a calendar year. If both parents have thbighrdate, the plan that

pays benefits first is the one that has been in effect the longest. This birthday rule applies
only if:

- The parents are married or living together whether or not they have ever been
married and not legally separated.

- A court decre awards joint custody without specifying that one party has the
responsibility to provide health care coverage.

If two or more plans cover a dependent child of divorced or separated parents and if
there is no court decree stating that one parent issdgdpdor health care, the child
will be covered under the plan of:

- The parent with custody of the child; then

- The Spouse of the parent with custody of the child; then
- The parent not having custody of the child; then

- The Spouse of the parent not havirgiamy of the child.

Plans for active employees pay before plans coveroif daicetired employees.

The plan that has covered the individual claimant the longest will pay first.

Finally, if none of the above rules determines which plan is prinenynalasy, the

allowable expenses shall be shared equally between the plans meeting the definition of
Plan. In addition, this Plan will not pay more than it would have paid had it been the
primary Plan.

The following examples illustrate how the Plan deeswihich plan pays first and which
plan pays second.

Determining Primary and Secondary PlanExamples

1) Let's say you and your Spouse both have family medical coverage through yorr
respective employers. You are unwell and go to see a Physician'@incyeged as
Participant under this Plan, and as a Dependent under your Spouse's plan, this Plan will
pay Benefits for the Physician's office visit first.
2) Again, let's say you and your Spouse both have family medical coverage thropgh your
respectig employers. You take your Dependent child to see a Physician. This Plgqn will
look at your birthday and your Spouse's birthday to determine which plan pays fist. If
you were born on June 11 and your Spouse was born on May 30, your Spouse's plan will
pay frst.

When This Plan is Secondary

If this Plan is secondary to any plan other than Medicare, it determines the amount it will
pay for a Covered Health Service by following the steps below.
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Yy The Plan determines the amount it would have paid based owthiel@kxpense.

Yy The Plan pays the entire difference between the allowable expense and the amount paid
by the primary planas long as this amount is not more than the Plan would have paid
had it been the only plan involved.

You willbe responsible for a@pinsurance or Deductible payments as part of the COB
payment. The maximum combined payment you may receive from all plans cannot exceed
100% of the allowable expense.

Determining the Allowable Expense If This Plan is Secondary

What is an allowable expense
For purposes of COB, an allowable expense is a health care expense that is coJered at
least in part by one of the health benefit plans covering you.

When the provider is a Network provider for both the primary plan and this Plan, the
allowable expenseli® primary plan's network rate. When the provider is a network

provider for the primary plan and a igtwork provider for this Plan, the allowable

expense is the primary plan's network rate. When the provider-Nedvmank provider

for the primary lan and a Network provider for this Plan, the allowable expense is the
reasonable and customary charges allowed by the primary plan. When the provider is a non
Network provider for both the primary plan and this Plan, the allowable expense is the
greater bthe two Plans' reasonable and customary charges. If this plan is secondary to
Medicare, please also refer to the discussion in the section below, titled "Determining the
Allowable Expense When This Plan is Secondary to Medicare".

When a Covered Personafjfies for Medicare

Determining Which Plan is Primary

As permitted by law, this Plan will pay Benefits second to Medicare when you become
eligible for Medicare, even if you don't elect it. There are, however, Mbdibkre
individuals for whom the RIpays Benefits first and Medicare pays benefits second:

Yy Employees with active current employment status age 65 or older and their Spouses age
65 or older (howeveatpmestigartners are excluded as provided by Medicare).

Yy Individuals with endtage renaliskase, for a limited period of time.

y  Disabled individuals under age 65 with current employment status and their Dependents
under age 65.

Determining the Allowable Expense When This Plan is Secondary to Medicare

If this Plan is secondary to Medicare, thdid&re approved amount is the allowable

expense, as long as the provider accepts reimbursement directly from Medicare. If the
provider accepts reimbursement directly from Medicare, the Medicare approved amount is
the charge that Medicare has determiratdt till recognize and which it reports on an
"explanation of Medicare benefits" issued by Medicare (the "EOMB") for a given service.
Medicare typically reimburses such providers a percentage of its approv@dftdrarge

80%.
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If the provider does noteept assignment of your Medicare benefits, the Medicare limiting
charge (the most a provider can charge you if they don't accept Méyozaty 115% of

the Medicare approved amount) will be the allowable expense. Medicare payments,
combined with PfaBenefits, will not exceed 100% of the allowable expense.

If you are eligible for, but not enrolled in, Medicare, and this Plan is secondary to Medicare,
or if you have enrolled in Medicare but choose to obtain services from a provider that does
not partcipate in the Medicare program (as opposed to a provider who does not accept
assignment of Medicare benefits), Benefits will be paid on a secondary basis under this Plan
and will be determined as if you timely enrolled in Medicare and obtained semaces fro
Medicare participating provider.

When calculating the Plan's Benefits in these situations, and when Medicare does not issue
an EOMB, for administrative convenience UnitedHealthcare will treat the provider's billed
charges for covered services as lingadlle expense for both the Plan and Medicare, rather
than the Medicare approved amount or Medicare limiting charge.

If This Plan is Secondary to Medicare

If this Plan is secondary to Medicare, it determines the amount it will pay for a Covered
Health Sarice by following the steps below.

Yy The Plan determines the amount it would have paid had it been the only plan involved.

Yy The Plan pays the entire difference between the allowable expense and the amount paid
by the primary planas long as this amount & more than the Plan would have paid
had it been the only plan involved.

The maximum combined payment you may receive from all plans cannot exceed 100% of
the applicable allowable expense.

Medicare Crossover Program

The Plan offers a Medicare Crossowagnam for Medicare Part A and Part B and Durable
Medical Equipment (DME) claims. Under this program, you no longer have to file a
separate claim with the Plan to receive secondary benefits for these expenses. Your
Dependent will also have this automatedsowver, as long as he or she is eligible for
Medicare and this Plan is your only secondary medical coverage.

Once the Medicare Part A and Part B and DME carriers have reimbursed your health care
provider, the Medicare carrier will electronically sulemettessary information to the
Claims Administrator to process the balance of your claim under the provisions of this Plan.

You can verify that the automated crossover took place when your copy of the explanation
of Medicare benefits (EOMB) states youmdteas been forwarded to your secondary
carrier.

This crossover process does not apply to expenses under Part A of Medicare (hospital
expenses) and to expenses under Part B (Physician office visits) and DME Medicare
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expenses or expenses that Medicarendbesver. You must continue to file claims for
these expenses.

For information about enrollment or if you have questions about the program, call the
telephone number listed on the back of your ID card.

Right to Receive and Release Needed Information

Certan facts about health care coverage and services are needed to apply these COB rules
and to determine benefits payable under this Plan and other plans. UnitedHealthcare may get
the facts needed from, or give them to, other organizations or personpuigudke of

applying these rules and determining benefits payable under this Plan and other plans
covering the person claiming benefits.

UnitedHealthcare does not need to tell, or get the consent of, any person to do this. Each
person claiming benefits untlés Plan must give UnitedHealthcare any facts needed to
apply those rules and determine benefits payable. If you do not provide UnitedHealthcare
the information needed to apply these rules and determine the Benefits payable, your claim
for Benefits wilbe denied.

Overpayment and Underpayment of Benefits

If you are covered under more than one medical plan, there is a possibility that the other
plan will pay a benefit that the Plan should have paid. If this occurs, the Plan may pay the
other plan the amatiowed.

If the Plan pays you more than it owes under this COB provision, you should pay the excess
back promptly. Otherwise, the Company may recover the amount in the form of salary,
wages, or benefits payable under any Corapangored benefit plans;luding this Plan.

The Company also reserves the right to recover any overpayment by legal action or offset
payments on future Eligible Expenses.

If the Plan overpays a health care provider, UnitedHealthcare reserves the right to recover
the excess amoundm the provider pursuant Refund of Overpayrbelus.

Refund of Overpayments

If the Plan pays for Benefits for expenses incurred on account of a Covered Person, that
Covered Person, or any other person or organization that was paid, must nmak#a refu
the Plan if:

Yy The Plan's obligation to pay Benefits was contingent on the expenses incurred being
legally owed and paid by the Covered Person, but all or some of the expenses were not
paid by the Covered Person or did not legally have to be padioydned Person.

<

All or some of the payment the Plan made exceeded the Benefits under the Plan.

<

All or some of the payment was made in error.
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The amount that must be refunded equals the amount the Plan paid in excess of the amount
that should have beengander the Plan. If the refund is due from another person or
organization, the Covered Person agrees to help the Plan get the refund when requested.

If the refund is due from the Covered Person and the Covered Person does not promptly
refund the full amant owed, the Plan may recover the overpayment by reallocating the
overpaid amount to pay, in whole or in part, future Benefits for the Covered Person that are
payable under the Plan. If the refund is due from a person or organization other than the
Covere Person, the Plan may recover the overpayment by reallocating the overpaid amount
to pay, in whole or in part, (i) future Benefits that are payable in connection with services
provided to other Covered Persons under the Plan; or (ii) future Benedits plagable in
connection with services provided to persons under other plans for which UnitedHealthcare
makes payments, pursuant to a transaction in which the Plan's overpayment recovery rights
are assigned to such other plans in exchange for sucteplatasice of the amount of the
reallocated payment. The reallocated payment amount will equal the amount of the required
refund or, if less than the full amount of the required refund, will be deducted from the
amount of refund owed to the Plan. The Riag have other rights in addition to the right

to reallocate overpaid amounts and other enumerated rights, including the right to
commence a legal action.
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SECTION *SUBROGHAON AND REIMBURSHKWE

The Plan has a right to subrogation and reimbursema@rerites to "you" or "your" in
this Subrogation and Reimbursement section shall include you, your estate and your heirs
and beneficiaries unless otherwise stated.

Subrogation applies when the plan has paid Benefits on your behalf for a Sickness or Injury
for which any third party is allegedly to be responsible. The right to subrogation means that
the Plan is substituted to and shall succeed to any and all legal claims that you may be
entitled to pursue against any third party for the Benefits that thadpend that are

related to the Sickness or Injury for which any third party is considered responsible.

Subrogation- Example
Suppose you are injured in a car accident that is not your fault, and you receive Benefits
under the Plan to treat your injurl@dader subrogation, the Plan has the right to takf
legal action in your name against the driver who caused the accident and that dijiver's
insurance carrier to recover the cost of those Benefits.

The right to reimbursement means that if it is allegeshth#tird party caused or is

responsible for a Sickness or Injury for which you receive a settlement, judgment, or other
recovery from any third party, you must use those proceeds to fully return to the Plan 100%
of any Benefits you receive for that Sekioe Injury. The right of reimbursement shall

apply to any Benefits received at any time until the rights are extinguished, resolved or
waived in writing.

Reimbursement- Example

Suppose you are injured in a boating accident that is not your fault,racdiye
Benefits under the Plan as a result of your injuries. In addition, you receive a settlement in
a court proceeding from the individual who caused the accident. You must use the
settlement funds to return to the plan 100% of any Benefits yoadé¢odreat your
injuries.

The following persons and entities are considered third parties:

y' A person or entity alleged to have caused you to suffer a Sickness, Injury or damages, or
who is legally responsible for the Sickness, Injury or damages.

Any insureor other indemnifier of any person or entity alleged to have caused or who
caused the Sickness, Injury or damages.

y
Yy The Plan Sponsor in a workers' compensation case or other matter alleging liability.
y

Any person or entity who is or may be obligated tader®enefits or payments to you,
including Benefits or payments for underinsured or uninsured motorist protection, no
fault or traditional auto insurance, medical payment coverage (auto, homeowners or
otherwise), workers' compensation coverage, oth@anicsscarriers or third party
administrators.
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Yy Any person or entity against whom you may have any claim for professional and/or legal
malpractice arising out of or connected to a Sickness or Injury you allege or could have
alleged were the responsibilitary third party.

Yy Any person or entity that is liable for payment to you on any equitable or legal liability
theory.

You agree as follows:

Yy You will cooperate with the Plan in protecting its legal and equitable rights to
subrogation and reimbursement imeely manner, including, but not limited to:

- Notifying the Plan, in writing, of any potential legal claim(s) you may have against
any third party for acts which caused Benefits to be paid or become payable.

- Providing any relevant information requesteteébi?fan.

- Signing and/or delivering such documents as the Plan or its agents reasonably
request to secure the subrogation and reimbursement claim.

- Responding to requests for information about any accident or injuries.

- Making court appearances.

- Obtaining théPlan's consent or its agents' consent before releasing any party from
liability or payment of medical expenses.

- Complying with the terms of this section.

Your failure to cooperate with the Plan is considered a breach of contract. As such, the
Plan has #aright to terminate your Benefits, deny future Benefits, take legal action

against you, and/or set off from any future Benefits the value of Benefits the Plan has
paid relating to any Sickness or Injury alleged to have been caused or caused by any third
party to the extent not recovered by the Plan due to you or your representative not
cooperating with the Plan. If the Plan incurs attorneys' fees and costs in order to collect
third party settlement funds held by you or your representative, the Plandtagdhe

recover those fees and costs from you. You will also be required to pay interest on any
amounts you hold which should have been returned to the Plan.

y' The Plan has a first priority right to receive payment on any claim against any third party
befae you receive payment from that third party. Further, the Plan's first priority right
to payment is superior to any and all claims, debts or liens asserted by any medical
providers, including but not limited to hospitals or emergency treatment thatities,
assert a right to payment from funds payable from or recovered from an allegedly
responsible third party and/or insurance carrier.

Yy The Plan's subrogation and reimbursement rights apply to full and partial settlements,
judgments, or other recoveri@sdpor payable to you or your representative, your estate,
your heirs and beneficiaries, no matter how those proceeds are captioned or
characterized. Payments include, but are not limited to, econoratmmamic,
pecuniary, consortium and punitive dasaghe Plan is not required to help you to
pursue your claim for damages or personal injuries and no amount of associated costs,
including attorneys' fees, shall be deducted from the Plan's recovery without the Plan's
express written consent. Necgdled'Fund Doctrine” or "Common Fund Doctrine" or
"Attorney's Fund Doctrine" shall defeat this right.
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<
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Regardless of whether you have been fully compensated or made whole, the Plan may
collect from you the proceeds of any full or partial recovery that you legypbd
representative obtain, whether in the form of a settlement (either before or after any
determination of liability) or judgment, no matter how those proceeds are captioned or
characterized. Proceeds from which the Plan may collect includendtutraited to,
economic, noeconomic, and punitive damages. No "collateral source" rule, any "Made
Whole Doctrine" or "Mak®/hole Doctrine," claim of unjust enrichment, nor any other
equitable limitation shall limit the Plan's subrogation and reimminsghts.

Benefits paid by the Plan may also be considered to be Benefits advanced.

If you receive any payment from any party as a result of Sickness or Injury, and the Plan
alleges some or all of those funds are due and owed to the Plan, you and/or your
representative shall hold those funds in trust, either in a separate bank account in your
name or in your representative's trust account.

By participating in and accepting Benefits from the Plan, you agree that (i) any amounts
recovered by you from anyrthparty shall constitute Plan assets to the extent of the
amount of Plan Benefits provided on behalf of the Covered Person, (ii) you and your
representative shall be fiduciaries of the Plan (within the meaning of ERISA) with
respect to such amounts, aifjlyou shall be liable for and agree to pay any costs and
fees (including reasonable attorney fees) incurred by the Plan to enforce its
reimbursement rights.

The Plan's rights to recovery will not be reduced due to your own negligence.

By participatingniand accepting Benefits from the Plan, you agree to assign to the Plan
any Benefits, claims or rights of recovery you have under any automobile policy
including nefault Benefits, PIP Benefits and/or medical payment Berwfitsr

coverage or agairesty third party, to the full extent of the Benefits the Plan has paid for
the Sickness or Injury. By agreeing to provide this assignment in exchange for
participating in and accepting Benefits, you acknowledge and recognize the Plan's right
to assert, pusg and recover on any such claim, whether or not you choose to pursue
the claim, and you agree to this assignment voluntarily.

The Plan may, at its option, take necessary and appropriate action to preserve its rights
under these provisions, including kaitlimited to, providing or exchanging medical
payment information with an insurer, the insurer's legal representative or other third
party; filing an ERISA reimbursement lawsuit to recover the full amount of medical
Benefits you receive for the Sicknessjory out of any settlement, judgment or other
recovery from any third party considered responsible and filing suit in your name or your
estate's name, which does not obligate the Plan in any way to pay you part of any
recovery the Plan might obtainyA&RISA reimbursement lawsuit stemming from a

refusal to refund Benefits as required under the terms of the Plan is governed by a six
year statute of limitations.

You may not accept any settlement that does not fully reimburse the Plan, without its
writtenapproval.

The Plan has the authority and discretion to resolve all disputes regarding the
interpretation of the language stated herein.
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In the case of your death, giving rise to any wrongful death or survival claim, the
provisions of this section applytwr estate, the personal representative of your estate,
and your heirs or beneficiaries. In the case of your death the Plan's right of
reimbursement and right of subrogation shall apply if a claim can be brought on behalf
of you or your estate that canlude a claim for past medical expenses or damages. The
obligation to reimburse the Plan is not extinguished by a release of claims or settlement
agreement of any kind.

No allocation of damages, settlement funds or any other recovery, by you, your estate,
the personal representative of your estate, your heirs, your beneficiaries or any other
person or party, shall be valid if it does not reimburse the Plan for 100% of its interest
unless the Plan provides written consent to the allocation.

The provisionsfahis section apply to the parents, guardian, or other representative of a
Dependent child who incurs a Sickness or Injury caused by any third party. If a parent or
guardian may bring a claim for damages arising out of a minor's Sickness or Injury, the
terms of this subrogation and reimbursement clause shall apply to that claim.

