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Health Net Health Plan of Oregon, Inc.
Copayment and Coinsurance Schedule [plan name]/21
CommunityCare 3T Gold Plan

3T = Three plans in one. When you need health care, this plan lets you receive services from Providers
in our CommunityCare network, our other Participating Provider network, or outside of our network.
Who performs the services determines which benefit level applies to Covered Services and how much
you will pay out-of-pocket. To confirm whether a Provider participatesfin one of our networks and to
verify which benefit level will apply to a covered service, please coafact one of our Customer Contact
Center representatives.

CommunityCare (Level 1) Benefits: When you receive Covered Serviges ffom Providers in our
CommunityCare network, your expenses include a Calendars¥ ear Deductible (if any), fixed dollar
amounts for certain services and a fixed percentage thatg@ppliesito our géntracted rates with
CommunityCare Providers. To receive Community@are Benefits; @l must select a Primary Care
Provider (PCP) from our CommunityCare network.ourLCP coordinates all your care. When your
PCP refers you to Providers in our CommunityCase network, you will receive CommunityCare level
Benefits. If your PCP refers you to Providers in gur@ther®articipating Provider network, you will
receive Level 2 Benefits.

Other Participating Provider (Level 2) BenefitsaOther Participating Providers are contracted with
Health Net but may not be in our CammunityCake network. When services are performed by a
Participating Provider who is not in'our GemmgunityCare network, your expenses may include a
Calendar Year Deductible, fixed dollarf@mounts for certain services and a fixed percentage that is
applied to our contracted gates. The,pereentage of our contracted rate that is your responsibility is
shown on this Schedule as@egeontract rate.

When you receive Covered Serviees from our CommunityCare or other Participating Providers, you are
not responsible for charges above our contracted rates. Certain services including, but not limited to,
Birthing Center services, Home Health Care, infusion services that can be safely administered in
the home or in a home infusion suite, organ and tissue transplant services, Durable Medical
Equipment, Prosthetic Devices/Orthotic Devices are only covered if provided by a designated
Specialty Care Center. See “Specialty Care Providers” under the “General Terms Under Which
Benefits Are Provided” section of the Group Plan Benefits. We recommend that you contact your
treating Provider to discuss the other types of Providers that may be used for your services, as
Nonparticipating Provider charges will be reimbursed at the Nonparticipating level.

Nonparticipating (Level 3) Benefits: When services are performed by a Provider who is not in our
CommunityCare or other Participating Provider network, your expenses include a Calendar Year
Deductible, fixed dollar amounts for certain services and of the amount by which billed charges exceed
the Maximum Allowable Amount (MAA) for other services. We pay Nonparticipating Providers based
on the MAA rates, not on billed amounts. The MAA may often be less than the amount a Provider bills
for a service. Nonparticipating Providers may hold you responsible for amounts they charge that exceed
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the MAA we pay. Amounts that exceed our MAA are not covered and do not apply to your annual stop

loss maximum. Your responsibility for any amounts that exceed our MAA payment is shown on this
Schedule as MAA.

Some Benefits contain footnotes which provide additional coverage information. Please review the
corresponding footnote reference in the Notes section of this Copayment and Coinsurance
Schedule.

Professional Medical Services and Supplies

All Benefits are subject to Copayments and Coinsurance amounts listed in this
Schedule unless otherwise noted.

All Benefits are subject to the Deductible unless otherwise noted.

Calendar Year Deductible

For Covered

CommunityCare Other Participating Nonparticipating
Provider (Level 1) Provider (Level 2) Provider (Level 3)

Annual v $[] Level 1, Level 2,
Deductible per 3[] Level 1, Level 2, and Le and Cevel 3 and Level 3

3 combined m . .
person combined m combined m
Annual Lo 3P] Level 1, Level 2,  $[] Level 1, Level 2,
Deductible per Sl Leve:!’ ibrl;lek;;n i and Level 3 and Level 3
family ” combined m combined m

Physician/ProfessionaI/O

CoimmunityCare Other Participating
Provider (Level 1) Provider (Level 2)

Nonparticipating
Provider (Level 3)

Preventive care, women’s
and men’s health care, Pap

test, breast exam, pelvic No charge ¢ No charge ¢ [1% MAA®
exam, PSA test and digital

rectal exam

Routine mammography No charge ¢ No charge ¢ [1% MAA®

Physician services — office
visits to Providers in family
practice, pediatrics, internal
medicine, general practice,
obstetrics/gynecology,
naturopath

$[ ] per visit & [ 1% contract rate [ 1% MAA
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Nonparticipating
Provider (Level 3)

Specialty Physician
services — office visits to
Providers in specialties
other than above

$[ ] per visit®

[ 1% contract rate

[1% MAA

Urgent Care center —for

medical care other than

mental health, behavioral $[ ] per visit®
health or substance abuse

needs

$[ ] per visit®

$[ ] per visit MAA®

Urgent Care center —for
mental health, behavioral

health or substance abuse $[] per visit®

$[ ] per visit®

$[ ] per visit MAA @

needs
Physician Hospital visits [ 1% contract rate [ 1% MAA
Diagnostic X- . o
ray/EKG/Ultrasound SL1 per visit® [1% MAA
Diagnostic laboratory tests $[ ] per visit @, [ 1% MAA
CT/MRI/PET/SPECT/EEG/

. [ 1% contra [ 1% contract rate [ 1% MAA
Holter monitor/Stress test
AI_Iergy and therapeutic [1% [ 1% contract rate [ 19% MAA
injections
Matermt_y dellver)_/ care [ 1% contract rate [ 19 MAA
(professional services only)
Outpatient rehabilitatio
therapy -30 visits/year o'contract rate [ 1% contract rate [ 1% MAA
L2 4
Outpatient habilitation
therapy -30 visits/year max [ 1% contract rate [ 1% contract rate [ 1% MAA
oY
Outpatient Surgery in
Office or Ambulatory [ 1% contract rate [ 1% contract rate [ 1% MAA
Surgery Center
Outpatient at Hospital 0 0 0
based facility [ 1% contract rate [ 1% contract rate [ 1% MAA
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Other Participating Nonparticipating
Provider (Level 2) Provider (Level 3)