If a third party causes or is alleged to have caused you to suffer a Sickness or Injury while
you are covered under this Plan, the provisions of this section continue to apply, eve
after you are no longer covered.

In the event that you do not abide by the terms of the Plan pertaining to reimbursement,
the Plan may terminate Benefits to you, your dependents or the participant, deny future
Benefits, take legal action against yoipraset off from any future Benefits the value

of Benefits the Plan has paid relating to any Sickness or Injury alleged to have been
caused or caused by any third party to the extent not recovered by the Plan due to your
failure to abide by the terms of fAlan. If the Plan incurs attorneys' fees and costs in
order to collect third party settlement funds held by you or your representative, the Plan
has the right to recover those fees and costs from you. You will also be required to pay
interest on any amots you hold which should have been returned to the Plan.

The Plan and all Administrators administering the terms and conditions of the Plan's
subrogation and reimbursement rights have such powers and duties as are necessary to
discharge its duties anddtians, including the exercise of its discretionary authority to

(1) construe and enforce the terms of the Plan's subrogation and reimbursement rights
and (2) make determinations with respect to the subrogation amounts and
reimbursements owed to the Plan.

Right of Recovery

The Plan also has the right to recover Benefits it has paid on you or your Dependent's behalf
that were:

y

<SS S

Made in error.
Due to a mistake in fact.
Advanced during the time period of meeting the calendar year Deductible.

Advanced during thtene period of meeting the GaftPocket Maximum for the
calendar year.

SECTIONL1- SUBROGATIOMNDREIMBURSEMENT



PCPEBPLOGANELMLOCALSCHOOLSEDICAROO0/ASOCHOICPLUSASAPSIPLAN FI
MOD

Benefits paid because you or your Dependent misrepresented facts are also subject to
recovery.

If the Plan provides a Benefit for you or your Dependent that exceeds the amount that
should have been paid, the Plan will:

Y Require that the overpayment be returned when requested.

Y Reduce a future Benefit payment for you or your Dependent by the amount of the
overpayment.

If the Plan provides an advancement of Benefits to you or your Depkmotgnthe time

period of meeting the Deductible and/or meeting theo®Bbcket Maximum for the

calendar year, the Plan will send you or your Dependent a monthly statement identifying the
amount you owe with payment instructions. The Plan has the regldver Benefits it has
advanced by:

Yy Submitting a reminder letter to you or a covered Dependent that details any outstanding
balance owed to the Plan.

y* Conducting courtesy calls to you or a covered Dependent to discuss any outstanding
balance owed to¢tPlan.
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SECTION 2VHEN CZERAGE ENDS

What this section includes:
y  Circumstances that cause coverage to end.

y Extended coverage.

Yy~ How to continue coverage after it ends.

Your entittement to Benefits automatically ends on the date that coverage ahgsueven

are hospitalized or are otherwise receiving medical treatment on that date. Please note that
this does not affect coverage that is extended Extgeided Coverage for Total Disability
below.

When your coverage end§PEBP Logan Elm Local Schooisll still pay claims for

Covered Health Services that you received before your coverage ended. However, once your
coverage ends, Benefits are not provided for health services that you receive after coverage
ended, even if the underlying medical conditiourred before your coverage ended. Please
note that this does not affect coverage that is extendedExtateted Coverage for Total
Disabilithelow.

Your coverage under the Plan will end on the earliest of:

Yy The last day of theearyour employment vitthe Company ends.

Yy The date the Plan ends.

The last day of thgearyou stop making the required contributions.
The last day of thgearyou are no longer eligible.

The last day of theeartUnitedHealthcare receives written notice P&REBR Logan
EIm Local Schoolw end your coverage, or the date requested in the notice, if later.

< <SS S

The last day of thgearyou retire or are pensioned under the Plan, unless specific
coverage is available for retired or pensioned persons and you are eligible for that
cowerage.

Coverage for your eligible Dependents will end on the earliest of:

Yy The date your coverage ends.
The last day of thgearyou stop making the required contributions.

y

Yy The last day of theearUnitedHealthcare receives written notice PGREBP Logan
EIm Local School® end your coverage, or the date requested in the notice, if later.

y

The last day of theearyour Dependents no longer qualify as Dependents under this
Plan.

100 SECTIONL.2- WHENCOVERAGENDS



PCPEBPLOGANELMLOCALSCHOOLS/EDICARO07ASO CHOICPLUSASAPSIPLANFI
MOD

Other Events Ending Your Coverage

The Plan will provide at least thirty dagier written notice to you that your coverage will
end on the date identified in the notice if you commit an act, practice, or omission that
constituted fraud, or an intentional misrepresentation of a material fact including, but not
limited to, knowingl providing incorrect information relating to another person's eligibility
or status as a Dependent. You may appeal this decision durirggthe@ire period. The
notice will contain information on how to pursue your appeal.

Note: If UnitedHealthcarend PCPEBP Logan Elm Local Schodied that you have

performed an act, practice, or omission that constitutes fraud, or have made an intentional
misrepresentation of material f&&PEBP Logan EIm Local Schodias the right to

demand that you pay kaadl BenefitCPEBP- Logan EIm Local Schogdaid to you, or

paid in your name, during the time you were incorrectly covered under the Plan.

Coverage for a Disabled Dependent Child

Coverage for an unmarried enrolled Dependent child who is disalbletdendl just

because the child has reached a certain age. The Plan will extend the coverage for that child
beyond the limiting age if both of the following are true regarding the enrolled Dependent
child:

Yy Is not able to be sedipporting because of memtaphysical handicap or disability.
Yy Depends mainly on you for support.

Coverage will continue as long as the enrolled Dependent is medically certified as disabled
and dependent unless coverage is otherwise terminated in accordance with the terms of the
Plan.

The Plan will ask you to furnish proof of the medical certification of disability within 31 days
of the date coverage would otherwise have ended because the child reached a certain age.
Before the Plan agrees to this extension of coverage for thihetitldn may require that a
Physician chosen by the Plan examine the child. The Plan will pay for that examination.

The Plan may continue to ask you for proof that the child continues to be disabled and
dependent. Such proof might include medical examsat the Plan's expense. However,
the Plan will not ask for this information more than once a year.

If you do not provide proof of the child's disability and dependency within 31 days of the
Plan's request as described above, coverage for thatlaild. wi

Extended Coverage for Total Disability

If a Covered Person has a Total Disability on the date their coverage under the Plan ends,
their Benefits will not end automatically. The Plan will temporarily extend coverage, only for
treatment of the condiin causing the Total Disability. Benefits will be paid until the earlier

of:

Yy The Total Disability ends.
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Yy Three months from the date coverage would have ended.

Continuing Coverage Through COBRA

If you lose your Plan coverage, you may have the right tbiextegter theConsolidated
Omnibus Budget Reconciliation Act of 1985 & @B in Section Apssary

Continuation coverage und&dBRAIs available only to Plans that are subject to the terms
of COBRA You can contact your Plan Administr&aatetermine iPCPEBP Logan Elm
Local Schools subject to the provisions@OBRA

Continuation Coverage under Federal Law (COBRA)

Much of the language in this section comes from the federal law that governs continuation
coverage. You should call yBlan Administrator if you have questions about your right to
continue coverage.

In order to be eligible for continuation coverage under federal law, you must meet the
definition of a "Qualified Beneficiary". A Qualified Beneficiary is any of the following
persons who were covered under the Plan on the day before a qualifying event:

y A Participant.

y A Participant's enrolled Dependent, including with respect to the Participant's children, a
child born to or placed for adoption with the Participant duringoa péicontinuation
coverage under federal law.

y A Participant's former Spouse.

Qualifying Events for Continuation Coverage under COBRA

The following table outlines situations in which you may elect to continue coverage under
COBRA for yourself and your Dapdents, and the maximum length of time you can
receive continued coverage. These situations are considered qualifying events.

If Coverage Ends Because of You May Elect COBRA:
the Following Qualifying For Your
Events: For Yourself | For Your Spouse Child(ren)
Your work hours are reduced 18 months 18 months 18 months

Your employment terminates fo
any reason (other than gross 18 months 18 months 18 months
misconduct)

You or your family member
become eligible for Social Secu
disability benefits at atine 29 months 29 months 29 months
within the first 60 days of losing
coverage
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If Coverage Ends Because of You May Elect COBRA:
the Following Qualifying For Your
Events: For Yourself | For Your Spouse Child(ren)
You die N/A 36 months 36 months
You divorce (or legally separate N/A 36 months 36 months

Your child is no longer an eligib
family member (e.g., reaches th N/A N/A 36 months
maximum agentiit)

See table

You become entitled to Medical N/A See table below below

PCPEBP Logan Elm Local
Schoolsiles for bankruptcy unde 36 months 36 months | 36 month$

Title 11, United States Cdde.

1Subject to the following conditioriynptice of the disability must be provided within the latest of

60 days after a). the determination of the disability, b). the date of the qualifying event, c). the date
the Qualified Beneficiary would lose coverage under the Plan, and in no ebhant théeend of

the first 18 months; (ii) the Qualified Beneficiary must agree to pay any increase in the required
premium for the additional 11 months over the original 18 months; and (iii) if the Qualified
Beneficiary entitled to the 11 months of coeenag nomlisabled family members who are also
Qualified Beneficiaries, then those-disabled Qualified Beneficiaries are also entitled to the
additional 11 months of continuation coverage. Notice of any final determination that the Qualified
Beneficiarys no longer disabled must be provided within 30 days of such determination. Thereafter,
continuation coverage may be terminated on the first day of the month that begins more than 30
days after the date of that determination.

2This is a qualifying evdot any retired Participant and his or her enrolled Dependents if there is a
substantial elimination of coverage within one year before or after the date the bankruptcy was filed.

3From the date of the Participant's death if the Participant dies ducogtitheation coverage.

How Your Medicare Eligibility Affects Dependent COBRA Coverage

The table below outlines how your Dependents’ COBRA coverage is impacted if you
become entitled to Medicare.

You May Elect
If Dependent Coverage Ends When: COBRA Dependent
Coverage For Up To:

You become entitled to Medicare and don't experience

additional qualifying events 18 months
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You May Elect
If Dependent Coverage Ends When: COBRA Dependent
Coverage For Up To:

You become entitled to Medicare, after which you exper
a second qualifying event* before the inittahd@h period 36 manths
expires

You experience a qualifying event*, after which you bec
entitled to Medicare before the initiahddhth period
expires; and, if absent this initial qualifying event, your 36 months
Medicare entitlement would have resulted in loss of
Dependent coverage undee Plan

* Your work hours are reduced or your employment is terminated for reasons other than gross
misconduct.

Getting Started

You will be notified by mail if you become eligible for COBRA coverage as a result of a
reduction in work hours eermination of employment. The notification will give you
instructions for electing COBRA coverage, and advise you of the monthly cost. Your
monthly cost is the full cost, including both Participant and Employer costs, plus a 2%
administrative fee or otheost as permitted by law.

You will have up to 60 days from the date you receive notification or 60 days from the date
your coverage ends to elect COBRA coverage, whichever is later. You will then have an
additional 45 days to pay the cost of your COBR&rage, retroactive to the date your

Plan coverage ended.

During the 6@lay election period, the Plan will, only in response to a request from a
provider, inform that provider of your right to elect COBRA coverage, retroactive to the
date your COBRA ellgiity began.

While you are a participant in the medical Plan under COBRA, you have the right to change
your coverage election:

y" During Open Enroliment.

Yy Following a change in family status, as describeddvadeging Your Covier&getion
2, Introductio

Notification Requirements

If your covered Dependents lose coverage due to divorce, legal separation, or loss of
Dependent status, you or your Dependents must notify the Plan Administrator within 60
days of the latest of:

Yy The date of the divorce, leggparation or an enrolled Dependent's loss of eligibility as
an enrolled Dependent.
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Yy The date your enrolled Dependent would lose coverage under the Plan.

Yy The date on which you or your enrolled Dependent are informed of your obligation to
provide notice andhé procedures for providing such notice.

You or your Dependents must also notify the Plan Administrator when a qualifying event
occurs that will extend continuation coverage.

If you or your Dependents fail to notify the Plan Administrator of these eifintshe 60

day period, the Plan Administrator is not obligated to provide continued coverage to the
affected Qualified Beneficiary. If you are continuing coverage under federal law, you must
notify the Plan Administrator within 60 days of the birthagptexh of a child.

Once you have notified the Plan Administrator, you will then be notified by mail of your
election rights under COBRA.

Notification Requirements for Disability Determination

If you extend your COBRA coverage beyond 18 months becauseelmibde for

disability benefits from Social Security, you must provide Human Regithuroetsce of

the Social Security Administration's determination within 60 days after you receive that
determination, and before the end of your initteddi&h continuation period.

The notice requirements will be satisfied by providing writtentodtieePlan

Administrator at the address stated in Sectidmp6értant Administrative Inforriiaton
contents of the notice must be such that the Plan Administrator is able to determine the
covered Employee and qualified beneficiary(ies), tharggahint or disability, and the
date on which the qualifying event occurred.

Trade Act of 2002

The Trade Act of 2002 amended COBRA to provide for a special sedagd>@IBRA

election period for certain Participants who have experienced a terminatioction of

hours and who lose group health plan coverage as a result. The special second COBRA
election period is available only to a very limited group of individuals: generally, those who
are receiving trade adjustment assistance (TAA) or 'altéraddi\ajustment assistance'

under a federal law called the Trade Act of 1974. These Participants are entitled to a second
opportunity to elect COBRA coverage for themselves and certain family members (if they
did not already elect COBRA coverage), bytvatiiin a limited period of 60 days from the

first day of the month when an individual begins receiving TAA (or would be eligible to
receive TAA but for the requirement that unemployment benefits be exhausted) and only
during the six months immediatetgratheir group health plan coverage ended.

If a Participant qualifies or may qualify for assistance under the Trade Act of 1974, he or she
should contact the Plan Administrator for additional information. The Participant must
contact the Plan Administrafaromptly after qualifying for assistance under the Trade Act

of 1974 or the Participant will lose his or her special COBRA rights. COBRA coverage
elected during the special second election period is not retroactive to the date that Plan
coverage was losut begins on the first day of the special second election period.
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When COBRA Ends

COBRA coverage will end before the maximum continuation period, on the earliest of the
following dates:

Yy The date, after electing continuation coverage, that coveragehsained under any
other group health plan.

The date, after electing continuation coverage, that you or your covered Dependent first
becomes entitled to Medicare.

The date coverage ends for failure to make the first required premium payment
(premium isiot paid within 45 days).

(premium is not paid within 30 days of its due date).

y
y
Yy The date coverage ends for failure to make any other monthly premium payment
Yy The date the entire Plan ends.

y

The date coverage would otherwise terminate under the Planizsddestre
beginning of this section.

Note: If you selected continuation coverage under a prior plan which was then replaced by
coverage under this Plan, continuation coverage will end as scheduled under the prior plan
or in accordance with the termingta@vents listed in this section, whichever is earlier.

Uniformed Services Employment and Reemployment Rights Act

A Participant who is absent from employment for more than 30 days by reason of service in
the Uniformed Services may elect to continue Plaragevfor the Participant and the
Participant's Dependents in accordance with the Uniformed Services Employment and
Reemployment Rights Act of 1994, as amended (USERRA).

The terms "Uniformed Services" or "Military Service" mean the Armed Forces, the Army
National Guard and the Air National Guard when engaged in active duty for training,
inactive duty training, or ftilne National Guard duty, the commissioned corps of the
Public Health Service, and any other category of persons designated by thenRnesdent
of war or national emergency.

If qualified to continue coverage pursuant to the USERRA, Participants may elect to
continue coverage under the Plan by notifying the Plan Administrator in advance, and
providing payment of any required contributiotfe health coverage. This may include

the amount the Plan Administrator normally pays on a Participant's behalf. If a Participant's
Military Service is for a period of time less than 31 days, the Participant may not be required
to pay more than the regutontribution amount, if any, for continuation of health

coverage.

A Participant may continue Plan coverage under USERRA for up to the lesser of:

Yy The 24 month period beginning on the date of the Participant's absence from work.
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Yy The day after the date which the Participant fails to apply for, or return to, a position
of employment.

Regardless of whether a Participant continues health coverage, if the Participant returns to a
position of employment, the Participant's health coverage and that ofdipaftesti

eligible Dependents will be reinstated under the Plan. No exclusions or waiting period may
be imposed on a Participant or the Participant's eligible Dependents in connection with this
reinstatement, unless a Sickness or Injury is determine®égréiary of Veterans Affairs

to have been incurred in, or aggravated during, the performance of military service.

You should call the Plan Administrator if you have questions about your rights to continue
health coverage under USERRA.
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SECTION :DTHR IMPORTANT INFORNDAIT

What this section includes:
y* Courtordered Benefits for Dependent children.

Your relationship with UnitedHealthcare BRIPEBP Logan EIm Local Schools
Relationships with providers.

Interpretation of Benefits.

Information and recds.

Incentives to providers and you.

The future of the Plan.

S Y

How to access the official Plan documents.

Qualified Medical Child Support Orders (QMCSOSs)

A qualified medical child support order (QMCSO) is a judgment, decree or order issued by a
court or appopriate state agency that requires a child to be covered for medical benefits.
Generally, a QMCSO is issued as part of a paternity, divorce, or other child support
settlement.

If the Plan receives a medical child support order for your child that itistrédés to

cover the child, the Plan Administrator will review it to determine if it meets the
requirements for a QMCSO. If it determines that it does, your child will be enrolled in the
Plan as your Dependent, and the Plan will be required to patg Berdéfected by the

order.

You may obtain, without charge, a copy of the procedures governing QMCSOs from the
Plan Administrator.