Inpatient servicesey

[ 1% contract rate

[ 1% contract rate [ 1% MAA

Inpatient
rehabilitation
therapy -30
days/year max & ¥

[ 1% contract rate

[ 1% contract rate [ 1% MAA

Inpatient
habilitation therapy
-30 days/year max
L34

[ 1% contract rate

[ 1% contract rate [ 1% MAA

Emergency Services (for medical care other th
behavioral health or substance abuse needs)

Other Participating Nonparticipating
Providar (Level 2) Provider (Level 3)

Outpatient
emergency room
services

CommunityCare
Provider (Level 1)

$[ ] per visit, then [ 1%
contract rate ¢

Out-of-area
inpatient admission
from emergency
room

[ 1% contract'ate

ntal health,

en [ 1% $[ ] per visit, then [
1%e0

1% contract rate [1%

Emergency ground
ambulance
transport —

3 trips/year max

veld, 2,or3

[1% at Level 1, 2, or 3 [1% at Level 1, 2, or 3

Emergency air
ambulance
transport —

1 trips/year max

[1% at Level 1, 2, 0or 3

[1% at Level 1, 2, or 3 [1% at Level 1, 2, or 3

Emergency Services (for mental health, behavioral health and substance

abuse needs)

CommunityCare

Other Participating Nonparticipating

Outpatient
emergency room
services

Provider (Level 1)

$[ ] per visit, then [ ]%
contract rate¢

Provider (Level 2) Provider (Level 3)

$[ ] per visit, then [ 1% $[ ] per visit, then [
contract rate ¢ O 1%e0

HNOR CC Sum3T SGrp 1/2021

(1/1/21)



CommunityCare

Provider (Level 1)

Other Participating
Provider (Level 2)

Page |5

Nonparticipating
Provider (Level 3)

Out-of-area
inpatient admission
from emergency
room

[ 1% contract rate

[ 1% contract rate

[1%

Emergency ground
ambulance
transport —

3 trips/year max

[1% at Level 1, 2, or 3

[1% at Level 1, 2, or 3

[1% at Level 1, 2, or 3

Emergency air
ambulance
transport —

1 trips/year max

[1% at Level 1, 2, or 3

[1% at Level 1, 2, or 3

[1% at Level 1, 2, or 3

Behavioral Health Services — Substance Use Di

Conditions

CommunityCare

Provider (Level 1)

Physician services,

Other Participating
Provider (L_cvel 2)
pplicable at Level

Mental Health

Nonparticipating
Provider (Level 3)

0,
office visit A 2 [1% MAA
iutpatlent services [1% contra Appllce;ble at Level [1% MAA
IAnpatlent services [1%c Not Appllc;ble at Level [1% MAA
Other Services
A
CommunityCare Other Participating Nonparticipating
Provider (Level 1) Provider (Level 2) Provider (Level 3)
Blood, blood
plasma, blood [ 1% contract rate [ 1% contract rate [ 1% MAA
derivatives
Diabetes
management - one $[ ] per program ¢ [ 1% contract rate [ 1% MAA
initial program 3§
Dialysis Services # [ 1% contract rate [ 1% contract rate [ 1% MAA
Durable Medical 0 0 0
Equipment & 3¢ [ 1% contract rate [ 1% contract rate [ 1% MAA
Hearing Aids [ 1% contract rate [ 1% contract rate [ 1% MAA
Home health visits [ 1% contract rate [ 1% contract rate [ 19% MAA
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Nonparticipating
Provider (Level 3)

Home infusion

0
therapy [ 1% contract rate

[ 1% contract rate

[ 1% MAA

Hospice services [ 1% contract rate

[ 1% contract rate

[1% MAA

Medical supplies
(including allergy
serums and injected
substances)

[ 1% contract rate

[ 1% contract rate

[1% MAA

Prosthetic
Devices/Orthotic
Devices §

[ 1% contract rate

[ 1% contract rate

[1% MAA

Skilled Nursing
Facility care -60
days/year max

[ 1% contract rate

[ 1% contractérate

[1% MAA

TMJ services - $[

0
J0/lifetime max [1% contract rate

[ 1% contract

[ 1% MAA

Telemedical

Services $0 per visit ®

Tobacco Use

Counseling No charge &

Outpatient
chemotherapy
(non-oral
anticancer
medications and
administration)

[1%c

[1% MAA

No charge ¢

[1% MAA

[ 1% contract rate

[1% MAA

Benefit Maximums

CommunityCare

Other Participating

Nonparticipating

Provider (Level 1)

Annual Out-Of-
Pocket Maximum
per person
(Combined Medical
and Prescription
Drug) +

Level 3 combined

$[ ] Level 1, Level 2,

Provider (Level 2)

$[ ] Level 1, Level 2,

Level 3 combined

Provider (Level 3)

$[ ] Level 1, Level 2,
Level 3 combined
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CommunityCare Other Participating Nonparticipating

Provider (Level 1) Provider (Level 2) Provider (Level 3)

Annual Out-Of-

ng l;::n'i\f'a)(imum $[ ] Level 1, $[ ] Level 1, $[ ] Level 1,
?Combingd Medical Level 2, Level 3 Level 2, Level 3 Level 2, Level 3
and Prescription combined combined combined
Drug) 4

Notes

B You must meet the specified Deductible each Calendar Year (January 1 through December 31)
before Health Net pays any claims.

Deductible is waived.

Copayment is waived if you are admitted and the inpatient admissi@n Coinsurance will apply.
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required to pay each Calendar Year for most Covered
accumulation period renews and a new OOPM requite

and at 100% of MAA for Nonparticipating
charges that exceed MAA.

& The above Coinsurance for inpatient
hospitalization of an adult, pediatric o
an intermediate or intensive ca eparate Coinsurance for inpatient Hospital Services will

apply.

8 Corrective shoes and a
course of treatments

cluding foot orthotics are excluded unless prescribed in the
tions from, diabetes.

X Members are eligible
pregnancy for up to six w
Contact Center.

stpartum. For more information please contact our Customer

& We may approve an additional Benefit of up to 30 visits/days per condition when Medical Necessity
criteria are met, not to exceed 60 visits/days total.

v Visit/day limits do not apply to services to treat mental health conditions.

If you receive dialysis services due to a diagnosis of end stage renal disease, you may be eligible to
Enroll in Medicare. For more information about Medicare Enrollment, contact Medicare at
[1-800-MEDICARE] or log onto their web site at [www.medicare.gov
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Outpatient Prescription Drug Benefits

Copayments and/or Coinsurance amounts you pay for prescription drugs apply towards your plan’s Out-
of-Pocket Maximum as shown in the “Benefits Maximums” section above. Deductible is waived for
prescription drug benefits.

In Pharmacy (Per FillUptoa  Mail Order(Per Fill Up to a

30-day ! Supply), you pay: 90-day Supply), you pay:
Tier 1 $[ 1] $[1]
Tier 22 $[1] $[]
Tier 32 $[ 1 $[]
Specialty Pharmacy [ 1% Mail order not available
Orally administered anticancer [ 1% Mail order not available
medications
Preventive Pharmacy Including No Copayment and/or No Copayment and/or
Tobacco Cessation Medications Coinsurance Coinsurance
[and Women’s contraception Deductible waiyed Deductible waived

methods]

L If certain requirements are met, you may be eli
pharmacy (with three times the retail copa

2 1f a generic equivalent exists but a brand'na
required to pay an ancillary charge equa ence between the cost of the generic drug
and the brand name drug in addition

bottom of this Schedule.

Copayments and/or Coinsurance and other amounts you pay for pediatric vision Benefits do not apply
toward your plan’s medical Deductibles.

You pay:
Routine eye exam (limit: 1 per Calendar Year) ........ccccoveieiiiiinii s $[ ] Copayment
Provider selected frames (limit: 1 per Calendar Year) ........cccccocevviiievieeiesiesieese e $[ ] Copayment
Lenses (limit: 1 pair per Calendar Year) inClude: ..........cccccoovveiiiieiiein e $[ ] Copayment

e Single vision, bifocal, trifocal, lenticular
e Glass or Plastic

Optional lenses and treatment include:  $0 Copayment
e UV Treatment

e Tint (Fashion & Gradient & Glass-Grey)
e Standard Plastic Scratch Coating
HNOR CC Sum3T SGrp 1/2021 (1/2/21)
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e Standard Polycarbonate
e Photocromatic/Transitions Plastic
e Standard Anti-Reflective Coating
e Polarized
e Standard Progressive Lens
e Hi-Index Lenses
e Blended segment lenses
e Intermediate vision lenses
e Select or ultra-progressive lenses

Provider-selected contact lenses (in lieu of eyeglass [€NSeS):........cccovvvveieiniiieiciiee, $[ ] Copayment
e Daily wear: Up to 3 month supply of daily disposable, single vi

e Extended wear: Up to 6 month supply of monthly or 2 we le, single vision.

e Conventional: 1 pair from a selection of provider designate

[Necessary Dental Care for children under age
services that are provided in Class I, Il, and 111 i i odontics as outlined in the plan summary.

You can see any licensed dentist and rec Covered Services and supplies. However, if
you do see a Participating Provider, charge ed Services will be limited to Health Net’s

contracted amount with the Provi ain a list of Participating Providers by calling our
Customer Contact Center at the pho isted at the bottom of this Schedule.

Pediatric Dental Deductib payments and/or Coinsurance and other amounts you pay for
: ur plan’s medical Out-of-Pocket Maximum.

Coverage is as follows:

Deductible per Member $[ ] per Calendar Year
The Deductible is the amount you pay before your plan begins paying Benefits for Covered Services.
The Deductible applies to all services.

Covered Services For Covered Services, you pay:

Diagnostic and Preventive Services.................... No charge (MAA applies to Nonparticipating Providers)
including:
e Initial and periodic oral examinations

e Oral Evaluations, include specialist evaluations
e Topical fluoride treatment, fluoride varnish
e Preventive dental education

e Roentgenology (x-rays)

HNOR CC Sum3T SGrp 1/2021 (1/1/21)
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e Prophylaxis services (cleanings)

Basic Services INCluding: ........cccccooeveniienininicieee, [ 1% (MAA applies to Nonparticipating Providers)
e Sealants, Space Maintainers, including removable acrylic, fixed band type, and recementation.

e Amalgam, composite resin, acrylic, synthetic or plastic restorations for the
treatment of caries.

e Endodontics
e Periodontics
e Oral surgery

Major Services inCluding: ........cccoovevvvvieveeie e, [ 1% (MAA applies to Nonparticipating Providers)
e Crowns

e Denture and bridge work

Medically Necessary Orthodontia: ...........cccceevvernenenn [ 1% (MAA appfies to Nonparticipating Providers)
e Benefits for comprehensive orthodontic treatment are appr, ealth Net Dental, only in

ip and or palate,
Crouzon’s syndrome, Treacher-Collins syndrome, Pierre-Rob e, hemi-facial atrophy,
hemi-facial hypertrophy; or other severe craniofaci
handicapping malocclusion as determined by o ts. Benefits are not available
for comprehensive orthodontic treatment for, i
spacing between teeth, temporomandibular
horizontal/vertical (overjet/overbite) di
Authorized.]

J) conditions and/or having
. All orthodontic treatment must be Prior

This Schedule presents general infor
must be performed by a Specialty £are Pr

Certain services require Prior Authorization or
fer to your Agreement for details, limitations and
lusions.

Health Net Hez% gon, Inc. e 888-802-7001 e www.healthnetoregon.com
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Welcome to Health Net Health Plan of Oregon, Inc. (Health Net)

This booklet explains how to get the care and prescription drugs that are covered under this plan. This is
an important legal document. Please keep it in a safe place. If you have any questions about this plan,
please contact our Customer Contact Center at the phone number listed at the back of this Agreement.

Thank you for choosing Health Net.

HNOR CC3T SGrp Contract 1/2021 (1/1/21)
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Plan Contract - Group Plan Benefits

Hy

Health Net’

Health Net Health Plan of Oregon, Inc.
CommunityCare 3T Plan

GROUP PLAN BENEFITS

General Terms Under Which Benefits Are Provided

Throughout this Group Plan Benefits section, the terms “we,” “our” and “us” refer to Health Net Health
Plan of Oregon, Inc. (Health Net) and the terms “you” and “your” refegfto the Subscriber and to each
Enrolled Dependent unless otherwise specified.

Special terms used in this Group Plan Benefits section and Group Medi¢al and #ospital Service
Agreement to explain your plan have their first letter capitalized and appearfr'the “Definitions” section
of the Group Medical and Hospital Service Agreement.