Note: A National Medical Support Notice will be recognized as a QMCSO if it meets the
requirements of a QMCSO.

Your Relatiogship with UnitedHealthcare ad@PEBPLogan EIm Local Schools

In order to make choices about your health care coverage and tre&RieBE Logan

EIm Local Schoolselieves that it is important for you to understand how UnitedHealthcare
interacts witlthe Plan Sponsor's benefit Plan and how it may affect you. UnitedHealthcare
helps administer the Plan Sponsor's benefit plan in which you are enrolled. UnitedHealthcare
does not provide medical services or make treatment decisions. This means:

Yy UnitedHeahcare communicates to you decisions about whether the Plan will cover or
pay for the health care that you may receive. The Plan pays for Covered Health Services,
which are more fully described in this SPD.

y' The Plan may not pay for all treatments you erBtogsician may believe are necessary.
If the Plan does not pay, you will be responsible for the cost.
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PCPEBP Logan Elm Local Schoasad UnitedHealthcare may use individually identifiable
information about you to identify for you (and you alone) presggwoducts or services

that you may find valuabRCPEBP- Logan EIm Local Scho@sd UnitedHealthcare will

use individually identifiable information about you as permitted or required by law, including
in operations and in reseaff@PEBP Logan EM Local Schooknd UnitedHealthcare

will use dedentified data for commercial purposes including research.

Relationship with Providers

The relationships betwee@PEBP Logan EIm Local SchopldnitedHealthcarend

Network providers are solely contractual relationships between independent contractors.
Network providers are nBCPEBPR Logan Elm Local Schossgents or employees, nor
are they agents or employees of UnitedHealtR€P&BP Logan EIm Local Schoasd

any of its employees are not agents or employees of Network providers, nor are
UnitedHealthcarand any of its employees agents or employees of Network providers.

PCPEBP Logan Elm Local Schoasd UnitedHealthcad® notprovide health care
services or supplies, nor do they practice medicine. IRE€&BP Logan EIm Local
Schoolsaand UnitedHealthcaegrange for health care providers to participate in a Network
and administer payment of Benefits. Network providerslependent practitioners who

run their own offices and facilities. UnitedHealth@eglentialing process confirms public
information about the providers' licenses and other credentials, but does not assure the
quality of the services provided. Theyn@tPCPEBPR Logan EIm Local Schowls
employees nor are they employees of UnitedHealthPC&EBP- Logan EIm Local
Schoolsnd UnitedHealthcad® not have any other relationship with Network providers
such as principalgent or joint ventureCPEBP- Logan EIm Local Scho@sd
UnitedHealthcarare not liable for any act or omission of any provider.

UnitedHealthcaris not considered to be an employer of the Plan Administrator for any
purpose with respect to the administration or provisiomefiteeunder this Plan.

PCPEBP Logan Elm Local Schoatssolely responsible for:

Yy Enrollment and classification changes (including classification changes resulting in your
enrollment or the termination of your coverage).

Yy The timely payment of the senfiee to UnitedHealthcare.

Yy The funding of Benefits on a timely basis.

Yy Notifying you of the termination or modifications to the Plan.

Your Relationship with Providers
The relationship between you and any provider is that of provider and patient.

Yy You are regmsible for choosing your own provider.

Yy You are responsible for paying, directly to your provider, any amount identified as a
member responsibility, includidginsurance, any deductible and any amount that
exceeds Eligible Expenses.
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You are responsiblerfpaying, directly to your provider, the cost of amCoeered
Health Service.

providers you choose and providers to whom you have been referred.

y
Y You must decide if any provider treating you is right for you. This includes Network
Yy Must decide with yomrovider what care you should receive.

y

Your provider is solely responsible for the quality of the services provided to you.

The relationship between you &2PEBR Logan EIm Local Schoatsthat of employer
and employee, Dependent or other classificasidefined in the SPD.

Interpretation of Benefits

PCPEBP Logan Elm Local Schoasad UnitedHealthcare have the sole and exclusive
discretion to:

Yy Interpret Benefits under the Plan.

Yy Interpret the other terms, conditions, limitations and exclusiongPtdthéncluding
this SPD and any Summary of Material Modifications and/or Amendments.

Yy Make factual determinations related to the Plan and its Benefits.

PCPEBP Logan Elm Local Schoasd UnitedHealthcare may delegate this discretionary
authority to othiepersons or entities that provide services in regard to the administration of
the Plan.

In certain circumstances, for purposes of overall cost savings or efiCIPEBR Logan
EIm Local Schoolsay, in its discretion, offer Benefits for servicesvthdt otherwise not
be Covered Health Services. The facPG&®EBP Logan Elm Local Schoalses so in
any particular case shall not in any way be deemed toR€fERP Logan EIm Local
Schooldo do so in other similar cases.

Review and DetermiBenefits in Accordance with UnitedHealthcare
Reimbursement Policies

UnitedHealthcare develops its reimbursement policy guidelines, in its sole discretion, in
accordance with one or more of the following methodologies:

Yy As indicated in the most recent edittd the Current Procedural Terminology (CPT), a
publication of the American Medical Association, and/@¢heers for Medicare and
Medicaid Services (CMS)

Yy As reported by generally recognized professionals or publications.

y" As used for Medicare.

y As detemined by medical staff and outside medical consultants pursuant to other
appropriate sources or determinations that UnitedHealthcare accepts.

Following evaluation and validation of certain provider billings (e.g., error, abuse and fraud
reviews), UnitedHihcare's reimbursement policies are applied to provider billings.
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UnitedHealthcare shares it's reimbursement policies with Physicians and other providers in
UnitedHealthcare's Network through UnitedHealthcare's provider website. Network
Physicians and priders may not bill you for the difference between their contract rate (as
may be modified by UnitedHealthcare's reimbursement policies) and the billed charge.
However, nofNetwork providers are not subject to this prohibition, and may bill you for

any amants the Plan does not pay, including amounts that are denied because one of
UnitedHealthcare's reimbursement policies does not reimburse (in whole or in part) for the
service billed. You may obtain copies of UnitedHealthcare's reimbursement policies for
yourself or to share with your nbietwork Physician or provider by going to
www.myuhc.comor by calling the telephone number on your ID card.

UnitedHealthcare may apply a reimbursement methodology establihtedniysight

and/or a third party vendor, veh is based o08MScoding principles, to determine

appropriate reimbursement levels for Emergency Health Care Services. The methodology is
usually based on elements reflecting the patient complexity, direct costs, and indirect costs of
an Emergency Heal@are Service. If the methodology(ies) currently in use become no

longer available, UnitedHealthcare will use a comparable methodology(ies).
UnitedHealthcare ar@ptuminsigire related companies through common ownership by
UnitedHealth GroRgfertoUnt e d He a | t h cvaww.myulsc.comndob si t e a't
information regarding the vendor that provides the applicable methodology.

Information and Records

PCPEBP Logan Elm Local Schoasad UnitedHealthcare may use your individually
identifiable health informatiém administer the Plan and pay claims, to identify procedures,
products, or services that you may find valuable, and as otherwise permitted or required by
law.PCPEBP Logan EIm Local Scho@sd UnitedHealthcare may request additional
information from gu to decide your claim for Beneff€PEBPR Logan EIm Local

Schoolsnd UnitedHealthcare will keep this information confidét@REBR Logan

EIm Local Schoolnd UnitedHealthcare may also use youtedéified data for

commercial purposes, inchglresearch, as permitted by law.

By accepting Benefits under the Plan, you authorize and direct any person or institution that
has provided services to you to furREPEBP Logan EIm Local Schoasd

UnitedHealthcare with all information or copiegodrds relating to the services provided

to you.PCPEBPR Logan EIm Local Schoasad UnitedHealthcare have the right to request

this information at any reasonable time. This applies to all Covered Persons, including
enrolled Dependents whether or noythave signed the Participant's enrollment form.
PCPEBP Logan Elm Local Schoasd UnitedHealthcare agree that such information and
records will be considered confidential.

PCPEBP Logan Elm Local Schoasd UnitedHealthcare have the right to releasand

all records concerning health care services which are necessary to implement and administer
the terms of the Plan, for appropriate medical review or quality assessneGRaB&s

Logan EIm Local Schooatsrequired to do by law or regulatiuring and after the term

of the PlanPCPEBR Logan EIm Local Scho@sad UnitedHealthcare and its related

entities may use and transfer the information gathered under the Pladent#idd

format for commercial purposes, including research dyiicgnaposes.
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For complete listings of your medical records or billing stat&ueEBR Logan EIm

Local Schooleecommends that you contact your health care provider. Providers may charge
you reasonable fees to cover their costs for providing recooispleting requested

forms.

If you request medical forms or records from UnitedHealthcare, they also may charge you
reasonable fees to cover costs for completing the forms or providing the records.

In some cases, as permitted by P& EBPR Logan ElnLocal Schooland

UnitedHealthcare will designate other persons or entities to request records or information
from or related to you, and to release those records as necessary. UnitedHealthcare's
designees have the same rights to this information alsedB&mtAdministrator.

Incentives to Providers

Network providers may be provided financial incentives by UnitedHealthcare to promote
the delivery of health care in a cost efficient and effective manner. These financial incentives
are not intended to affeaiur access to health care.

Examples of financial incentives for Network providers are:

Yy Bonuses for performance based on factors that may include quality, member satisfaction,
and/or costeffectiveness.

y A practice called capitation which is when a grfduptevork providers receives a
monthly payment from UnitedHealthcare for each Covered Person who selects a
Network provider within the group to perform or coordinate certain health services. The
Network providers receive this monthly payment regardiesstber the cost of
providing or arranging to provide the Covered Person's health care is less than or more
than the payment.

If you have any questions regarding financial incentives you may contact the telephone
number on your ID card. You can ask whetbar Network provider is paid by any

financial incentive, including those listed above; however, the specific terms of the contract,
including rates of payment, are confidential and cannot be disclosed. In addition, you may
choose to discuss these finalnoicentives with your Network provider.

Incentives to You

Sometimes you may be offered coupons, enhanced Benefits, or other incentives to
encourage you to participate in various wellness programs or certain disease management
programs, surveys, discopragrams and/or programs to seek care in a more cost effective
setting and/or from Designated Providers. In some instances, these programs may be
offered in combination with a ndmitedHealthcare entity. The decision about whether or

not to participate yours alone blRCPEBP Logan Elm Local Schoodsommends that

you discuss participating in such programs with your Physician. These incentives are not
Benefits and do not alter or affect your Benefits. You may call the number on your ID card
if you haveany questions. Additional information may be found in Secd@ibni@al

Programs and Resources
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Rebates and Other Payments

PCPEBP Logan Elm Local Schoalsd the Claims Administrator may receive rebates for
certain drugs that are administered to yatPimysician's office, or at a Hospital or

Alternate Facilitythis includes rebates for those drugs that are administered to you before
you meet your Annual Deductid®PEBP Logan Elm Local Schoalsd the Claims
Administrator may pass a portion osthesbates on to you. When rebates are passed on to
you, they may be taken into account in determinin@€gmsurance

Workers' Compensation Not Affected

Benefits provided under the Plan do not substitute for and do not affect any requirements
for coverge by workers' compensation insurance.

Future of the Plan

Although the Company expects to continue the Plan indefinitely, it reserves the right to
discontinue, alter or modify the Plan in whole or in part, at any time and for any reason, at
its sole deterimation.

The Company's decision to terminate or amend a Plan may be due to changes in federal or
state laws governing employee benefits, the requirements of the Internal Revenue Code
any other reason. A plan change may transfer plan assets anduetbisrtplan or split a

plan into two or more parts. If the Company does change or terminate a plan, it may decide
to set up a different plan providing similar or different benefits.

If this Plan is terminated, Covered Persons will not have the rigghotber Benefits from

the Plan, other than for those claims incurred prior to the date of termination, or as
otherwise provided under the Plan. In addition, if the Plan is amended, Covered Persons
may be subject to altered coverage and Benefits.

The amounand form of any final benefit you receive will depend on any Plan document or
contract provisions affecting the Plan and Company decisions. After all Benefits have been
paid and other requirements of the law have been met, certain remaining Plahkessets w
turned over to the Company and others as may be required by any applicable law.

Plan Document

This Summary Plan Description (SPD) represents an overview of your Benefits. In the event
there is a discrepancy between the SPD and the official plaemtotiie plan document

will govern. A copy of the plan document is available for your inspection during regular
business hours in the office of the Plan Administrator. You (or your personal representative)
may obtain a copy of this document by writtemesigo the Plan Administrator, for a

nominal charge.

Medicare Eligibility

Benefits under the Plan are not intended to supplement any coverage provided by Medicare.
Nevertheless, in some circumstances Covered Persons who are eligible for or enrolled in
Medcare may also be enrolled under the Plan.
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If you are eligible for or enrolled in Medicare, please read the following information
carefully.

If you are eligible for Medicare on a primary basis (Medicare pays before Benefits under the
Plan), you should ediron and maintain coverage under both Medicare Part A and IiPart B

you don't enroll and maintain that coverage, and if the Plan is the secondary payer as
described in Section Tpordination of Beribét®lan will pay Benefits under the Plan as i

you were covered under both Medicare Part A and.PetaBesult, you will be

responsible for the costs that Medicare would have paid and you will incur a-t#rger out
pocket cost.

If you are enrolled in a Medicare Advantage (Medicare Part@) alanmary basis

(Medicare pays before Benefits under the Plan), you should follow all rules of that plan that
require you to seek services from that plan's participating providers. When the Plan is the
secondary payer, the Plan will pay any Beneilabl@ie you under the Plan as if you had
followed all rules of the Medicare Advantage plan. You will be responsible for any additional
costs or reduced Benefits that result from your failure to follow these rules, and you will
incur a larger owdf-pocke cost.
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SECTION H5LOSSAR

What this section includes:
Yy Definitions of terms used throughout this SPD.

Many of the terms used throughout this SPD may be unfamiliar to you or have a specific
meaning with regard to the way the Plan is administered\aBérefits are paid. This
section defines terms used throughout this SPD, but it does not describe the Benefits
provided by the Plan.

Addendum - any attached written description of additional or revised provisions to the
Plan. The benefits and exclusidrihis SPD and any amendments thereto shall apply to
the Addendum except that in the case of any conflict between the Addendum and SPD
and/or Amendments to the SPD, the Addendum shall be controlling.

Alternate Facility - a health care facility that is ad#ospital and that provides one or
more of the following services on an outpatient basis, as permitted by law:

Yy~ Surgical services.
Yy~ Emergency Health Services.

Y Rehabilitative, laboratory, diagnostic or therapeutic services.

An Alternate Facility may alsoyde Mental Health Services or SubstRetsted and
Addictive Disorder Services on an outpatient basis or inpatient basis (for example a
Residential Treatment facility).

Amendment- any attached written description of additional or alternative prowdgioms

Plan. Amendments are effective only when distributed by the Plan Sponsor or the Plan
Administrator. Amendments are subject to all conditions, limitations and exclusions of the
Plan, except for those that the amendment is specifically changing.

Annual Deductible (or Deductible) - the amount you must pay for Covered Health

Services in a calendar year before the Plan will begin paying Benefits in that calendar year.
The Deductible is shown in the first table in SectiBlab,Highlighhe Deductible

applies to all Covered Health Services under the Plan, including Covered Health Services
provided in Sectiobh5 Outpatient Prescription Drugs.

Autism Spectrum Disorder- a condition marked by enduring problems communicating
and interacting with others, along with restricted and repetitive behavior, interests or
activities.

Benefits- Plan payments for CoeerHealth Services, subject to the terms and conditions
of the Plan and any Addendums and/or Amendments.

BMI - see Body Mass Index (BMI).

Body Mass Index (BMI) - a calculation used in obesity risk assessment which uses a
person's weight and height to appmate body fat.
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Cancer Resource Services (CRS3 program administered by UnitedHealthcare or its
affiliates made available to yotPBYPEBP Logan Elm Local SchoolBhe CRS program
provides:

Yy Specialized consulting services, on a limited basisicipdtdast and enrolled
Dependents with cancer.
Yy Access to cancer centers with expertise in treating the most rare or complex cancers.

Yy Education to help patients understand their cancer and make informed decisions about
their care and course of treatment.

CHD - see Congenital Heart Disease (CHD).

Claims Administrator - UnitedHealthcare (also known as United HealthCare) and its
affiliates, who provide certain claim administration services for the Plan.

Clinical Trial - a scientific study designed to identify health services that improve
health outcomes. In a Clinical Trial, two or more treatments are compared to each other and
the patient is not allowed to choose which treatment will be received.

COBRA - see Consolidated Omnibus Budget Reconciliation A886f( COBRA).

Coinsurance- the charge, stated as a percentage of Eligible Expenses, that you are required
to pay for certain Covered Health Services as described in SElctvoith@, Plan Woaksl
Section 13)utpatient Prescription. Drugs

Company- PCHEBP- Logan EIm Local Schools

Congenital Anomaly- a physical developmental defect that is present at birth and is
identified within the first twelve months of birth.

Congenital Heart Disease (CHD)- any structural heart problem or abnormality that has
been present since birth. Congenital heart defects may:
Yy Be passed from a parent to a child (inherited).

Yy Develop in the fetus of a woman who has an infection or is exposed to radiation or
other toxic substances during her Pregnancy.

Yy~ Have no known cause.
Consdidated Omnibus Budget Reconciliation Act of 1985 (COBRA)a federal law

that requires employers to offer continued health insurance coverage to certain employees
and their dependents whose group health insurance has been terminated.

Cosmetic Procedures procedures or services that change or improve appearance without
significantly improving physiological function, as determined by the Claims Administrator.