You are entitled to receive the benefits set forth in thisfGroup Plan Befiefits section subject to the
following conditions:

e All benefits are subject to the terms, conditions andi@efinitions in the Group Medical and Hospital
Service Agreement and the exclusions and limitationsin the “Exclusions and Limitations” portion of
this Group Plan Benefits section, incldeing paymeniof any applicable Copayments, Deductibles,
and Coinsurance identified in the attached @epayment and Coinsurance Schedule.

e All services other than the limited¥preventivie,care services outlined in the Agreement are covered
only if Medically Necessary as definedimghe “Definitions” section of the Group Medical and
Hospital Service Agreement.

e The fact that a Provider mayspravide, prescribe, order, recommend, approve, refer or direct a service
or supply does not, in and of itself, make the service or supply a covered benefit.

e To qualify as covered Medteal Services and supplies, all services and supplies must be expressly set
forth as benefits in this Group Plan Benefits section and must be performed by the Primary Care
Provider or by another Provider under a Referral, which requires the Prior Authorization of the
Medical Director, except for: visits to a Women’s Health Care Provider for an annual gynecological
examination and maternity care; visits to a Provider covering in the absence of a Primary Care
Provider; Emergency Medical Care; routine laboratory or x-ray tests performed outside of a Hospital
setting.

Subject to the Specialty Care Provider requirements, you may choose to obtain covered Medical
Services and supplies from a Nonparticipating Provider. You may incur higher out-of-pocket
expenses if you receive services or supplies from a Nonparticipating Provider.

When services are performed by or received from a Nonparticipating Provider, your expenses
include a Calendar Year Deductible (if any), fixed dollar amounts for certain services and the
amount by which billed charges exceed the Maximum Allowable Amount (MAA). The definition of
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MAA is set forth in the “Definitions” section of the Group Medical and Hospital Service Agreement.
The MAA for covered Medical Services and supplies may not be the same as what the
Nonparticipating Provider bills.

Even though a Hospital or other Provider may be a Participating Provider, during your visit or stay
you may receive Covered Services or supplies, which are performed by or received from
Nonparticipating Providers. If you receive Covered Services at an in-network facility (including, but
not limited to, a licensed Hospital, an Ambulatory Surgical Center or other outpatient setting, a
laboratory, or a radiology or imaging center), at which, you receive Covered Services by an Out-of-
Network Provider, the services provided by the Out-of-Network Provider will be payable at the in-
network level of cost benefits and Deductible, if applicable, and without balance billing (balance
billing is the difference between a Provider’s billed charge and the Maximum Allowable Amount
(MAA)). Such other types of Providers may include, but are not limited to, those who provide
anesthesia services, emergency room Physician services, radiology (X-ray), pathology and
laboratory services.

For Covered Services, Health Net uses available guidelines of Me&dicarg, including billing and
coding requirements, to assist in its determination as to which‘sekvice§'and procedures are eligible
for reimbursement, and in determining the Maximum Allowable Amount (MAA). The definition of
MAA is set forth in the “Definitions” section of the Group Medical andéHospital Service Agreement.

e A Medical service or supply not expressly includedgmthis‘Group Rlan Benefits section is not a
covered benefit, even if it is not specifically liste@as aniexclusief’in the “Exclusions and
Limitations” portion of this Group Plan BenefitSectign.

e Specialty Care Providers. Medical ServiceS\f@k certain conditions or certain treatment procedures
are covered only if such services are providediat Rarticipating Providers that are designated as
Specialty Care Providers. Services whichWequire use’of a Specialty Care Provider include, but are
not limited to: 1) Birthing Center servicesy2) Hame Health Care; 3) infusion services that can be
safely administered in the home Orlima homeyinfusion suite; 4) organ and tissue transplant services;
5) Durable Medical Equipment; @) Prosthgtic Devices/Orthotic Devices; and 7) Wigs. We have the
right to require a Memberte use a designated Specialty Care Provider as a condition to receive
coverage under this Agreements

Specialty Care Providers'may be located anywhere in the United States. Members may be required
to travel out of the ServicepAsga to receive care. If a Member is required by us to use a Specialty
Care Provider outside the Service Area, we will pay reasonable transportation, board and lodging
expenses for the Member, to be determined by us based upon individual circumstances, including
without limitation the distance between the Member’s home and the Specialty Care Provider, and the
Member’s medical condition.

e We reserve the right to modify benefits under this Agreement at any time. Written notice of benefit
changes, including modifications to preventive benefits, will be provided to Enrollees at least 60
days prior to the effective date of the change.

e The coverage described in this Group Plan Benefits section shall be consistent with the Essential
Health Benefits coverage requirements in accordance with the Affordable Care Act (ACA). The
Essential Health Benefits are not subject to any annual or lifetime dollar limits.

HNOR CC3T SGrp Contract 1/2021 2 (1/1/21)



Plan Contract - Group Plan Benefits

e The benefits described under this Agreement do not discriminate on the basis of race, ethnicity,
nationality, gender, gender identity, gender expression, age, disability, sexual orientation, genetic
information, or religion, and are not subject to any pre-existing condition exclusion period. Please
refer to the Notice of Nondiscrimination section in the Group Medical and Hospital Service
Agreement.

Physician Services

Benefits are subject to payment of any applicable Copayments or Coinsurance and will vary depending
on whether the procedure is performed in a Physician’s office or Hospital setting, outpatient, or
Ambulatory Surgery Center setting. Applicable Copayments and Coinsurance can be found in your
Copayment and Coinsurance Schedule.

Certain exclusions and limitations may apply. Be sure you read the “Exclusions and Limitations”
portion, the “Prior Authorization” subsection of this Group Plan Benefits section and your Copayment
and Coinsurance Schedule for additional benefit limitation informatién, before obtaining care.

Medically Necessary Physician services are covered as follows:

e Allergy Injections. Administration of treatment compaends, solutions and medications for allergy
care is covered.

e Diagnostic Services. Diagnostic services, includifg radiologya(X=ray), pathology, laboratory tests,
sleep studies, cardiac catheterization, and otherimaging and diagnostic services are covered.
Imaging services, including, but not limited@e, MRA; MRI, CT, PET, echocardiography and nuclear
cardiac imaging, require Prior AuthorizationHearingiests in support of a diagnosis are covered.

Exclusions and Limitations:
Screening audiometry and tympanogramg,notiin support of a diagnosis, except as recommended by
the United States Preventive SéfViges Taskikorce (USPSTF) are not covered.

e Radiation Therapy. Radiation therapy is‘€overed.

e Chemotherapy. Chemotherapy andhchemotherapy self-injectables are covered. Chemotherapy is the
use of anticancer drugs,todFeat cancer. The chemotherapy benefit covers anticancer drugs and drugs
used to treat the side effects of ghemotherapy. It also includes administration of the drugs, and
medical supplies related t6h@"mixing and administration of the drugs. Orally administered
anticancer medications are covered as a prescription benefit.

e Office Visits. Your office visits, including Medical Services for illness or injury, are covered. Office
procedures may require Prior Authorization.

e Physician Services While Hospitalized. The services of Physicians during a covered
hospitalization, including services of Primary Care Providers, specialist surgeons, assistant surgeons,
anesthesiologists, pediatrician visits for an Enrolled newborn Child, and other appropriate medical
personnel, are covered.

e Home Visits. Visits to your home are covered within the Service Area. Prior Authorization is
required.

e Specialty Physician Services. Services of specialty Physicians and other specialty Providers are
covered. Referral is required.
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Surgery. Inpatient or outpatient surgical procedures are covered only when Prior Authorized or as
Emergency Medical Care.

Family Planning. Counseling and assessment for birth control are covered. Outpatient
consultations, examinations, procedures and Medical Services that are necessary to prescribe,
dispense, deliver, distribute, monitor, and manage side effects, administer or remove a prescription
contraceptive are covered. The Deductible, if any, is waived for these services.

Women’s contraception methods and counseling, as supported by the Health Resources and Services
Administration (HRSA) guidelines, are covered as preventive care in the “Preventive Care” portion
of the Group Plan Benefits section.

Primary Care Provider Designation. Health Net allows the designation of a Primary Care
Provider. You have the right to designate any Primary Care Provider or any Women’s Health Care
Provider who participates in our network and who is available to accept you or your family
Members. Until you make this designation, we will designate one for you. For children, you may
designate a pediatrician as the Primary Care Provider.

For information on how to select a Primary Care Provider, an
Care Providers or any Women’s Health Care Provider, you may

Health Net Health Plan of Oregon, Inc.
13221 SW 68th Parkway

Suite 200

Tigard, Oregon 97223

of the participating Primary
act :

Customer Contact Center
Monday - Friday 7:30 a.m. to 5:00 p
888-802-7001

www.healthnetoregon.com

Hearing and Speech Assistance
Monday - Friday 7:30
TTY: 711

Obstetrical and Gynecol are. You do not need Prior Authorization from us or from any
other person (including a ary Care Provider) in order to obtain access to obstetrical or
gynecological care from a health care professional in our network 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 pre-approved
treatment plan, or procedures for making Referrals.

For a list of Participating health care professionals who specialize in obstetrics or gynecology, you
may contact us at:

Health Net Health Plan of Oregon, Inc.
13221 SW 68th Parkway

Suite 200

Tigard, Oregon 97223
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Customer Contact Center

Monday - Friday 7:30 a.m. to 5:00 p.m.
888-802-7001
www.healthnetoregon.com

Hearing and Speech Assistance
Monday - Friday 7:30 a.m. to 5:00 p.m.
TTY: 711

This Agreement will never provide less than the minimum benefits required by state and federal
laws.

Hospital Inpatient Services

Certain exclusions and limitations may apply. Be sure you read the “EX€lusions and Limitations”
portion, the “Prior Authorization” subsection of this Group Plan Benefits section and your Copayment
and Coinsurance Schedule for additional benefit limitation informatien,d€tore gbtaining care.

Medically Necessary Hospital inpatient services are covered as follows:

e Hospital Inpatient. Inpatient services are covered only When Prior Authorized or as Emergency
Medical Care.

e Hospital Room and Board. While you are a patient i"a Hospital, an average two-bed
accommodation; general nursing care; mealS;8pecialdiets; use of operating room and related
facilities; intensive care unit and services; x-ray;daboratory, and other diagnostic tests; drugs;
medications; biologicals; anesthesia @nthexygen serices; radiation therapy; chemotherapy;
inhalation therapy; internal or implantalle deéwices, such as pacemakers and hip joints, approved by
the Food and Drug Administraties,and implanted during a surgery pursuant to a Prior Authorization.

e Maternity Hospitalization. Reter toghe*iMaternity Benefits” subsection in this Group Plan
Benefits section.

e Newborn Nursery Care, Routtiae care in the Hospital nursery is covered for the Enrolled newborn
Child.

e Hospitalization for dental"procedures is covered when the patient has another serious medical
condition that may complicate the dental procedure, such as serious blood disease, unstable diabetes,
or severe cardiovascular disease, or the patient is physically or developmentally Disabled with a
dental condition that cannot be safely and effectively treated in a dental office.

Exclusions and Limitations:

A private room or services of private or special duty nurses other than as Medically Necessary when you
are an inpatient in a Hospital. Personal comfort items, such as television, telephone, lotions, shampoos,
meals in the home, guest meals in inpatient facilities, housekeeping services, etc. Prescriptions relating
to an inpatient/outpatient confinement filled at a Hospital pharmacy prior to discharge for use at home
(take-home medications) except for prescriptions for a 24-hour supply or less, following an emergency
room visit.

When multiple procedures are performed at the same time, we will use Medicare guidelines to determine
the circumstances under which claims for multiple surgeries will be eligible for reimbursement, in
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accordance with our normal claims filing requirements. Per Medicare guidelines, no benefits are payable
for incidental surgical procedures, such as an appendectomy performed during gall bladder surgery.

We use Medicare guidelines to determine which procedures are eligible for separate professional and
technical components.

We use Medicare guidelines to determine the circumstances under which claims for Assistant Surgeons,
Co-Surgeons and Team Surgeons will be eligible for reimbursement, in accordance with our normal
claims filing requirements.

We use Medicare guidelines to determine coverage during a post-operative global period for surgical
procedures.

e State-Approved Programs. Services performed by a state Hospital or state-approved program are
not excluded if such services would otherwise be covered by this plan.

Outpatient Services

Benefits are subject to payment of any applicable Copayments or Ceinsdrance and will vary depending
on whether the procedure is performed in a Physician’s office or Hospital setting, outpatient, or
Ambulatory Surgery Center setting. Applicable Copayment§and Coinsurance can be found in your
Copayment and Coinsurance Schedule.