Cost-Effective - the least expensive equipment that performs the necessary function. This
term appks to Durable Medical Equipment and prosthetic devices.
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Covered Health Servicesthose health services, including services, supplies or
Pharmaceutical Products, which the Claims Administrator determines to be:

Yy Provided for the purpose of preventing,uatalg, diagnosing or treating a Sickness,
Injury, Mental lliness, substamekkted and addictive disorders, condition, disease or its
symptoms.

Medically Necessary

Described as a Covered Health Service in this SPD under SétaoriHighliglasd
Section 6,Additional Coverage DaatdilSection 1§utpatient Prescription. Drugs

Provided to a Covered Person who meets the Plan's eligibility requirements, as described
under Eligibility in Sectionlatroduction

<SS

Not otherwise excluded in this SPRBIenSection &xclusions and Limitabo8&ction
15,0utpatient Prescription. Drugs

Covered Person either the Participant or an enrolled Dependent, but this term applies
only while the person is enrolled and eligible for Benefits under the Planc&sete
"you" and "your" throughout this SPD are references to a Covered Person.

CRS- see Cancer Resource Services (CRS).
Custodial Care- services that are any of the following:

Yy Non-healthrelated services, such as assistance in activities ofrdp{lgdamples
include feeding, dressing, bathing, transferring and ambulating).

Yy Healthrelated services that are provided for the primary purpose of meeting the
personal needs of the patient or maintaining a level of function (even if the specific
servicesire considered to be skilled services), as opposed to improving that function to
an extent that might allow for a more independent existence.

y' Services that do not require continued administration by trained medical personnel in
order to be delivered sagfahd effectively.

Deductible - see Annual Deductible.

Dependent- an individual who meets the eligibility requirements specified in the Plan, as
described undéligibilityn Section AntroductioA Dependent does not include anyone

who is also enrelll as a Participahto one can be a Dependent of more than one
Participant.

Designated Provider- a provider and/or facility that:

Yy Has entered into an agreement with the Claims Administrator, or with an organization
contracting on the Claims Adminigirg behalf, to provide Covered Health Services
for the treatment of specific diseases or conditions; or

117 SECTIONL4- GLOSSARY



PCPEBPLOGANELMLOCALSCHOOLSVEDICAROO/ASOCHOICPLUSASAPSIPLAN FI
MOD

Yy The Claims Administrator has identified through the Claims Administrator's designation
programs as a Designated Provider. Such designation may sysalifit treatments,
conditions and/or procedures.

A Designated Provider may or may not be located within your geographic area. Not all
Network Hospitals or Network Physicians are Designated Providers.

You can find out if your provider is a Designatediéer by contacting the Claims
Administrator atvww.myuhc.comor the telephone number on your ID card.

Designated Virtual Network Provider- a provider or facility that has entered into an
agreement with UnitedHealthcare, or with an organization cogtearcti

UnitedHealthcare's behalf, to deliver Covered Health Services via interactive audio and video
modalities.

DME - see Durable Medical Equipment (DME).

Domiciliary Care - living arrangements designed to meet the needs of people who cannot
live independely but do not require Skilled Nursing Facility services.

Durable Medical Equipment (DME) - medical equipment that is all of the following:

Is used to serve a medical purpose with respect to treatment of a Sickness, Injury or their
symptoms.

Is not dispoable.

Is generally not useful to a person in the absence of a Sickness, Injury or their symptoms.

Can withstand repeated use.

<SS S

Is not implantable within the body.

y Is appropriate for use, and is primarily used, within the home.

Eligible Expenses- for Coverd Health Services, incurred while the Plan is in effect,
Eligible Expenses are determined by UnitedHealthcare as stated below and as detailed in
Section 3How the Plan Works

Eligible Expenses are determined solely in accordance with UnitedHealthcare's
reimbursement policy guidelines. UnitedHealthcare develops the reimbursement policy
guidelines, in UnitedHealthcare's discretion, following evaluation and validation of all
provider billings in accordance with one or more of the following methodologies:

Yy As ndicated in the most recent edition of the Current Procedural Terminology (CPT), a
publication of the American Medical Association, and/or the Centers for Medicare and
Medicaid Services (CMS).

As reported by generally recognized professionals or puidicatio

<,

As used for Medicare.

<,
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Yy As determined by medical staff and outside medical consultants pursuant to other
appropriate source or determination that UnitedHealthcare accept.

Emergency- a medical condition manifesting itself by acute symptoms of sigéeesity

(including severe pain) so that a prudent layperson, who possesses an average knowledge of
health and medicine, could reasonably expect the absence of immediate medical attention to
result in any of the following:

Yy Placing the health of the Covelranison (or, with respect to a pregnant woman, the
health of the woman or her unborn child) in serious jeopardy.

Yy Serious impairment to bodily functions.

Yy~ Serious dysfunction of any bodily organ or part.
Emergency Health Services with respect to an Emergsn both of the following:

Yy A medical screening examination (as required under $86#asf the Social Security Act,
42 U.S.C. 1395dtat is within the capability of the emergency department of a
Hospital, including ancillary services routinely dgdtaihe emergency department to
evaluate such Emergency.

Yy Such further medical examination and treatment, to the extent they are within the
capabilities of the staff and facilities available at the Hospital, as are required under
sectionl867 of the SbSicurity Act (42 U.S.C. 1395dd(e)(3)).

Employee Retirement Income Security Act of 1974 (ERISA}he federal legislation that
regulates retirement and employee welfare benefit programs maintained by employers and
unions.

Employer - PCPEBP- Logan Elm Loal Schools
EOB - see Explanation of Benefits (EOB).

Experimental or Investigational Services medical, surgical, diagnostic, psychiatric,

mental health, substanetated and addictive disorders or other health care services,
technologies, supplies, tneants, procedures, drug therapies, medications or devices that, at
the time the Claims AdministrasmxdPCPEBR Logan Elm Local Schootsake a

determination regarding coverage in a particular case, are determined to be any of the
following:

Yy Not approve by theU.S. Food and Drug Administration {¢bé)awfully marketed
for the proposed use and not identified inimerican Hospital Formulary @ehace
United States Pharmacopoeia Dispensingésndmpnapioate for the proposed use.

Yy Subjet to review and approval by any institutional review board for the proposed use.
(Devices which afeDA approved under tHdumanitarian Use Dexemption are not
considered to be Experimental or Investigational.)
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Yy The subject of an ongoing Clinical [that meets the definition of a Phase |, Il or Il
Clinical Trial set forth in tHeDA regulations, regardless of whether the trial is actually
subject td=DA oversight.

Exceptions:
y  Clinical Trials for which Benefits are available as describe@lunzig Trials Section

6, Additional Coverage Details

Yy If you are not a participant in a qualifying Clinical Trial as described under Section 6,
Additional Coverage Datal$iave a Sickness or condition that is likely to cause death
within one year ohe request for treatment, the Claims Administratd?@R&EBP
Logan Elm Local Schootsy, at their discretion, consider an otherwise Experimental
or Investigational Service to be a Covered Health Service for that Sickness or condition.
Prior to such caideration, the Claims Administrator B&PEBP Logan EIm Local
Schoolsnust determine that, although unproven, the service has significant potential as
an effective treatment for that Sickness or condition.

Explanation of Benefits (EOB)- a statement pvided by UnitedHealthcare to you, your
Physician, or another health care professional that explains:

Yy The Benefits provided (if any).

The allowable reimbursement amounts.
Deductibles.

Coinsurance.

Any other reductions taken.

The net amount paid by the Plan

SIS SK XS

The reason(s) why the service or supply was not covered by the Plan.

Freestanding Facility- an outpatient, diagnostic or ambulatory center or independent
laboratory which performs services and submits claims separately from a Hospital.

Genetic Testing- examination of blood or other tissue for chromosomal and DNA
abnormalities and alterations, or other expressions of gene abnormalities that may indicate
an increased risk for developing a specific disease or disorder.

Health Statement(s)- a single, integted statement that summarizes EOB information by
providing detailed content on account balances and claim activity.

Home Health Agency- a program or organization authorized by law to provide health
care services in the home.

Hospital - an institution, perated as required by law and that meets both of the following:

y Itis primarily engaged in providing health services, on an inpatient basis, for the acute
care and treatment of sick or injured individuals. Care is provided through medical,
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mental healtlsubstanceelated and addictive disorders, diagnostic and surgical facilities,
by or under the supervision of a staff of Physicians.

Yy It has 24hour nursing services.

A Hospital is not primarily a place for rest, Custodial Care or care of the aged and is no
nursing home, convalescent home or similar institution.

Hospital-based Facility- an outpatient facility that performs services and submits claims
as part of a Hospital.

Injury - bodily damage other than Sickness, including all related conditiecsiaedtr
symptoms.

Inpatient Rehabilitation Facility - a long term acute rehabilitation center, a Hospital (or a
special unit of a Hospital designated as an Inpatient Rehabilitation Facility) that provides
rehabilitation services (including physical thevapupational therapy and/or speech
therapy) on an inpatient basis, as authorized by law.

Inpatient Stay- an uninterrupted confinement, following formal admission to a Hospital,
Skilled Nursing Facility or Inpatient Rehabilitation Facility.

Intensive Behavioral Therapy (IBT) - outpatient behavioral/educational services that aim

to reinforce adaptive behaviors, reduce maladaptive behaviors and improve the mastery of
functional age appropriate skills in people with Autism Spectrum Disorders. Examples
include Applied Behavior Analysis (AB&Denver ModehdRelationship Development
Intervention (RDI)

Intensive Outpatient Treatment- a structured outpatient mental health or substance
related and addictive disorders treatment program that may bedireestaHospital
based and provides services for at least three hours per day, two or more days per week.

Intermittent Care - skilled nursing care that is provided or needed either:

Yy Fewer than seven days each week.
Yy Fewer than eight hours each day foogerf 21 days or less.

Exceptions may be made in special circumstances when the need for additional care is finite
and predictable.

Kidney Resource Services (KRSh program administered by UnitedHealthcare or its
affiliates made available to yo®PBYEP - Logan Elm Local SchoolBhe KRS program
provides:

Yy Specialized consulting services to Participants and enrolled Dependents with ESRD or
chronic kidney disease.
Yy Access to dialysis centers with expertise in treating kidney disease.

Yy Guidance for the patit on the prescribed plan of care.
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Manipulative Treatment- the therapeutic application of chiropractic and/or osteopathic
manipulative treatment with or without ancillary physiologic treatment and/or rehabilitative
methods rendered to restore/improve iomatreduce pain and improve function in the
management of an identifiable neuromusculoskeletal condition.

Medicaid - a federal program administered and operated individually by participating state
and territorial governments that provides medical beoeditgible lowncome people
needing health care. The federal and state governments share the program's costs.

Medically Necessary- health care services that are all of the following as determined by
the Claims Administrator or its designee, withi@thea i ms Admi ni str at or 0s
The services must:be

Yy In accordance witBenerally Accepted Standards of Medical Practice

y  Clinically appropriate, in terms of type, frequency, extent, service site and duration, and
considered effective for yourkdiess, Injury, Mental lliness, substaele¢ed and
addictive disorders disease or its symptoms

<,

Not mainly for your convenience or that of your doctor or other health care provider

<,

Not more costly than an alternative drug, service(s), service pipdydhatiis at least
as likely to produce equivalent therapeutic or diagnostic results as to the diagnosis or
treatment of your Sickness, Injury, disease or symptoms

Generally Accepted Starfddedttical Practice are standards that are based orecredibl
scientific evidence published in pegrewed medical literature generally recognized by the
relevant medical community, relying primarily on controlled clinical trials, or, if not available,
observational studies from more than one institution trgestiggcausal relationship

between the service or treatment and health outcomes.

If no credible scientific evidence is available, then standards that are based on Physician
specialty society recommendations or professional standards of care may bd.cbmsider

Claims Administrator reserves the right to consult expert opinion in determining whether

health care services are Medically Necessary. The decision to apply Physician specialty
society recommendations, the choice of expert and the determinatien td use any

such expert opinion, shall be within the CI

The Claims Administrator develops and maintains clinical policies that describe the
Generally Accepted Standards of Medical Practice scientific eviderniosy pnedical

standards and clinical guidelines supporting its determinations regarding specific services.
These clinical policies (as developed by the Claims Administrator and revised from time to
time), are available to Covered Persomsnammyuhc.comor by calling the number on

your ID card, and to Physicians and other health care professionals on
www.UHCprovider.com.

Medicare - Parts A, B, C and D of the insurance program established by Titldd\&idl
States Social Securjtgsfamended by 423.C. Sections 1394, et seq. and as later amended.

Mental Health Services Covered Health Services for the diagnosis and treatment of those
mental health or psychiatric categories that are listed in the current editionesh#imnal
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ClassificatiohDiseases section on Mental and BehaviorahBB@gieostic and Statistical
Manual of the American Psychiatric AS3oei@obiwhat a condition is listed in the current
edition of thdnternational Classification of Diseases satdiandrBdhavioral Disorders
Diagnostic and Statistical Manual of the American PsychidtesAsdouiedinrhat
treatment for the condition is a Covered Health Service.

Mental Health/Substance-Related and Addictive Disorders Administrator the
organization or individual designate@GPEBP Logan EIm Local Schoal#o provides
or arranges Mental Health Services and SubRtlated and Addictive Disorder Services
under the Plan.

Mental lliness - those mental health or psychiatric diagnoategories listed in the current

edition of thdnternational Classification of Diseases section on Mental and Bahavioral Disorders
Diagnostic and Statistical Manual of the American Psychiafhe Asstatiatiarcondition is

listed in theeurrent edition of thimternational Classification of Diseases section on Mental and
Behavioral Disordesagnostic and Statistical Manual of the American Psychidty&sAssociation
not mean that treatment for the condition is a Covered HealteServi

Network - when used to describe a provider of health care services, this means a provider
that has a participation agreement in effect (either directly or indirectly) with the Claims
Administrator or with its affiliate to participate in the Netwokkeber, this does not

include those providers who have agreed to discount their charges for Covered Health
Services by way of their participation in the Shared Savings Program. The Claims
Administrator's affiliates are those entities affiliated with thres @ldministrator through
common ownership or control with the Claims Administrator or with the Claims
Administrator's ultimate corporate parent, including direct and indirect subsidiaries.

A provider may enter into an agreement to provide only certare€blealth Services,

but not all Covered Health Services, or to be a Network provider for only some products. In
this case, the provider will be a Network provider for the Covered Health Services and
products included in the participation agreement,reovdNetwork provider for other

Covered Health Services and products. The participation status of providers will change
from time to time.

Network Benefits - for Benefit Plans that have a Network Benefit level, this is the
description of how Benefits amgfor Covered Health Services provided by Network
providers. Refer to SectiorPfan Highlightsdetermine whether or not your Benefit plan
offers Network Benefits and SectioRl8w the Plan Woifks details about how Network
Benefits apply.

New Pharmaceutical Product- a Pharmaceutical Product or new dosage form of a
previously approved Pharmaceutical Product. It applies to the period of time starting on the
date the Pharmaceutical Product or new dosage form is approved.8yfoed and Drug
Administration (FDAhd ends on the earlier of the following dates.

Yy The date it is reviewed.

y  December 31st of the following calendar year.
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Non-Network Benefits - for Benefit Plans that have a Ngatwork Benefit level, this is
the description of how Bensfidre paid for Covered Health Services provided by non
Network providers. Refer to SectioRPn Highlightsdetermine whether or not your
Benefit plan offers NeNetwork Benefits and SectiorHadw the Plan Worfks details
about how NorNetwork Beefits apply.

Open Enrollment - the period of time, determined®PEBP Logan EIm Local
Schoolsduring which eligible Participants may enroll themselves and their Dependents
under the PlairCPEBP- Logan EIm Local Schoalstermines the period of tirat is

the Open Enrollment period.

Out-of-Pocket Maximum - for Benefit plans that have an @iHPocket Maximum, this is
the maximum amount you pay every calendar year. Refer to Selziohlighlighits the
Out-of-Pocket Maximum amount. See Se@jétow the Plan Wdidksa description of
how the Outof-Pocket Maximum works.

Partial Hospitalization/Day Treatment - a structured ambulatory program that may be a
freestanding or Hospithhsed program and that provides services for at least 20 hours per
week.

Participant - a fulltime Participant of the Employer who meets the eligibility requirements
specified in the Plan, as described ugdgbilityn Section AntroductioA Participant
must live and/or work in the United States.

Personal Health Support programgprovided by the Claims Administrator that focus on
prevention, education, and closing the gaps in care designed to encourage an efficient system
of care for you and your covered Dependents.

Personal Health Support Nurse the primary nurse that UnitedHba#tire may assign to

you if you have a chronic or complex health condition. If a Personal Health Support Nurse
is assigned to you, this nurse will call you to assess your progress and provide you with
information and education.

Pharmaceutical Product(s} U.S. Food and Drug Administration-@ppryved
prescription medications or products administered in connection with a Covered Health
Service by a Physician.

Physician- anyDoctor of MedicinBoctor of Osteopaltiayis properly licensed and
gualifiedoy law.

Please note: Any podiatrist, dentist, psychologist, chiropractor, optomstnest provider

who acts within the scope of his or her license will be considered on the same basis as a
Physician. The fact that a provider is described as aaRly@as not mean that Benefits

for services from that provider are available to you under the Plan.

Plan- ThePCPEBP Logan Elm Local Schod¥edical Plan.

Plan Administrator- PCPEBP Logan Elm Local Schoais its designee.
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Plan Sponsor PCPEBP- Logan Elm Local Schools
Pregnancy- includes all of the following:

Yy Prenatal care.
y Postnatal care.
y  Childbirth.

Yy Any complications associated with the above.

Prescription Drug List (PDL) Management Committee- the committee that
UnitedHealthcare designatesdonpng other responsibilities, classifying Pharmaceutical
Products into specific tiers.

Private Duty Nursing - nursing care that is provided to a patient on-toemee basis by
licensed nurses in an inpatient or a home setting when any of the fakotmeg a

Yy No skilled services are identified.

Skilled nursing resources are available in the facility.

y

Yy The skilled care can be provided by a Home Health Agency on a per visit basis for a
specific purpose.

y

The service is provided to a Covered Person bgiepeimdent nurse who is hired

directly by the Covered Person or his/her family. This includes nursing services provided
on an inpatient or a horsare basis, whether the service is skilled eskiited

independent nursing.

Reconstructive Procedure a pracedure performed to address a physical impairment
where the expected outcome is restored or improved function. The primary purpose of a
Reconstructive Procedure is either to treat a medical condition or to improve or restore
physiologic function. Reconsitiive Procedures include surgery or other procedures which
are associated with an Injury, Sickness or Congenital Anomaly. The primary result of the
procedure is not changed or improved physical appearance. The fact that a person may
suffer psychologicalg a result of the impairment does not classify surgery or any other
procedure done to relieve the impairment as a Reconstructive Procedure.

Residential Treatment- treatment in a facility which provides Mental Health Services or
SubstancRelated and Adttive Disorders Services treatment. The facility meets all of the
following requirements:

y Itis established and operated in accordance with applicable state law for Residential
Treatment programs.

y It provides a program of treatment under the active patitici and direction of a
Physician and approved by the Mental Health/Subgstataied and Addictive
Disorders Services Administrator.
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Yy It has or maintains a written, specific and detailed treatment program regdinmey full
residence and filme partipation by the patient.

y It provides at least the following basic services th@u2ger day, structured milieu:

- Room and board.

- Evaluation and diagnosis.

- Counseling.

- Referral and orientation to specialized community resources.

A Residential Treatmeiaicility that qualifies as a Hospital is considered a Hospital.

Semtprivate Room- a room with two or more beds. When an Inpatient Stay in-a Semi
private Room is a Covered Health Service, the difference in cost betwe@mnizagemi
Room and a private noois a benefit only when a private room is necessary in terms of
generally accepted medical practice, or when-pr&@mei Room is not available.

Shared Savings Programa program in which UnitedHealthcare may obtain a discount to

a nonNetwork provides billed charges. This discount is usually based on a schedule
previously agreed to by the idetwork provider. When this happens, you may experience
lower outof-pocket amounts. Plan coinsurance and deductibles would still apply to the
reduced chargeoi@etimes Plan provisions or administrative practices conflict with the
scheduled rate, and a different rate is determined by UnitedHealthcare. In this case the non
Network provider may bill you for the difference between the billed amount and the rate
detemined by UnitedHealthcare. If this happens you should call the number on your ID

Card. Shared Savings Program providers are not Network providers and are not credentialed
by UnitedHealthcare.

Sickness- physical iliness, disease or Pregnancy. The tknesSias used in this SPD
includes Mental Iliness or substaetated and addictive disorders, regardless of the cause
or origin of the Mental lliness or substametated and addictive disorder.

Skilled Care- skilled nursing, teaching, and rehabilitatovices when:

Yy They are delivered or supervised by licensed technical or professional medical personnel
in order to obtain the specified medical outcome and provide for the safety of the
patient.

<

A Physician orders them.

<

They are not delivered for thapase of assisting with activities of daily living,
including dressing, feeding, bathing or transferring from a bed to a chair.

They require clinical training in order to be delivered safely and effectively.

<SS

They are not Custodial Care, as defined isdtii®n.

Skilled Nursing Facility - a Hospital or nursing facility that is licensed and operated as
required by law. A Skilled Nursing Facility that is part of a Hospital is considered a Skilled
Nursing Facility for purposes of the Plan.
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Specialist Physican - a Physician who has a majority of his or her practice in areas other
than general pediatrics, internal medicine, obstetrics/gynecology, family practice or general
medicine.

Spouse- an individual to whom you are legally maBudsstanceRelated and Alditive

Disorder Services Covered Health Services for the diagnosis and treatment of alcoholism

and substaneelated and addictive disorders that are listed in the current edition of the
International Classification of Diseases section onaviemtdIZisdrBat®iagnostic and

Statistical Manual of the American Psychiatric Resdactibat a disorder is listed in the

edition of thdnternational Classification of Diseases section on Mental and Behavioral Disorders
Diagnostic andtiStical Manual of the American Psychiatricdéesooaitioean that

treatment of the disorder is a Covered Health Service.

Total Disability or Totally Disabled - a Participant's inability to perform all of the
substantial and material duties sfdniher regular employment or occupation; and a
Dependent'mability to perform the normal activities of a person of like age and gender.

Transitional Living - Mental health services and substeglaéed and addictive disorder
services that are providiarough facilities, group homes and supervised apartments that
provide 24hour supervision that are either:

Yy Sober living arrangements such asfdeeghousing or alcohol/drug halfway houses.
These are transitional, supervised living arrangements\it# ptable and safe
housing, an alcohol/drifgee environment and support for recovery. A sober living
arrangement may be utilized as an adjunct to ambulatory treatment when treatment
doesn't offer the intensity and structure needed to assist the @evsoadvith
recovery.

Yy Supervised living arrangements which are residences such as facilities, group homes and
supervised apartments that provide members with stable and safe housing and the
opportunity to learn how to manage their activities of daity. IBupervised living
arrangements may be utilized as an adjunct to treatment when treatment doesn't offer
the intensity and structure needed to assist the Covered Person with recovery.

Unproven Services health services, including medications that &reniieed not to be
effective for treatment of the medical condition and/or not to have a beneficial effect on
health outcomes due to insufficient and inadequate clinical evidence fcomdwetéed
randomized controlled trials or cohort studies in tivaiping published peessviewed

medical literature.

Yy Wellconducted randomized controlled trials are two or more treatments compared to
each other, with the patient not being allowed to choose which treatment is received.

Yy Welkconducted cohort studies franore than one institution are studies in which
patients who receive study treatment are compared to a group of patients who receive
standard therapy. The comparison group must be nearly identical to the study treatment

group.
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UnitedHealthcare has a prod®ssvhich it compiles and reviews clinical evidence with

respect to certain health services. From time to time, UnitedHealthcare issues medical and
drug policies that describe the clinical evidence available with respect to specific health care
services. Aese medical and drug policies are subject to change without prior notice. You can
view these policieswatvw.myuhc.com

Please note:

y If you have a life threatening Sickness or condition (one that is likely to cause death
within one year of the request freatment), UnitedHealthcare @PEBR Logan
EIm Local Schoolway, at their discretion, consider an otherwise Unproven Service to
be a Covered Health Service for that Sickness or condition. Prior to such a
consideration, UnitedHealthcare RBGPEBP Logan EIm Local Schoaotsust first
establish that there is sufficient evidence to conclude that, albeit unproven, the service
has significant potential as an effective treatment for that Sickness or condition.

Urgent Care- Care that requires prompt atten to avoid adverse consequences, but does
not pose an immediate threat to a person's life. Urgent care is usually delivereshin a walk
setting and without an appointment. Urgent care facilities are a location, distinct from a
hospital emergency depagnt, an office or a clinic. The purpose is to diagnose and treat
illness or injury for unscheduled, ambulatory patients seeking immediate medical attention.

Urgent Care Center a facility that provides Covered Health Services that are required to
prevem serious deterioration of your health, and that are required as a result of an
unforeseen Sickness, Injury, or the onset of acute or severe symptoms.
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SECTION ¥®OUTPABNT PRESCRIPTION GRU

What this section includes:
Yy Benefits available for PresaaptDrug Products.

How to utilize the retail and mail order service for obtaining Prescription Drug
Products.

y
Yy Any Benefit limitations and exclusions that exist for Prescription Drug Produqgts.
y

Definitions of terms used throughout this section related Rvekeription Drug
Product Plan.

Benefits for Prescription Drug Products

Benefits are available for Prescription Drug Prodwsithet a Network Pharmacy or a
nortNetwork Pharmacy and are subject to Copayments and/or Coinsurance or other
payments thatary depending on which of the tiers of the Prescription Drug List (PDL) the
Prescription Drug Product is listed. Refer to the Outpatient Prescription Drug Schedule of
Benefits for applicable Copayments and/or Coinsurance requirements.

Benefits for Presctipn Drug Products are available when the Prescription Drug Product
meets the definition of a Covered Health Service or is prescribed to prevent conception.

What You Must Pay

Benefits for Preventive Care Medications are not subject to payment of thBrugnual
Deductible.

You are responsible for paying the Annual Deductible st&ection Gnder thd?ayments
and Ternable before Benefits for Prescription Drug Products under this section are
available to you.

Benefits for Preventive Care Medicatamasnot subject to payment of the Annual
Deductible.

You are responsible for paying the applicable Copayment and/or Coinsurance described in
thePayment Informat@uatpatient Prescription 2blg®rSchedule of Ben@iitipatient
Prescription Bsu

Payment Terms and Featu€sitpatient Prescription Drugs

Prescription Drug Product Coverage Highlights

The table below provides an overview of the Plan's Prescription Drug Product coverage. It
includes Coinsurance amounts that apply when youpragergotion filled atRharmacy
For detailed descriptions of your Benefits, refeetaiandMail Orden this section.

Note: The Annual Deductible applies to all Covered Health Services under the Plan,
including Covered Health Services providé&dction 6Additional Coverage Details.
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Coupons UnitedHealthcare may not permit certain coupons or offers from pharmaceutical
manufacturers to reduce your Copayment and/or Coinsurance or apply to your Annual
Drug Deductible. You may access infoonain which coupons or offers are not

permitted through the Internetvatvw.myuhc.comor by calling the number on your ID

card.

If a Brand-name Drug Becomes Available as a Generic

If a Brandname Prescription Drug Product becomes available as a Gegetiedrer

placement of the Bramthme Prescription Drug Product may chafge result, your
Coinsurance may change. You will pay the Coinsurance applicable for the tier to which the
Prescription Drug Product is assigned.

Schedule of Benefit©Outpatient Prescription Drugs

Benefit Information for Prescription Drug Products ateither a Network Pharmacy or
a non-Network Pharmacy

Percentage of Percentage of Outof-
Prescription Drug Network
Covered Health Serviceg | Charge Payable by the| Reimbursement Rate
Plan: Payable by the Plan:
Network Non-Network
Retail - up to a 3dday
supply?
y Tierl 8% 8%
after you meet the Annu after you meet the
Deductible Annual Deductible
y Tier2 8% 80%
after you meet the Annu after you meet the
Deductible Annual Deductible
y Tier3 80% 8%
after you meet the Annu after you meet the
Deductible Annual Deductible
Mail order - up to a 9alay
supply
y Tierl 8%
after you meet the Annu Not Covered
Deductible
y Tier2 80%
after you meet the Annu Not Covered
Deductible
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Percentage of Percentage of Outof-
Prescription Drug Network

Covered Health Serviceg | Charge Payable by the| Reimbursement Rate
Plan: Payable by the Plan:

Network Non-Network

y Tier3 80%
after you meet the Annd Not Covered
Deductible

IThe Plan pgs Benefits for Specialty Prescription Drug Prodsatescribed in this table.

2You are not responsible for paying a Copayment and/or Coinsurance for Preventive Care
Medications. Benefits for Preventive Care Medications are not subject to paymé&nhoéthe
Deductible.

Note: The Coordination of Benefits provision described in SectiGodr@djnation of Benefits
(COB)pplies to covered Prescription Drug Products as described in this section. Benefits
for Prescription Drug Products will be coordinatial those of any other health plan in

the same manner as Benefits for Covered Health Services described in this SPD.

Identification Card (ID Car#l}etwork Pharmacy

You must either show your ID card at the time you obtain your Prescription Drug Product
at a Network Pharmacy or you must provide the Network Pharmacy with identifying
information that can be verified by UnitedHealthcare during regular business hours.

If you don't show your ID card or provide verifiable information at a Network Pharmacy,
youwill be required to pay the Usual and Customary Charge for the Prescription Drug at the
pharmacy.

You may seek reimbursement from the Plan as described in SEttioms3F rocedures

under the headintf,Your Provider Does Not File YounZii@myowsubmit a claim on this
basis, you may pay more because you failed to verify your eligibility when the Prescription
Drug Product was dispensed. The amount you are reimbursed will be based on the
Prescription Drug Charge, less the required Copayment aoihsur@ncegnd any

deductible that applies.

Submit your claim to:

Optum Rx
PO Box 29077
Hot Spring, AR 71903

Benefit Levels

Benefits are available for outpatient Prescription Drug Products that are considered Covered
Health Services.
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The Plan pays Benefits at thmedevel for tiel, tier2 and tiei3 Prescription Drug
Products.

All Prescription Drug Products covered by the Plan are categorized into thésestbree

the Prescription Drug List (PDL). The tier status of a Prescription Drug Product can change
periodically, generally quarterly but no more than six times per calendar year, based on the
Prescription Drug List (PDL) Management Committee's periodic tiering decisions. When
that occurs, you may pay more or less for a Prescription Drug Product, depdtsdiiey
assignment. Since the PDL may change periodically, you eamwisiyuhc.comor call
UnitedHealthcare at the number on your ID card for the most current information.

Each tier is assigned a Coinsurance, which is the amountwberpggu visit the

pharmacy or order your medications through mail order. Your Coinsurance will also depend
on whether or not you visit the pharmacy or use the mail order-sseeitiee table shown

at the beginning of this section for further deté@lee’'s how the tier system works:

Yy For the lowest outf-pocket expense, you should considet tiugs if you and your
Physician decide they are appropriate for your treatment.
Yy Consider a tie2 drug if no tied drug is available to treat your conalitio

Yy The drugs in tieB are usually more costly. Sometimes there are alternatives available in
tier-1 or tier2.

Coinsurance for a Prescription Drug at a Network Pharmacy is a percentage of the
Prescription Drug Charggoinsurance for a Prescription Drtig aorNetwork Pharmacy
is a percentage of the @iftNetwork Reimbursement Rate.

For Prescription Drug Products at a retail Network Pharmacy, you are responsible for
paying the lowest of:

Yy The applicable Coinsurance.

Yy The Network Pharmacy's Usual and Quaty Charge for the Prescription Drug.

y' The Prescription Drug Charge for that Prescription Drug Product.

For Prescription Drug Products from a mail order Network Pharmacy, you are responsible
for paying the lower of:

Yy The applicable Coinsurance.
Yy The Prescrijpon Drug Charge for that particular Prescription Drug.

Retall

Benefits are provided for Prescription Drug Products dispensed by a retail Network
Pharmacy. The Plan has a Network of participating retail pharmacies, which includes many
large drug store chai You can obtain information about Network Pharmacies by

contacting UnitedHealthcare at the number on your ID card or by logging onto
www.myuhc.com
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Benefits are provided for Prescription Drug Products dispensed by a rétativark
Pharmacy. If therBscription Drug Product is dispensed by a retalNatwork Pharmacy,

you must pay for the Prescription Drug Product at the time it is dispensed and then file a
claim for reimbursement with UnitedHealthcare, as described in yo8e&RID, Claims
Procedur@$e Plan will not reimburse you for the difference between toé etivork
Reimbursement Rate and the-Matwork Pharmacy's Usual and Customary Charge for
that Prescription Drug Product. The Plan will not reimburse you for acgveoed drg
product.

In most cases, you will pay more if you obtain Prescription Drug Products frem a non
Network Pharmacy.

To obtain your prescription from a retail pharmacy, simply present your ID card and pay the
CoinsuranceThe following supply limits apply:

Yy As written by the provider, up to a consecutivdaglsupply of a Prescription Drug
Product, unless adjusted based on the drug manufacturer's packaging size or based on
supply limits.

Yy A onecycle supply of an oral contraceptive. You may obtain up toyttle=eat one
time if you pay the Coinsurance for each cycle supplied.

When a Prescription Drug Product is packaged or designed to deliver in a manner that
provides more than a consecutive@l supply, the Coinsurance that applies will reflect the
numberof days dispensed.

Note: Pharmacy Benefits apply only if your prescription is for a Covered Health Service,
and not for Experimental or Investigational, or Unproven Services. Otherwise, you are
responsible for paying 100% of the cost.

Mail Order

Benefitsare provided for certain Prescription Drug Products dispensed by a mail order
Network Pharmacy. The mail order service may allow you to purchase ugetp supply
of a covered Prescription Drug Product through the mail

To use the mail order serviakkyou need to do is complete a patient profile and enclose
your Prescription Order or Refill. Your medication, plus instructions for obtaining refills,
will arrive by mail about 14 days after your order is received. If you need a patient profile
form, a if you have any questions, you can reach UnitedHealthcare at the number on your
ID card.

The following supply limits apply: As written by the provider, up to a conseeddye 90
supply, unless adjusted based on the drug manufacturer's packagirgssid@orsupply
limits.

You may be required to fill an initial Prescription Drug Product order and obtain one refill
through a retail pharmacy prior to using a mail order Network Pharmacy.
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Note: To maximize your Benefit, ask your Physician to write ygsaription Order or

Refill for a 9alay supply, with refills when appropriate. You will be charged the mail order
Coinsurance for any Prescription Order or Refill if you use the mail order service, regardless
of the number of days' supply that is writtethe order or refill. Be sure your Physician

writes your mail order or refill for a@dy supply, not a8y supply with three refills.

Benefits for Preventive Care Medications

Benefits under the Prescription Drug Plan include those for PreventiVie@eations as
defined, in this section, und&pbssaryPrescription Drug Prodloctsnay determine whether
a drug is a Preventive Care Medication through the intexmet/athyuhc.comor by

calling UnitedHealthcare at the number on your ID card.