Certain exclusions and limitations may apply. Be sufe you fead theyExclusions and Limitations”
portion, the “Prior Authorization” subsection of this‘Group'Plan Benefits section and your Copayment
and Coinsurance Schedule for additional benefithimitation information, before obtaining care.

Medically Necessary outpatient services ake covergd as,follows:

e Diagnostic Services. Diagnostic services, meluding radiology (X-ray), pathology, laboratory tests,
sleep studies, cardiac catheterization, and@ther imaging and diagnostic services are covered.
Imaging services, including, butmot fimited t6, MRA, MRI, CT, PET, echocardiography and nuclear
cardiac imaging, require Rrior Augh@rization. Outpatient services may be provided in a non-hospital
based health care facility orat a H@spital.

e Radiation Therapy. Radiation therapy is covered.

e Chemotherapy. Chemotherapy and chemotherapy self-injectables are covered. Chemotherapy is the
use of anticancer drugs to treat cancer. The chemotherapy benefit covers anticancer drugs and drugs
used to treat the side effects of chemotherapy. It also includes administration of the drugs, and
medical supplies related to the mixing and administration of the drugs. Orally administered
anticancer medications are covered as a prescription benefit.

e Outpatient Surgery. Certain services may be covered only when Prior Authorized or as Emergency
Medical Care. Prior Authorization requirements can be verified by contacting us or as outlined in the
“Prior Authorization” portion of this Group Plan Benefits section.

e When multiple procedures are performed at the same time, we will use Medicare guidelines to
determine the circumstances under which claims for multiple surgeries will be eligible for
reimbursement, in accordance with our normal claims filing requirements. Per Medicare guidelines,
no benefits are payable for incidental surgical procedures, such as an appendectomy performed
during gall bladder surgery.
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We use Medicare guidelines to determine which procedures are eligible for separate professional and
technical components.

We use Medicare guidelines to determine the circumstances under which claims for Assistant
Surgeons, Co-Surgeons and Team Surgeons will be eligible for reimbursement, in accordance with
our normal claims filing requirements.

We use Medicare guidelines to determine coverage during a post-operative global period for surgical
procedures.

Emergency Medical Care

Certain exclusions and limitations may apply. Be sure you read the “Exclusions and Limitations”
portion, the “Prior Authorization” subsection of this Group Plan Benefits section and your Copayment
and Coinsurance Schedule for additional benefit limitation information, before obtaining care.

Emergency Medical Care is covered inside or outside the Service Arga without Prior Authorization,
including emergency eye care. See the “Definitions” section of thefGroup#Vledical and Hospital Service
Agreement.

Emergency Inside the Service Area. If you have an Emergency Medicah@ondition inside the Service
Area and you reasonably believe that the time required to,contact your Brimary Care Provider or to go to
a Participating Provider Hospital would seriously jegpardizesyotmhealth (including an unborn child),
medical care should be sought from the nearest Provider appropriate for the severity of your condition
(Physician’s office or Clinic, or Hospital emergéncy raef) or call 911.

Emergency Outside the Service Area. If you havetan Emergency Medical Condition outside the
Service Area and reasonably believe thatéthetime Yequited to contact your Primary Care Provider would
seriously jeopardize your health (including‘an UAberm child), medical care should be sought from the
nearest Provider appropriate for thelseverity ofyour condition (Physician’s office or Clinic, or Hospital
emergency room) or call 911. Presctiptionimedications associated with an Emergency Medical
Condition, including those pukchasediinfa foreign country are covered. See the “Prescription Drug
benefits” subsection of thi§'Group PlamBenefits section for more information.

Emergency Room. Services®fa Haspital emergency room are limited to treatment of an Emergency
Medical Condition and are not covered if merely for your convenience.

Notification. If you are hospitalized for an Emergency Medical Condition, notice of the admission
sufficient to establish your identity and the institution to which you were admitted must be given to us
no later than 24 hours or by the next business day after admission or as soon as medically possible.

Follow-up and Continued Care. To ensure the maximum available benefits under this Agreement, you
should obtain your follow-up care after Stabilization of an Emergency Medical Condition from
Participating Providers and in accordance with any Prior Authorization requirements. If you are
hospitalized in a Nonparticipating Provider Hospital you will be financially responsible for any care that
we determine is not Medically Necessary. Care and treatment provided after Stabilization is no longer
considered Emergency Medical Care. If you have been admitted to a Nonparticipating Provider Hospital
and require continuous care, we can help transfer you to a Participating Provider as soon as Stabilization
has occurred. Continuation of care from a Nonparticipating Provider Hospital beyond what is required to
evaluate or stabilize your condition in an emergency will be reimbursed at the Out-of-Network level for
Covered Services unless we authorize Medically Necessary continuous care.
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Ambulance Transport. Licensed ground or air ambulance services are covered in the event of an
Emergency Medical Condition. Air ambulance service is covered only when ground transportation is
medically or physically inappropriate. Medically Necessary ambulance transport for facility to facility
transfers is covered only when Prior Authorized. Prior Authorization requirements can be verified by
contacting us or as outlined in the “Prior Authorization” section of this Group Plan Benefits. Applicable
Copayments and Coinsurance can be found on the Copayment and Coinsurance Schedule.

Exclusions and Limitations:
Ambulance transport that is not Emergency Medical Care or Medically Necessary is not covered.

Claims. All claims for Emergency Medical Care must contain sufficient information to establish the
emergency nature of the care.

We use a prudent layperson standard to determine whether the criteria for Emergency Care have been
met. Under this Agreement, the prudent layperson standard is outlined in the definition of “Emergency
Medical Condition” in the “Definitions” section of the Group Medical @nd Hospital Service Agreement.
We also administer this Agreement in accordance with the definitiop§’of “Emergency Medical Care”
and “Emergency Medical Screening Exam” in the “Definitions” séction @fthe Group Medical and
Hospital Service Agreement.

Medically Necessary Urgent Care services are covéred under this Group Plan Benefits.