Desgnated Pharmacies

If you require certain Prescription Drug Products, including, but not limited to, Specialty
Prescription Drug Products, UnitedHealthcare may direct you to a Designated Pharmacy
with whom it has an arrangement to provide those Presdipigiroducts.

If you are directed to a Designated Pharmacy and you choose not to obtain your
Prescription Drug Product from a Designated Pharmacy, you will be subject te the Non
Network Benefit for that Prescription Drug Product.

Smart Fill Program- Spit Fill

Certain Specialty Prescription Drug Products may be dispensed by the Designated Pharmacy
in 15day supplies up to 90 days and at-agdea Copayment or Coinsurance. The Covered
Person will receive a-day supply of their Specialty PrescriptiargProduct to

determine if they will tolerate the Specialty Prescription Drug Product prior to purchasing a
full supply. The Designated Pharmacy will contact the Covered Person each time prior to
dispensing the idday supply to confirm if the Covered Beiis tolerating the Specialty

Prescription Drug Product. You may find a list of Specialty Prescription Drug Products
included in the Smart Fill Program, through the internet at www.myuhc.com or by calling

the telephone number on your ID card.

Specialty Rescription Drug Products
Benefits are provided for Specialty Prescription Drug Products.
If you require Specialty Prescription Drug Products, UnitedHealthcare may direct you to a

Designated Pharmacy with whom UnitedHealthcare has an arrangement th@sevide
Specialty Prescription Drug Products.

If you are directed to a Designated Pharmacy and you choose not to obtain your Specialty
Prescription Drug Product from a Designated Pharmacy, you will be subject to the non
Network Benefit for that Specialty $&mgption Drug Product.

Please sdglossaryOutpatient Prescription, Bougdull description of Specialty Prescription
Drug Product and Designated Pharmacy.
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Refer to th@utpatient Prescription Drug Scheduldarfdatadditsn Specialty Rn@istion
Drug Product supply limits.

Want to lower your outof-pocket Prescription Drug Product costs?
Consider tiefl Prescription Drug Products, if you and your Physician decide theylare
appropriate.

Assigning Prescription Drug Products to the Presamiptiug List (PDL)

UnitedHealthcare's Prescription Drug List (PDL) Management Committee is authorized to
make tier placement changes on UnitedHealthcare's behalf. The PDL Management
Committee makes the final classification of an&jiptoved Prescriptionrly Product to

a certain tier by considering a number of factors including, but not limited to clinical and
economic factors. Clinical factors may include, but are not limited to, evaluations of the
place in therapy, relative safety or relative efficteyPifescription Drug Product, as well

as whether certain supply limits or requirements should apply. Economic factors may
include, but are not limited to, the Prescription Drug Product's acquisition cost including,
but not limited to, available rebated assessments on the cost effectiveness of the
Prescription Drug Product.

Some Prescription Drug Products are most cost effective for specific indications as
compared to others, therefore, a Prescription Drug Product may be listed on multiple tiers
accordhg to the indication for which the Prescription Drug Product was prescribed, or
according to whether it was prescribed by a Specialist Physician.

The PDL Management Committee may periodically change the placement of a Prescription
Drug Product among theets. These changes generally will occur quarterly, but no more
than six times per calendar year. These changes may occur without prior notice to you.

When considering a Prescription Drug Product for tier placement, the PDL Management
Committee reviews mical and economic factors regarding Covered Persons as a general
population. Whether a particular Prescription Drug Product is appropriate for an individual
Covered Person is a determination that is made by the Covered Person and the prescribing
Physician

Note: The tier status of a Prescription Drug Product may change periodically based on the
process described above. As a result of such changes, you may be required to pay more or
less for that Prescription Drug Product. Please asgessyuhc.comthroud the

Internet or call the number on your ID card for the mosogate tier status.

Prescription Drug Product, Prescription Drug List (PDL), and Prescription Drug List (PDL)
Management Committee are defined at the end of this section.

Prescription Drug List (PDL)
The Prescription Drug List (PDL) is a tool that helps guide you and your Physicign in
choosing the medications that allow the most effective and affordable use of yoyr
Prescription Drug Benefit.
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Prescription Drug Benefit Claims
For Prescriptio®rug Product claims procedures, please refer to Se€@iam®; Procedures

Limitation on Selection of Pharmacies

If UnitedHealthcare determines that you may be using Prescription Drug Products in a
harmful or abusive manner, or with harmful frequeogy sglection of Network

Pharmacies may be limited. If this happens, UnitedHealthcare may require you to select a
single Network Pharmacy that will provide and coordinate all future pharmacy services.
Benefits will be paid only if you use the designatgd Bietwork Pharmacy. If you don't

make a selection within 31 days of the date the Plan Administrator notifies you,
UnitedHealthcare will select a single Network Pharmacy for you.

Supply Limits

Benefits for Prescription Drug Products are subject to $supifdythat are stated in the

table under the headiRgescription Drug Product Coverage Fighligintgie Copayment

and/or Coinsurance, you may receive a Prescription Drug Product up to the stated supply
limit. Whether or not a Prescription DrugdRict has a supply limit is subject to
UnitedHealthcare's periodic review and modification.

Note: Some products are subject to additional supply limits based on criteria that the Plan
Administrator and UnitedHealthcare have developed, subject to peviediand

modification. The limit may restrict the amount dispensed per Prescription Order or Refill
and/or the amount dispensed per month's supply or may require that a minimum amount be
dispensed.

You may determine whether a Prescription Drug Produbthka assigned a supply limit
for dispensing, through the Internetvatw.myuhc.comor by calling the telephone
number on your ID card.

Special Programs

PCPEBP Logan Elm Local Schoasd UnitedHealthcare may have certain programs in

which you may reei an enhanced or reduced Benefit based on your actions such as
adherence/compliance to medication or treatment regimens and/or participation in health
management programs. You may access information on these programs through the Internet
atwww.myuhc.comor by calling the number on the back of your ID card.

Prescription Drug Products Prescribed by a Specialist Physician

You may receive an enhanced or reduced Benefit, or no Benefit, based on whether the
Prescription Drug Product was prescribed by a Sgideiglsician. You may access
information on which Prescription Drug Products are subject to Benefit enhancement,
reduction or no Benefit through the Internetnatv.myuhc.comor by calling the

telephone number on your ID card.
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Step Therapy

Certain Prescrijon Drug Products for which Benefits are described in this section are
subject to step therapy requirements. In order to receive Benefits for such Prescription Drug
Products you must use a different Prescription Drug Product(s) first.

You may determine wther a particular Prescription Drug Product is subject to step
therapy requirements by visitmgw.myuhc.comor by calling the number on the back of
your ID card.

Rebates and Other Discounts

UnitedHealthcarandPCPEBR Logan EIm Local Schooiay, at thes, receive rebates for
certain drugs included on the PDL, including those drugs that you purchase prior to meeting
any applicable deductible. As determiné¢hiigdHealthcarehe Plan may pass a portion

of these rebates on to you. When rebates aed gast you they may be taken into

account in determining your Copayment and/or Coinsurance.

UnitedHealthcarand a number of its affiliated entities, conduct business with various
pharmaceutical manufacturers separate and apart from this Outpatigotid?r &g

section. Such business may include, but is not limited to, data collection, consulting,
educational grants and research. Amounts received from pharmaceutical manufacturers
pursuant to such arrangements are not related to this OutpatieigtidreSmug section.
UnitedHealthcaris not required to pass on to you, and does not pass on to you, such
amounts.

Coupons, Incentives and Other Communications

At various times, UnitedHealthcare may send mailings or provide other communications to
you, yair Physician, or your pharmacy that communicate a variety of messages, including
information about Prescription and frescription Drug Products. These communications
may include offers that enable you, at your discretion, to purchase the descrdted arodu
discount. In some instances, fubmitedHealthcare entities may support and/or provide
content for these communications and offers. Only you and your Physician can determine
whether a change in your Prescription and/ofpmescription Drug regimesnappropriate

for your medical condition.

Exclusions What the Prescription Drug Plan Will Not Cover

Exclusions from coverage listed in Secti@x@usiorand Limitatioalso apply to this
section. In addition, the exclusions listed below apply.

When an exclusion applies to only certain Prescription Drug Products, you can access
www.myuhc.comthrough the Internet or by calling the number on your ID card for
information on which Prescription Drug Products are excluded.

1. For any condition, Injury, Sickness or Mental lliness arising out of, or in the course of,
employment for which benefits are available under any workers' compensation law or
other similar laws, whether or not a claim for such benefédesompayment or
benefits are received.
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2. Any Prescription Drug Product for which payment or benefits are provided or available
from the local, state or federal government (for example Medicare) whether or not
payment or benefits are received, except as otherwise provided by law.

3. Pharmaceutical Products for which Benefits are provided in the medical (not in Section
15,0utpatiemrescription Dyyogstion of the Plan.

This exclusion does not apply to Depo Provera and other injectable drugs used for
contraception.

4. Available ovethe-counter medications that do not require a Prescription Order or Refill
by federal or state lawftwe being dispensed, unless the Plan Administrator has
designated owthe-counter medication as eligible for coverage as if it were a
Prescription Drug Product and it is obtained with a Prescription Order or Refill from a
Physician. Prescription Drug éuots that are available in ethexcounter form or
comprised of components that are available irtteereounter form or equivalent.

Certain Prescription Drug Products that the Plan Administrator has determined are
Therapeutically Equivalent to an etercounter drug or supplement. Such
determinations may be made up to six times during a calendar year, and the Plan
Administrator may decide at any time to reinstate Benefits for a Prescription Drug
Product that was previously excluded under this provisio

5. Compounded drugs that contain certain bulk chemicals. (Compounded drugs that
contain at least one ingredient that requires a Prescription Order or Refill are assigned to
Tier 3) Compounded drugs that areilable as a similar commercially available
Prescription Drug Product.

6. Durable Medical Equipment, including insulin pumps and related supplies for the
management and treatment of diabetes, for which Bengditsvéded in youSPD
Prescribed and negprescribed outpatient supplies, other than the diabetic supplies and
inhaler spacers specifically stated as covered.

7. Certain Prescription Drug Products for tobacco cassati
8. For growth hormone therapy.
9. The amount dispensed (days' supply or quantity limit) which exceeds the supply limit.

10. The anount dispensed (days' supply or quantity limit) which is less than the minimum
supply limit.

11 Certain Prescription Drug Products that have not been prescribed by a Specialist
Physician.

12 CertainNew Prescription Drug Products and/or new dosage forms until the date they
are reviewed and placed on a tier by the Claims Administrator's Prescription Drug List
(PDL) Management Committee.

13 Prescribed, dispensed or intended for use during an Inpatient Stay.
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14. Prescribed, dispensed for appetite suppression, and other weight loss products.
15 Prescribedb treat infertility.

16. Prescription Drug Products, including New Prescription Drug Products or new dosage
forms, that UnitedHealthcare &@PEBR Logan EIm Local Schoalstermines do
not meet the definition af Covered Health Service.

17. A Prescription Drug Product that contains (an) active ingredient(s) available in and
Therapeutically Equivalent to another covered Prescription Drug Product. Such
determinations may beade up to six times during a calendar year, and we may decide
at any time to reinstate Benefits for a Prescription Drug Product that was previously
excluded under this provision.

18 A Prescription Drug Productahcontains (an) active ingredient(s) which is (are) a
modified version of and Therapeutically Equivalent to another covered Prescription
Drug Product. Such determinations may be made up to six times during a calendar year,
and we may decide at any timeetostate Benefits for a Prescription Drug Product that
was previously excluded under this provision.

19 Certain Prescription Drug Products for which there are Therapeutically Equivalent
alternatives available|ags otherwise required by law or approved by UnitedHealthcare.
Such determinations may be made up to six times during a calendar year, and
UnitedHealthcare may decide at any time to reinstate Benefits for a Prescription Drug
Product that was previouslglexied under this provision.

20. Unit dose packaging or repackagers of Prescription Drug Products.

21 Used for conditions and/or at dosages determined to be Experimental or
Investigational, or Unproven, unless UnitedHealthcaRCGIIEBP- Logan EIm Local
Schooldave agreed to cover an Experimental or Investigational or Unproven treatment,
as defined in Section Glpssary

22 Usedfor cosmetic purposes

23 Prescription Drug Products as a replacement for a previously dispensed Prescription
Drug Product that was lost, stolen, broken or destroyed.

24. General vitamins, except for the following which require a Prescription Order or Refill:

- Prenatal vitamins.
- Vitamins with fluoride.
- Single entity vitamins.

25. Any product for which the primary use is a source wfiont nutritional supplements,
or dietary management of disease, and prescription medical food products, even when
used for the treatment of Sickness or Injury.

26. A Prescription Drug Product that contains meamgy including medical marijuana.
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27. Dental products, including but not limited to prescription fluoride topicals.

28 A Prescription Drug Product with an approved biosionila biosimilar and
Therapeutically Equivalent to another covered Prescription Drug Product. For the
purpose of this exclusion a "biosimilar” is a biological Prescription Drug Product
approved based on showing that it is highly similar to a refereha (@adiological
Prescription Drug Product) and has no clinically meaningful differences in terms of
safety and effectiveness from the reference product. Such determinations may be made
up to six times during a calendar year, and we may decide & tnsetimatate
Benefits for a Prescription Drug Product that was previously excluded under this
provision.

29 Diagnostic kits and products.

30 Publicly available softwappkcations and/or monitors that may be available with or
without a Prescription Order or Refill.

Glossary Outpatient Prescription Drugs

Brand-name- a Prescription Drug Product: (1) which is manufactured and marketed under
a trademark or name by a dipedrug manufacturer; or (2) that UnitedHealthcare identifies
as a Brandame product, based on available data resources including, but not limited to,
medispan or First DataBank, that classify drugs as either brand or generic based on a
number of fact@. You should know that all products identified as a "brand name" by the
manufacturer, pharmacy, or your Physician may not be classified-aarBeayl
UnitedHealthcare.

Chemically Equivalent- when Prescription Drug Products contain the same active
ingredient.

Designated Pharmacy a pharmacy that has entered into an agreement with
UnitedHealthcare or with an organization contracting on its behalf, to provide specific
Prescription Drug Products including, but not limited to, Specialty Prescription Drug
Products. The fact that a pharmacy is a Network Pharmacy does not mean that it is a
Designated Pharmacy.

Generic- a Prescription Drug Product: (1) that is Chemically Equivalent to -an&maend

drug; or (2) that UnitedHealthcare identifies as a Geneuctiraded on available data
resources including, but not limited to, rsedin or First DataBank, that classify drugs as
either brand or generic based on a number of factors. You should know that all products
identified as a "generic" by the manufactpin@armacy or your Physician may not be
classified as a Generic by UnitedHealthcare.

Network Pharmacy- a pharmacy that has:

Yy Entered into an agreement with UnitedHealthcare or an organization contracting on its
behalf to provide Prescription Drug ProducSduered Persons.
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Yy Agreed to accept specified reimbursement rates for dispensing Prescription Drug
Products.

Yy Been designated by UnitedHealthcare as a Network Pharmacy.

New Prescription Drug Product- a Prescription Drug Product or new dosage form of a
prevbusly approved Prescription Drug Product, for the period of time starting on the date
the Prescription Drug Product or new dosage form is approvedb$ tfi@od and Drug
Administration (FDANd ending on the earlier of the following dates:

Yy The date its assigned to a tier by UnitedHealthcare's Prescription Drug List (PDL)
Management Committee.

Yy~ December 31st of the following calendar year.

Out-of-Network Reimbursement Rated the amount the Plan will pay to reimburse you
for a Prescription Drug Produbgt is dispensed at a Adatwork Pharmacy. The Qoit-
Network Reimbursement Rate for a particular Prescription Drug Product dispensed at a
norntNetwork Pharmacy includes a dispensing fee and any applicable sales tax.

Prescription Drug Charge- the rate thélan has agreed to pay UnitedHealthcare on
behalf of its Network Pharmacies, including the applicable dispensing fee and any applicable
sales tax, for a Prescription Drug Product dispensed at a Network Pharmacy.

Prescription Drug List (PDL) - a list thatategorizes into tiers medications or products

that have been approved byth8. Food and Drug AdministrBtisrist is subject to
UnitedHealthcare's periodic review and modification (generally quarterly, but no more than
six times per calendar yesgu may determine to which tier a particular Prescription Drug
Product has been assigned by contacting UnitedHealthcare at the number on your ID card
or by logging ontavww.myuhc.com

Prescription Drug List (PDL) Management Committee- the committee that
UnitedHealthcare designates for, among other responsibilities, classifying Prescription Drug
Products into specific tiers.

Prescription Drug Product- a medication, or product that has been approved byShe
Food and Drug Administration @miAthatan, under federal or state law, be dispensed
only pursuant to a Prescription Order or Refill. A Prescription Drug Product includes a
medication that, due to its characteristics, is appropriate-&minsiglistration or
administration by a neskilled caggiver. For purposes of Benefits under this Plan, this
definition includes:

Yy Inhalers (with spacers).
Yy Insulin.

y' The following diabetic supplies:

- Standard insulin syringes with needles.
- Bloodtesting stripsglucose.
- Urinetesting stripsglucose.
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- Ketonetesting strips and tablets.

- Lancets and lancet devices.

- Glucose meters. This does not include continuous glucose monitors. Benefits for
continuous glucose monitors are provided as described in S&tdarHighlights
and Sectiof, Additional CoveragailBet

Prescription Order or Refill- the directive to dispense a Prescription Drug Product issued
by a duly licensed health care provider whose scope of practice permits issuing such a
directive.

Preventive Care Medications the medications that are ob&d at a Network Pharmacy
with a Prescription Order or Refill from a Physician and that are payable at 100% of the
Prescription Drug Charge (without application of any Copayment, Coinsurance, Annual
Deductible, Annual Drug Deductible or Specialty Preésoriptug Product Annual
Deductible) as required by applicable law under any of the following:

Yy Evidencebased items or services that have in effect a rating of "A" or "B" in the current
recommendations of thnited States Preventive Services. Task Force

Yy With respect to infants, children and adolescents, eviafemoeed preventive care and
screenings provided for in the comprehensive guidelines supported by the Health
Resources and Services Administration.

Yy With respect to women, such additional prevesdieeand screenings as provided for
in comprehensive guidelines supported byiéhéh Resources and Services Administration

You may determine whether a drug is a Preventive Care Medication through the internet at
www.myuhc.comor by calling UnitedHeattare at the number on your ID card.

Specialist Physician a Physician who has a majority of his or her practice in areas other
than general pediatrics, internal medicine, obstetrics/gynecology, family practice or general
medicine.

Specialty Prescription Dug Product- Prescription Drug Products that are generally high
cost, sethdministered biotechnology drugs used to treat patients with certain Noesses.
may access a complete list of Specialty Prescription Drug Products through the Internet at
www.myuhc.comor by calling the number on your ID card.

Therapeutically Equivalent- when Prescription Drug Products have essentially the same
efficacy and adverse effect profile.

Usual and Customary Chargethe usual fee that a pharmacy charges individuals for a
Presaption Drug Product without reference to reimbursement to the pharmacy by third
parties. The Usual and Customary Charge includes a dispensing fee and any applicable sales
tax.
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SECTION :6MPORTANT ADMINISTRATIVE INFORMATION

What this section includes:
Yy Plan administrative information.

This section includes information on the administration of the medical Plan. While you may
not need this information for your eayday partigation, it is information you may find
important.

Additional Plan Description

Claims Administrator. The company which provides certain administrative services for the
Plan Benefits described in this Summary Plan Description.

United Healthcare Services, Inc
9900 Bren Road East
Minnetonka, MN 55343

The Claims Administrator shall not be deemed or construed as an employer for any purpose
with respect to the administration or provision of benefits under the Plan Sponsor's Plan.
The Claims Administrator shakt fbe responsible for fulfilling any duties or obligations of

an employer with respect to the Plan Sponsor's Plan.

Type of Administration of the Plan The Plan Sponsor provides certain administrative
services in connection with its Plan. The Plan Spoagpfrom time to time in its sole

discretion, contract with outside parties to arrange for the provision of other administrative
services including arrangement of access to a Network Provider; claims processing services,
including coordination of benefitsd subrogation; utilization management and complaint
resolution assistance. This external administrator is referred to as the Claims Administrator.
For Benefits as described in this Summary Plan Description, the Plan Sponsor also has
selected a provideetwork established bjnitedHealthcare Insurance Compdimng

named fiduciary of PlanRE€PEBP Logan Elm Local Schoptke Plan Sponsor.

The Plan Sponsor retains all fiduciary responsibilities with respect to the Plan except to the
extent the PlanpBnsor has delegated or allocated to other persons or entities one or more
fiduciary responsibility with respect to the Plan.
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ATTACHMENTHEALH CARE REFORM NOSBICE

Patient Protection and Affordable Care Act ("PPACA")

Patient Protection Notices

The Clams Administrator generally allows the designation of a primary care provider. You
have the right to designate any primary care provider who participates in the Claims
Administrator's network and who is available to accept you or your family members. For
information on how to select a primary care provider, and for a list of the participating
primary care providers, contact the Claims Administrator at the number on the back of your
ID card.

For children, you may designate a pediatrician as the primprg\idee.

You do not need prior authorization from the Claims Administrator or from any other

person (including a primary care provider) in order to obtain access to obstetrical or
gynecological care from a health care professional in the Claims Ambm'smsttaork

who specializes in obstetrics or gynecology. The health care professional, however, may be
required to comply with certain procedures, including obtaining prior authorization for
certain services, following a-ppproved treatment plan, sopedures for making referrals.

For a list of participating health care professionals who specialize in obstetrics or
gynecology, contact the Claims Administrator at the number on the back of your ID card.
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ATTACHMENT-LEGA. NOTICES

Women's Health a@hncer Rights Act of 1998

As required by th&/omen's Health and Cancer Rights Acthef RR@8provides Benefits

under the Plan for mastectomy, including reconstruction and surgery to achieve symmetry
between the breasts, prostheses, and compBaasoitting from a mastectomy (including
lymphedema).

If you are receiving Benefits in connection with a mastectomy, Benefits are also provided for
the following Covered Health Services, as you determine appropriate with your attending
Physician:

Yy~ All stage of reconstruction of the breast on which the mastectomy was performed.
Yy Surgery and reconstruction of the other breast to produce a symmetrical appearance.

Yy Prostheses and treatment of physical complications of the mastectomy, including
lymphedema.

The amant you must pay for such Covered Health Services (including Copayments and any
Annual Deductible) are the same as are required for any other Covered Health Service.
Limitations on Benefits are the same as for any other Covered Health Service.

Statement dRights under the Newborns' and Mothers' Health Protection Act

Under Federal law, group health Plans and health insurance issuers offering group health
insurance coverage generally may not restrict Benefits for any Hospital length of stay in
connection wit childbirth for the mother or newborn child to less than 48 hours following

a vaginal delivery, or less than 96 hours following a delivery by cesarean section. However,
the Plan or issuer may pay for a shorter stay if the attending provider (e.ysig@ur, ph

nurse midwife, or physician assistant), after consultation with the mother, discharges the
mother or newborn earlier.

Also, under Federal law, plans and issuers may not set the level of Bendfitpocimit
costs so that any later portiortled 48hour (or 9énhour) stay is treated in a manner less
favorable to the mother or newborn than any earlier portion of the stay.

In addition, a plan or issuer may not, under Federal law, require that a physician or other
health care provider obtain authation for prescribing a length of stay of up to 48 hours

(or 96 hours). However, to use certain providers or facilities, or to reduce-gbpocket

costs, you may be required to obtain prior authorization or notify the Claims Administrator.
For information on notification or prior authorization, contact your issuer.
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ATTACHMENT-IHEA-TH SAVINGS ACCOUNT

What this attachment includes:
y* About Health Savings Accounts.

Who is eligible and how to enroll.
Contributions.

Additional medical expense cageravailable with your Health Savings Accoury.
Using the HSA for NoiQualified Expenses.

Rolling over funds in your HSA.

<SS S

Introduction

This attachment to the Summary Plan Description (SPD) describes some key features of the
Health Savings Account (HSA)tthau could establish to complementREEPEBP

Logan Elm Local Schodisalth benefit Plan, which is a high deductible medical plan. In
particular, and except as otherwise indicated, this attachment will address the Health Savings
Account, and not thedh deductible health plan that is associated with the "HSA".

PCPEBP Logan Elm Local Schodias entered into an agreement with United Healthcare
Services, Inc., Minnetonka, MN, ("UnitedHealthcare™) under which UnitedHealthcare will
provide certain admstrative services to the Plan.

UnitedHealthcare does not insure the benefits described in this attachment. Further, note
that it is the Plan's intention to comply Wi#partment of Lajuodance set forth in Fiejd
Assistance Bulletin No. 26D4which secifies that an HSA is not an ERISA plan if

certain requirements are satisfied.

The HSA described in this section is not an arrangement that is established and
maintained blPCPEBP Logan EIm Local SchooRather, the HSA is established apd
maintained pthe HSA trustee. However, for administrative convenience, a descrjption
of the HSA is provided in this section.

About Health Savings Accounts

You gain choice and control over your health care decisions and expenditures when you
establish your HSA to cotement the high deductible medical plan described in the SPD.

An HSA is an account funded by you, your employer, or any other person on your behalf.
The HSA can help you to cover, on a tax free basis, medical plan expenses that require you
to pay oubf-pocket, such as Deductib@sCoinsurance. It may even be used to pay for,
among other things, certain medical expenses not covered under the medical plan design.
Amounts may be distributed from the HSA to paymedical expenses, however, these
amounts i@ subject to income tax and may be subject to 20% penalty.
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You have three tools you can use to meet your health care needs:

Yy PCPEBP Logan Elm Local Schodisalth benefit Plan, a high deductible medical plan
which is discussed in your Summary Plan pgsari
Yy An HSA you establish.

y" Health information, tools and support.

Benefits available under your medical plan are described in your medical plan Summary Plan
Description (SPD).

What is an HSA?

An HSA is a taadvantaged account Participants can use torppalified health
expenses they or their eligible dependents incur, while covered under a high dedluctible
medical plan. HSA contributions:

Yy Accumulate over time with interest or investment earnings.

Yy Are portable after employment.

Yy Can be used to pay fpualified health expensesftae or for norhealth expenses
on a taxable basis.

Who Is Eligible And How To Enroll

Eligibility to participate in the Health Savings Account is described in the SPD for your high
deductible medical plan. You must be coweréer a high deductible medical plan in order
to participate in the HSA. In addition, you:

Yy Must not be covered by any high deductible medical plan considegedlified by
the IRS. (This does not include coverage under an ancillary plan such aslergan o
or any other permitted insurance as defined by the IRS.)

Yy Must not participate in a full health care Flexible Spending Account (FSA).
Yy Must not be entitled to Benefits under Medicare (i.e., enrolled in Medicare).

y" Must not be claimed as a dependardnother person's tax return.

Contributions

Contributions to your HSA can be made by you, by your employer or by any other
individual. All funds placed into your HSA are owned and controlled by you, subject to any
reasonable administrative restrictionmsed by the trustee.

Contributions can be made to your HSA beginning on the first day of the month you are
enrolled in the Health Savings Account until the earlier of (i) the date on which you file taxes
for that year; or (ii) the date on which the dautions reach the contribution maximum.

Note that if coverage under a qualified high deductible health plan terminates, no further
contributions may be made to the HSA.
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The contribution maximum is the single and family limits set by federal regulations.
Individuals between the ages of 55 and Medicare entittement age may contribute additional
funds monthly to their HSA up to the maximum allowed by federal regulations. The
maximum limits set by federal regulations may be found on the IRS website atowww.irs.g

If you enroll in your HSA within the year (not on January 1) you will still be allowed to
contribute the maximum amount set by federal regulations. However, you must remain
enrolled in a high deductible health plan and HSA until the end of the 1i2tifromon

your initial enrollment or you will be subject to tax implications and an additional tax of
10%.

Note Amounts that exceed the contribution maximum are ndédactible and will be
subject to an excise tax unless withdrawn as an "excess icoritghat to April 15th of
the following year.

Reimbursable Expenses

The funds in your HSA will be available to help you pay your or your eligible dependents'
out-of-pocket costs under the medical plan, including Annual Dedaetbl€sinsurance.

You may also use your HSA funds to pay for medical care that is not covered under the
medical plan design but is considered a deductible medical expense for federal income tax
purposes under Section 213(d) of the Internal Revenue Code of 1986, as ameirded from t
to time. Such expenses are "qualified health expenses". Please see the description of
Additional Medical Expense Coverage Available With Your Healthigdewmg®rccount
additional information. HSA funds used for such purposes are not subgmh®or

excise taxes.

"Qualified health expenses" only include the medical expenses of you and your eligible
dependents, meaning your spouse and any other family members whom you are allowed to
file as dependents on your federal tax return, as def8extion 152 of the Internal

Revenue Code of 1986, as amended from time to time.

HSA funds may also be used to pay forquadified health expenses but will generally be
subject to income tax and a 20% additional tax unless an exception appliegi@ah,you
your disability, or your attainment of age 65).

Additional Medical Expense Coverage Available with Your Health Savings Account

A complete description of, and a definitive and current list of what constitutes eligible
medical expenses, is avail@blRS Publication 502 which is available from any regional
IRS office or IRS website.

If you receive any additional medical services and you have funds in your HSA, you may use
the funds in your HSA to pay for the medical expenses. If you choosesagtdortHSA

funds to pay for any Section 213(d) expenses that are not Covered Health Services, you will
still be required to pay the provider for services.

The monies paid for these additional medical expenses will not count toward your Annual
Deductible o Out-of-Pocket Maximum.
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Using the HSA for NQualified Expenses

You have the option of using funds in your HSA to pay fegualified health expenses. A
nonqualified health expense is generally one which is not a deductible medical expense
under Seatn 213(d) of the Internal Revenue Code of 1986. Any funds used from your HSA
to pay for norgualified expenses will be subject to income tax and a 20% additional tax
unless an exception applies (i.e., your death, your disability, or your attainn@jt of age

In general, you may not use your HSA to pay for other health insurance without incurring a
tax. You may use your HSA to pay for COBRA premiums and Medicare premiums.

Rollover Feature

If you do not use all of the funds in your HSA during the calezadathe balance
remaining in your HSA will raer. If your employment terminates for any reason, the
funds in your HSA will continue to be owned and controlled by you, whether or not you
elect COBRA coverage for the accompanying high deductiblplaealtis described in
your medical plan SPD.

If you choose to transfer the HSA funds from one account to another eligible account, you
must do so within 60 days from the date that HSA funds are distributed to you to avoid
paying taxes on the funds. If yhect COBRA, the HSA funds will be available to assist you
in paying your owdf-pocket costs under the medical plan and COBRA premiums while
COBRA coverage is in effect.

Important

Be sure to keep your receipts and medical records. If these recottatvoifiypaid
gualified health expenses using your HSA, you can deduct these expenses from| your
taxable income when filing your tax return. However, if you cannot demonstrate fhat you
used your HSA to pay qualified health expenses, you may need toerefstriution
as taxable income on your tax re@PEBP Logan Elm Local Schoasd
UnitedHealthcare will not verify that distributions from your HSA are for qualifiedhealth
expenses. Consult your tax advisor to determine how your HSA affactgqyeutax
situation.

The IRS may request receipts during a tax RGHEBP Logan Elm Local Schools
and the Claims Administrator are not responsible or liable for the misuse by Parfcipants
of HSA funds by, or for the use by Participants of HSA fandsn-qualified health
expenses.

Additional Information About the HSA

It is important for you to know the amount in your HSA account prior to withdrawing
funds. You should not withdraw funds that will exceed the available balance.

Upon request from a Hdacare professional, UnitedHealthcare and/or the financial
institution holding your HSA funds may provide the health care professional with
information regarding the balance in your HSA. At no time will UnitedHealthcare provide
the actual dollar amountyour HSA, but they may confirm that there are funds sufficient
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to cover an obligation owed by you to that health care professional. If you do not want this
information disclosed, you must notify the Claims Administrator and the financial institution
in writing.

You can obtain additional information on your HSA online at www.irs.gov. You njay also
contact your tax advisor. Please note that additional rules may apply to a Dependent's
intent to opening an HSA.
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ATTACHMENT WONISCRIMINATION ANBCAESSIRITY
REQUIREMENTS

When the Plan uses the words "Claims Administrator” in this Attachment, it is a reference to
United Healthcare, Inc., on behalf of itself and its affiliated companies.

The Claims Administrator on behalf of itself and its affiliated ce®mpamplies with
applicable Federal civil rights laws and does not discriminate on the basis of race, color,
national origin, age, disability, or sex. UnitedHealthcare does not exclude people or treat
them differently because of race, color, nationad, &ge, disability, or sex.

The Claims Administrator provides free aids and services to people with disabilities to
communicate effectively with us, such as:

Yy Qualified sign language interpreters

Yy Written information in other formats (large print, audegsatle electronic formats,
other formats)

Yy Provides free language services to people whose primary language is not English, such
as: Qualified interpreters

Yy Information written in other languages

If you need these services, please call Hieéothembenumber on your health plan ID
card, TTY 711 or the Plan Sponsor.

If you believe that the Claims Administrator has failed to provide these services or
discriminated in another way on the basis of race, color, national origin, age, disability, or
sex, youan file a grievance in writing by mail or email with the Civil Rights Coordinator
identified below. A grievance must be sent within 60 calendar days of the date that you
become aware of the discriminatory action and contain the name and addressauf the pers
filing it along with the problem and the requested remedy.

A written decision will be sent to you within 30 calendar days. If you disagree with the
decision, you may file an appeal within 15 calendar days of receiving the decision.

Claims Administrator
Civil Rights Coordinator

United HealthCare Services, Inc. Civil Rights Coordinator

UnitedHealthcare Civil Rights Grievance

P.O. Box 30608

Salt Lake City, UT 84130

The tolHree member phone number listed on your health plan ID card, TTY 711

If you need &lp filing a grievance, the Civil Rights Coordinator identified above is available
to help you.
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You can also file a complaint directly with the U.S. Dept. of Health and Human services
online, by phone or mail:

Online https://ocrportal.hhs.gov/ocr/portal/loby.jsf
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
Phone: Tolfree 18003681019, 80B3%7697 (TDD)

Mail: U.S. Dept. of Health and Human Services. 200 Independence Avenue, SW Room
509F, HHH Building Washington, D20D201
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ATTACHMENTAMGETTNG HELP IN OTHER CAMGES OR FORMATS

You have the right to get help and information in your language at no cost. To request an
interpreter, call the tdllee member phone number listed on your health plan ID card, press
0. TTY711.

This letter is also available in other formats like large print. To request the document in
another format, please call thefte member phone number listed on your health plan ID
card, press 0. TTY 711, Monday through Friday, 8 a.m. to 8 p.m.