Autism Spectrum and Pervasive Developmental Disorder

Outpatient Behavioral Health TreatmentforRervasive Developmental Disorder or Autism.
Professional services for behavioralghealth treatment; including Applied Behavior Analysis and
evidence-based behavior interventi@n pragsams that develop or restore, to the maximum extent
practicable, the functioning of a Memberdiagnosed with Pervasive Developmental Disorder or Autism,
are as shown in the Copayament'and Coinsurance Schedule under Behavioral Health and Substance Use
Disorder Services, outpatient services.

e The treatment must be prescribed by a licensed Physician or developed by a licensed psychologist,
and must be provided underadocumented treatment plan prescribed, developed and approved by an
Autism Service Provider providing treatment to the Member for whom the treatment plan was
developed. The treatment must be administered by the Autism Service Provider.

e A licensed Physician or licensed psychologist must establish the diagnosis of Pervasive
Developmental Disorder or Autism. In addition, the Autism Service Provider must submit the initial
treatment plan to the Behavioral Health Administrator.

e The treatment plan must have measurable goals over a specific timeline that is developed and
approved by the Autism Service Provider for the specific patient being treated and must be reviewed
by the Autism Service Provider no less than every six months and modified whenever appropriate.
The treatment plan must not be used for purposes of providing or for the reimbursement of respite,
day care or educational services, or to reimburse a parent for participating in a treatment program.
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e The Autism Service Provider must submit updated treatment plans to Health Net for continued
behavioral health and at ongoing intervals of no less than six-months thereafter. The updated
treatment plan must include documented evidence that progress is being made toward the goals set
forth in the initial treatment plan.

e Health Net may deny coverage for continued treatment if the requirements above are not met or if
ongoing efficacy of the treatment is not demonstrated.

Autism Service Provider means one of the following:
e A Behavior Analysis Regulatory Board (BARB) registered health care professional; or

e A BARSB licensed behavior analyst, certified by the Behavior Analyst Certification Board,
Incorporated, as a Board Certified Behavior Analyst and has successfully completed a criminal
records check; or

e A BARSB licensed assistant behavior analyst, certified by the Behavior Analyst Certification Board,
Incorporated, as a Board Certified Assistant Behavior Analyst, supervised by a behavior analyst who
is licensed by the Behavior Analysis Regulatory Board and hagfsuccessfully completed a criminal
records check; or

e A BARSB registered behavior analysis interventionist wiie has complete@ coursework and training
prescribed by the BARB by rule, who receives ongaing oversight bysa licensed behavior analyst or a
licensed assistant behavior analyst, or by anotherdicensed healthgare professional approved by the
BARB and has successfully completed a criminal records check:

Exclusions and Limitations:
Applied behavioral analysis and other forms of behawioralthealth treatment for Autism and Pervasive
Developmental Disorder requires Prior Autherizatien.

Biofeedback

Medically Necessary benefitssfier biofeédback therapy treatment are provided when included as part of a
treatment plan.

Exclusions and Limitations:
Coverage is limited to ten (10),treatments per lifetime.

Blood

Blood transfusions, including blood processing, the cost of blood, unreplaced blood, and blood products,
are covered.

Exclusions and Limitations:
Extraction and storage of self-donated (autologous) or family member or friend blood and derivatives
are not covered.
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Child Abuse Medical Assessments

Child abuse medical assessments are covered when provided under the direction of a licensed Physician
or other licensed health care professional trained in the evaluation, diagnosis and treatment of child
abuse in a community assessment center.

Child abuse medical assessment includes the taking of a thorough medical history, a complete physical
examination and an interview for the purpose of making a medical diagnosis, determining whether or
not the child has been abused and identifying the appropriate treatment or referral for follow-up for the
child.

Community assessment center means a neutral, child-sensitive community-based facility or service
Provider to which a child from the community may be referred to receive a thorough child abuse
medical assessment for the purpose of determining whether the child has been abused or neglected.

Clinical Trials

We will provide coverage for the routine patient costs of the care 0fja QualifiedJdndividual Enrolled in
and participating in an Approved Clinical Trial. We will not exclude, fimit ordmpose special conditions
on the coverage of the routine costs for items and services fl@gnished in c@pfection with participation in
an Approved Clinical Trial; and we will not include prowisionsithat disgsiminate against an individual on
the basis of the individual’s participation in an Appraved Clinicalylr@l. Prior Authorization is required.

The following provisions apply:

e A Qualified Individual is a Member who is eligikle tayparticipate in an Approved Clinical Trial
according to the trial protocol and either;

a. The referring Provider has concludeg\thatihe, Member’s participation in such trial is appropriate;
or

b. The Member provides medical and'seientific information establishing that his or her participation
in such trial is appropriate.

e Routine patient costs @re definethaswall Medically Necessary conventional care, items or services that
would be covered if typically pravided to a Member who is not Enrolled in a clinical trial.

Routine patient costs do notinclude:

a. The drug, device or service being tested in the Approved Clinical Trial unless the drug, device or
service would be covered for that indication by the Health Benefit Plan if provided outside of an
Approved Clinical Trial,

b. Items or services required solely for the provision of the study drug, device, or service being
tested in the clinical trial,

c. Items or services that are provided solely to satisfy data collection and analysis needs and that
are not used in the direct clinical management of the patient;

d. Items or services customarily provided by a clinical trial sponsor free of charge to any participant
in the clinical trial; or
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e. Items or services that are not covered by the Health Benefit Plan if provided outside of the
clinical trial.

f. Services that are clearly inconsistent with widely accepted and established standards of care for a
particular diagnosis.

e An Approved Clinical Trial is defined as a clinical trial that is:

a. Funded or approved by the National Institutes of Health (NIH), the Centers for Disease Control
and Prevention, the Agency for Healthcare Research and Quality, the Centers for Medicare and
Medicaid Services, the United States Department of Defense or the United States Department of
Veterans Affairs;

b. Supported by a center or cooperative group that is funded by the National Institutes of Health,
the Centers for Disease Control and Prevention, the Agency for Healthcare Research and
Quality, the Centers for Medicare and Medicaid Services, the United States Department of
Defense or the United States Department of Veterans Affairs;

c. Conducted as an Investigational New Drug Application (INDA), agdinvestigational device
exemption or a Biologics License Application (BLA) subjec@ito@pprovahby the United States
Food and Drug Administration; or

d. An institutional review board of an institution in this'State that hasa multiple project assurance
contract approval by the Office of Protection fartheéyResearchdrisks of the NIH; or

e. A qualified research entity that meets the cfiteria faF'the NIH Center Support Grant eligibility; or

f. Exempt by federal law from the requirement to'sabmit an (INDA) to the United States Food and
Drug Administration.

e Under this section, life-threatening conditfen,n1eéans any disease or condition from which the
likelihood of death is probable unless thetgourse®of the disease or condition is interrupted.

e Qualified Individuals may be required taygparticipate in an Approved Clinical Trial through a
Participating Provider if sueh a PastiCipating Provider is available and will accept the individual as a
participant in the trialy

e You must pay any Dedugtibles, Copayments or Coinsurance that apply to the drug, device or service
being tested in the absence,of ait Approved Clinical Trial.