LanguageD Translated-TaglinesD

1+ Albanian® | Jukenité-drejté t€ mermi ndihmeé -dhe informacion-falas né-gjuhén-
tuaj. Pérté-kérkuarnjé pérkthyes, telefononi né numrin-qé gjendetné-
karténe planittuajshéndetésor, shtvpni 0. TTY 711.0

T+ Armharico PA-TPF-NEf IETEF ACE G -00LE £07] 11 001 -Ad T o Al CATLL -
AT AP AT (S -TAT -0 @£ PF AL D (12 0o c-flévh -
PO LA T 0T B ke T LY 7115

3 Arahicd oo el ‘\,'?'J_?EP?JL‘ Lol 2 :'5-:.‘1.?4. tu:':-;;_g;--*-':":-.'_Ln_g:na.n::|_g-'SJ:-' .Q'I.‘_.__'u:, i 'I.‘--.__i._-:,__,__',l__'p]_'I
- L] o R o | - | IO St -+ | SN cualle olizae - | Uzl a8 w
B i T e P elian i, pals e

Yo gaill-iigll- 0o ol STTY 711-(0

4~ Armenian® | Bupqumbhs upmhwhebym -hunhup, -quiqubwpk p-Qkp-
wnnneuuuhmljui-dpugnh-huphmpub (ID) nnmduh-Jpw-
o] ws-win]&up- Uhunlikph-hkpwunuwhwdwpn, ubndk p-

0CTTY711m
5+ Bantu- Urafise uburenganzira bwe kuronka ubufasha n'amakur mu rodms -
Kimundi® rwvawe Eubuntu. Kugira usabe umusemuzi, hamagara inomero-va-

telephone v'ubuntu yvagenewe abanywanyi i ku rutonde ku-
Earangamuntu ¥ umugambi wawe wubuzima, fronda 0. TTY 7110

G+ Bisavan- Aduna EavEatunged nga mangavoog-tabangugimpormasyon-sa-
Wisavan- imoeng-lengguwahe nga walav bavad. Aronmehangyvo-og-tighubad, -
(Cebuano) T | tawagsa toll-free nga numero-sa-teleponosa mivembro-nga nakalista-

saimong ID-kEardsa plancsa panglawas, pindotaang ). TTY 7110

7 -+ Bengali- AT - S - N, - S - S A eea - [ Fe- 3w eeE - 4 Fh-
Bangala®
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3.+ Burmesed @Wpﬁsux&u@:ﬁ E‘Ezmamm:@@ :m?a:é‘?ﬁ n}m&n:ﬂ(ﬁmﬁ.ﬁj
oc§ER: wpSobmgbmonibngd oomfiobeembabofodogfnaqeoleos
cocgoedemnobiobipianogcasedediSEialodabfs 0 0386 TTY 711

9+ Cambodian- | Fesmlen” Beiin e T mmanmmagn e el S dEToTn T e it zr‘."q'.?m nimmramnEn”
Mon- Sz mimi nedan I i BT TN sERA mEE 0.-TTY-T11Z
Khmer

104Cherokee= | 8- D40 PP ICZP. I 1460 I EALOBW it GTP AL FRAJAAT-
ACOAJIIBAAIT, olF0vcOL-0. TTY 7111

114Chinesen | SFEFREBLLEREESIEITIHE. B —UilES,
R TR EE 8 F LARTEE 8 TS BT
0. BHRESHEERERW 7110

12+Choctaw? | Chim-anumpa va, apela micha nana aiimma vwinanaivli kevuohoish-
1sha hinla vt chim-aiivlhpesa. Tosheoli va asilhha chi hokmvtchi-
achukmaka holissokalloiskitiniva tvliaianumpulihelhtena va tbai-
achvifayvtpehpilahoishipayachad-ombetipa. TTY 7110

13 +Cushite- Kaffaltimaleafaankeessamm odeeffannoofi deeggarsa argachuunf-
Oromot mirga ni-gabdu. Turjumaana gaafachuufis sarara bilbilaa kan bilisaa-
waragaa eenvummas karoora favvaa keerratti tarreefame bilbiluun, 0-
tugl. TTY 7112
14 +Dutcho Uheeft-hetrecht-om hulp-eninformatie inuw-taal te krjgen zonder-

Eosten. Omeen-tolkaan te vragen, bel-ons gratis nummer-die u-opuw-
ziekteverzekenngskaart treft, drokop 0. TTY 7113

153 4French™ Vous-avezledroitd'obtenir-gratuitement-de 1'aide etdes-
renseignements dans-votre lanpue. Pour-demandera pader-aun-
interprete, appelez e numeéro-de-telephone sans frais-fgurant sur-
votre carte d’affilie du régime -de soins de-santéetappuvezsurla-
touche 0.-ATS-711.10

16 #+French- Ou gen-dwa poujwenned-akenfomasyonnanlang-natifnatal ou-
Creocle- gratis. Pou-mande yon-entépret, rele nimewo-gratis manm-lan ki-
Haitian- endikesoukatIDplan-sante ou, peze 0. TTY 7112
Creole™

17 +Germant Siehaben-das Recht kostenlose Hilfe und Informationen-in Threr-

Sprache zu-erthalten. Um-einen Dolmetscher-anzufordermn, rafen-5Sie-
die gebihrenfreie Nummer-auf Threr-Krankenversicherungskarte®n-
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und-drickenSiedie-0. TTY 7112

18 4GreekD EyeteTo-Brralwpo va hieBete BorBeia vt Thypopoples 0Ty Y AWooL Tus-
ywolsyoewar). T ve Toste Sleppnven, %l eote To Bwpsiv-uolBuo-
mhepwvon Tou Bplovetal TNV ¥pT Pehouc uowahiong, TatnowE 0. -
TIY- 7110

194Gujantit | qua {@otl YA HEE-wA-clH Tl B dl- Ana el w @ s-

& @eeufda e [dedl-s2al, -dul-de el TD-515- uedl-y2AluiiE--
2led-gl- MR- glet-ole42-GuUz- 8let- 520, -0-eellell - TTY 7110

20 +HawaianD

He pono-ke kokua-"ana-akuii-'oe ma-ka maopopo- ana-okéia-‘ikema-
loko-okiu-olelopono 1-me kauku-ole-‘ana +

E kama‘ilio- oe me kekahi kanaka unuhi, e kdhea i ka helukelepona-
kiki-olema koukileka olakine,aekaomiikaheluQ. TTY 711.0

21 +Hindid

Y91 - AT STH-H e Ua - eehil T e Ao - ol AT -
& - TR T3 e - & T3, 319e-Eey-oaer 1D 8- 1 g das e
W-wa- 9 He-y, 0 gad T TY 7118

22 +HmongH

Koj muaj cai taukev pabthiab-tau cov ntaubntawv sauua ko hom-
lus pub-dawh. Yogzav-tauibtugneeg-txzhais, hu tus zov-too) rautswv
cuabhu-dawb-uas saumua) nvob ntawm koj daim-vua) themngi kho-
mob, nas 0. TTY - 711.2

23 4Ibod

Inwereikike inweta envemaka nakwa imuta asusu gi n’efon’akwuoghi-
ugwo. Maka ikpotum -onve nsughan -okwu, kpoo-akara ekwenti nke di-
nakwukwo njirimara pi nke emere maka ahuike pj, pia-0. TTY-711.1

24 4Tlocanc™

Adda karbengam nga makaala i tulongEenimpormasyon 1t
pagsasacmnga libre. Tapno-agdawatiti mavsangaagipataras, -
tumawagiti toll-free nga numerc-ti telepono nga para kadagiti kameng-
nganakalistaavan 11D card mo-para -t plano-t salun-at, ipindut 0. -
TTY 711o

23 aIndonesian™

Anda-berthak untuk mendapatkan bantuan-daninformasi-dalam-
bahasza-Anda tanpa dikenakan biava. Untuk meminta bantuan-
penerjemah, hubung nomor-telepon-anggota, bebas pulsa, vang:
tercantumpada kartuID rencana Eesehatan-Anda, tekan 0. TTY 71180

26altalian™

Haidl-diritto-di-ottenere aiuto e informazioni nella tua lingua-
gratuitamente. Perrichiedere uninterprete, chiama il numero-
telefonico verde indicatosulla tua tessera 1dentificativa del piano-
sanitarioe premi-lo-0. Dispositivi pernon-udenti/TTY: 7110

155

ATTACHMENY - GETTINGHELPIN OTHER_LANGUAGEGR FORMATS



PCPEBPLOGANELMLOCALSCHOOLS/EDICARO07ASCCHOICEPLUSHASAPSIPLANFI
MOD

274Japanese™ | THBEOEB TR FEFTEY, BEEAFLENT S
ZENTEST, B3 A, BRE THEOES
3. BET T OID

H— Fllgdg Ty a A —HO 7 —H 7 YL ETEH
TEOLE, oL T I, TIWVERAESIT 11T,

28 Karen

29sKorean® | AT =L 2-EH &5 HHZ B E-RHEl o] HE -
GeHel Pkl sU Tt - EY9AE -2 d T - A=A 5k -
EHIDAIEN Y -FE-EH-AEH T 2 -AEE oHE-
FEHA 2 TTY 711D

30+Km--Bassa™| Nigwe kundeIbat-mahola i mawinuhop nannipehmes be-to-dolla. -
Yukwelni-Kobol mahop-seblana, schoni-sebel numba T tehe mu I-
ticketIdoctaInan, bep0.TTY 7115

31 +Kurdish- PILY (P E =Ny P s e T e g Sl g e e el pdeafiamate gk padl
Soranid e iy 3 e g gl b gl 5 i 3 58I e TS s ity o o) 3 ST

.=J.g|_..D__.‘_-__.: s s TTY 7110

32+LaotianD vmudSohetlosunmgoscdscotayy oz hcluwisnesgumd
umﬁ?q*a'}e

cBossoguinwze, WS mmursc nlnotSu Sndu stuegnhldatyl
slulostuBnasguinu, Hocn- 0-TTY 7110

33aMarathiB | {rqeaTaT HTear ST - T Aa d- A0 Ag T THSUIET HEHN- 3R -
FeTedT HE EOH [aaH e Bl Aatad Had - soammeraar 0. TTY 7110

34 sMarshallese™d Eor-am maron-nan-bokjipafiim-melele-ilokajineoam ilo-ejjelok-
wonadn. Nankajiitok flanjuonri-ukok, kifdok ndmba-eo-emdj-an-ieje-
ilokaatinIDinkarék in-djmour-eo-am, jiped 0. TTY 7110

353 +hbicronesian | Komw-ahneki manaman unsek Lonrwi-en-alehdi sawas ch-mengihtik-

-Pohnpeian™| i pein-omwi tungeal lokaia i schisepe. Pwenpekisawas ensoun-
kawehweh, ekerdelepwohn nempe ong-towehkan me schisepe me-
ntingthdi ni-pemn-omrwi -dearopwe me pid keascandien-kehl, padik0.-
TTY 7110

364Navajold T'ééiﬁk‘ehdccba_a_h 'alinigoo bee baa hane'igii 44 ninizaad bee-
nika'e'ey eegcbee na'ahoot'i' 'Ata"halne'i a vintkeedgo, ninaaltsoos-
nitiz7 “ats’7 7 beebaa’ahavl bee nddhozinTg7 7 bik1 1 bd4dshbee-

hane’7 4117 7k’ehbee hane’7 bik1 7g7 7 bich’8 hodilnih d6o 0 bit-

156 ATTACHMENY - GETTINGHELPIN OTHERLANGUAGEGR FORMATS



PCPEBPLOGANELMLOCALSCHOOLS/EDICARO07ASCCHOICEPLUSHASAPSIPLANFI
MOD

'adidulchit. TTY 7110

37 +Nepakd TS HI AT ST T 9 e e A oT-T- S HRI- WIod 7T - HTHHN - IS HaT-
T | TG Ao - FITF - ST 3730 7T, TS ! Ta s O TR
FISAT A CIe-I HEFT i AHE AT Heaeh areie 1, 0 emes - TTY -
7111
8 +Nilotic- Yintor 161 bé vikuony né werevic de thon dudbac ke cin-wéu tidue-
Dinkat ke piny. -Acin-bi ran-vé koc per-thok thiééc, ke yintol nimba vene yup-

abacde -ran-ton ve koc-wiidrthok toné ID kat-dudn-de pinakimvic,-
thiny0-vic. TTY 711.2

39 +Norwegiant

Du-har retttil-a-fa-gratishjelpog-informasjonpadittegetsprak.-
For-abe-om-entolk, ring°gratisrmmmeretformedlemmersom-
eroppfert-pahelsekortetdittogtrykk0.-TTY 7110

40 +Pennsylvan

Duhoscht-die Recht fer- Hilfunn Information in-deine Schprooch-

anDutch® | griege, fernix Wann-du-en Iwwersetzerhawwe willscht kannschtdu-
die frei Telefon Nummer-uff-dei Gesundheit Blann ID-Kaarde yuuse, -
dricke 0. TTY 711D
41 +Persian- Tl g3y ol pe nuilai .-'_.i'.:u_-._-;'_f__:lJ.J};n.“_:.l_;.;}i.:__:_:.;‘_:._'_:_n_},_;nl .3.J_nsd. 2 ga-lad
Farsiz s Jalil il po -l ja-ealic i 48 lifeaals - A0 usla- - 5a

A5 rgeaed TTY 7110

42 +Purnjabd =

Tl1%aEas, 058 o

43 +PolishD Maszprawodo-uzvskania bezplatne) informacyi 1 pomocy we-
wiasnymiezyku. Poustugi tlumacza zadzwon pod bezplatny numer-
umieszczony na karcie identyfikacyinej planu medveznegoiweisnij 0. -
TTY 71112

44 +Portuguese | Voce tem-o-direitode -obterajuda e informacio-em-seuidioma-e sem-

custos. Para solicitaruminterprete, ligue para®onumero-de telefone-
gratuito-gque constano-cartiode ID-do-seu-planode saude, pressione-
0TITY 7110

45 +RBomamnian™

Aveti dreptul de-a-obtine gratuitajutorsi informatiin limba-
dumneavoastrd. Pentrua cere uninterpret, sunatila numaral-de-
telefon gratuitcare se-giseste pe cardul dumneavoastrd desdndtate, -
apasatipetasta0. TTY 7110

46 +Bussiand

BrerumeeTe Tpas0o Ha DECHAATHOE TOAVIEHHE TIOMOIITH H-
HHOPMAIINE Ha BalTeM A3uKe. UTOOM TOAATE 3aIpOC TIEPEEOATHEA -
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IMOZBOHHTE 0 DecIAATHOMY HOMepY TeredOHA, THAZAHHOMY Ha
oOpAaTHOH CTOPOHE BAINEH HAHTHCPHKATHONHOH KADTE H HaEMHATE -
0N TTY 7110

47 ASamoan--

Fa'asamoa O

E 1arlou-did tataue mava atuaise fesoascani ma-fa’amatalagailan-
gagana e-auncama-setotogl. Ina1afa’atalosagaina setagatafa’aliin, -
viliile-telefoni mo-suiele totogia oloo isiatuilav peleni 1 lav pepa-
Iy mo-le soifua maloloing, oomile 0. TTY 711.0

48 45erbo-
CroationD

Imate pravo-da besplatnodobijete pomoc i informacije na-Vasem-
jeziku. Da biste zatrazili prevodioca, hazovite besplatni broj naveden-
naiskaznici Vaseg%zdravstenogosipuranjad potisnite 0. TTY 711.1

49 +5pamshd

Tienederecho-a recibir-avuda € informacion-en-suidioma sincosto.-
Para solicitarun-interprete, llame 4l numero-de teléfono-gratuito para-
miembros-que se encuentra en-su-tarjeta deidentificaciondel plan-de-
salud v presione 0.+

TTY 711d

50 +5udanic-
Fulfulde

Dum-hakke maada mballedaa kadin kebaahabaminderwolde maada-
naa maa-a yobil. To-a vidi pirtoowo, noddu limngal mo-telefol caahu-
limtaadonderkaatiwol ID maada ngol njamu, nyo”u0. TTY 711.0

51 45vrahili

Una hakiva%uopata msaada™amarfa¥ora lugha vakoila gharama. -
Kuomba mkalimani, piga nambanva wanachama va bure-
ilivoorodheshwa Ewenve TAMva kadi vakova mpango-wa-afra, -
Fonvezal. - TTY 7110

32+5vnac-
Assyrant

Tharfi . dscidls R aashe e Riis” o shulass fhane . dnelherd . Ak

w S g

e ale? ke mlarta L dealinrfies Lo st rdity, e anng rbaauthl

.'D'_,Jl:.nn'ﬂﬁj;:l'.qmnm"_'l 1=

33 +4Tagalogt

Mav-Earapatan Eangmakatanggapngtulongatimpormasyon-sa ivong:
wika nangwalangbavad. Upang humilingng-tagasalin, tawaganang-
tell-free na numero ng-teleponona nakalagavsatvongID cardng-
planong pangkalusugan, pindutinang 0. TTY 7110

34+Telugud

Jerodi m _j“e:%amm“&u“z;nmsf oo Todcin Y armed Fodrm 8% e *
?.’FEJETGE ot Pagdvterh woudd, o S &b od = -Bnd-ardien- Sab B
£5%5 -5 Doeth 535, 0 T‘gﬁ}&ﬂ*‘b TTY- 7110

533#Thaid

aa mal @ e " ] © Wes_ W ed e 3w L e
FAEMEVAT JRTUA TN A R tq.li:-'Jl' 1.'-|.Fl'|".'| TR AT R SR LR 1.'|ﬁl 18" WIRRTART MU BTN BN
5, = ot CR T S s m o w r
L va Insdmi e e n i @ ;'TJ'-I'J mry TR AT ETH T STV RS WRIFRT D }

aow e . o pm & ] £ - = o]
a1'H'E'Jil'ﬂ'.d?l'.|1'..l'JFﬂlfi1'ﬂ11Fl1f.F|ﬂ'.l'\ﬂEFIH':'IF|' lvalnsaeewn e -11

36 +Tongan--

‘Okukema’n‘aetotomikeman’ae-tokon mo-e-‘ufakamatala “i-
ho'oleafakafonua ta’etotong. Ke tole ha tokotaha fakatonulea, ta ki
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