Colorectal Cancer Screenings

Colorectal cancer screening examinations and laboratory tests are covered as preventive care as listed
under the “Preventive Care” portion of this Group Plan Benefits section. Colorectal cancer screening
examinations and laboratory tests assigned either a grade of A or a grade of B by the United States
Preventive Services Task Force (USPSTF) are covered.

For Members age 50 years and older, no cost sharing is applied for in-network services and coverage
includes at a minimum:

e Fecal occult blood tests fecal immunochemical tests;
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e Sigmoidoscopies, colonoscopies, including the removal of polyps during a screening procedure if the
insured has a positive result on any fecal test assigned either a grade of A or a grade of B by the
United States Preventive Services Task Force; or

e Double contrast barium enemas.

If a Member is at high risk for colorectal cancer, the coverage shall include colorectal cancer screening
examinations and laboratory tests as recommended by the treating Physician. For the purposes of section
an individual is at high risk for colorectal cancer if the individual has:

e A family medical history of colorectal cancer;
e A prior occurrence of cancer or precursor neoplastic polyps;

e A prior occurrence of a chronic digestive disease condition such as inflammatory bowel disease,
Crohn’s disease or ulcerative colitis; or

e Other predisposing factors.

Craniofacial Anomalies

Dental and orthodontic services for the treatment of Craniofacial Anomaligs are covered if the services
are Medically Necessary to restore function. CraniofacialsAnomalies, wihich is a physical disorder
identifiable at birth that affects the bony structures gffthe face orfiead, including, but not limited to, cleft
palate, cleft lip, craniosynostosis, craniofacial micresemiaand Tredacher Collins syndrome.

Exclusions and Limitations:

Craniofacial Anomalies does not include developmental maxillofacial conditions that result in overbite,
crossbite, malocclusion or similar developmental irkegtlarities of the teeth or temporomandibular joint
disorder (TMJ).

Dental Anesthesia

General anesthesia services and kelated facility charges will be covered in relation to a dental procedure
if such services and relateduf@€ility charges are Medically Necessary because the Member:

e Has a medical condition tlaigthe Member’s Physician determines would place the Member at an
undue risk if performed in a dental office. The dental procedure must be approved by the Member’s
Physician.

The services must be performed in a Hospital or in an Ambulatory Surgery Center. Inpatient anesthesia
services are covered only when Prior Authorized. The dental procedures performed are only covered as
specifically outlined in this Agreement.

Dental Injury

Accidental injury by external force or trauma is covered.
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For purposes of this section:

“Accidental Injury” is physical harm or disability which is the result of a specific unexpected incident
caused by an outside force. The physical harm or disability must have occurred at an identifiable time
and place. Accidental Injury does not include illness, infection (except infection of a cut or nonsurgical
wound) or damage to the teeth or dental prosthesis caused by chewing.

Services are limited to Emergency Medical Care and Medically Necessary follow up care to sound
natural teeth as a result of an accidental injury.

Exclusions and Limitations:
Except for the initial examination, services for the treatment of injury to the jaw or natural teeth require
Prior Authorization to qualify for benefits.

Damage to teeth caused by chewing or biting is not considered a dental injury.

Services do not include Cosmetic Surgery that is performed to alter or reshape normal structures of the
body in order to improve appearance or dental services or supplies or dreéatment for disorders of the jaw
except as set out under the “Dental Services” subsection of this Gratip PlagpBenefits section.

Dental implants are excluded. Spot grinding, restorative or mechanical@evicesgorthodontics, inlays or
onlays, crowns, bridgework, dental splints (whether custom,fit or not), dental'implants or other dental
appliances and related surgeries to treat dental conditions related to the dental trauma are not covered
under any circumstances.

Diabetes Management

The following is covered in relation to thg treatment @fi instlin-dependent diabetes, insulin-using
diabetes, gestational diabetes and non-inSulinfusingidiabeétes:

e Diabetes self-management prograins are cQvered including: (a) one program of assessment and
training and (b) up to three hourg,annually, oFassessment and training following a material change in
the condition, medication.or treatment in an existing treatment of diabetes.

e Appropriate and Medi€ally Neeessaky supplies and equipment related to Diabetes Management
including blood glucosegtést strips, [ancets, insulin syringes and needles as described in the
“Prescription Drug Benefits” aadl “Medical Supplies” subsections of this Group Plan Benefits
section.

e Routine foot care in connection with the treatment of diabetes.

e Screening for gestational diabetes, as supported by HRSA guidelines, is covered as preventive care
in the “Preventive Care” portion of the Group Plan Benefits section.

e You are eligible for no cost benefits for diabetes management from the beginning of your pregnancy
for up to six weeks postpartum. For more information please contact our Customer Contact Center at
the phone number found at the back of this Agreement.

Dialysis Services

Dialysis Services are covered in an office or at a facility. Coverage includes, but is not limited to,
professional services, facility charges, and any supplies, drugs or solutions used for dialysis.
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If you receive dialysis services due to a diagnosis of end stage renal disease, You may be eligible to
Enroll in Medicare. If you Enroll in Medicare, this plan will coordinate benefits per Medicare rules.
Generally, this plan will be the primary payer for 30 months, and Medicare will be the primary payer
after 30 months.

For more information about Medicare Enrollment, contact Medicare at 1-800-MEDICARE or log onto
their web site at www.medicare.gov.

Durable Medical Equipment

Durable Medical Equipment, including your initial rental or purchase, is covered provided it is
prescribed by your Physician, and is the least costly alternative that achieves a medically acceptable
result. Coverage includes, but is not limited to, braces, splints, prostheses, orthopedic appliances and
orthotic devices, supplies or apparatus used to support, align, or correct deformities or to improve the
function of moving parts. Medically Necessary lenses for the treatment®f aphakia and keratoconus are
covered as Durable Medical Equipment.

In assessing Medical Necessity for Durable Medical Equipment coverage, we apply nationally
recognized Durable Medical Equipment coverage guidelines, such asthese defined by InterQual
(McKesson) and the Durable Medical Equipment MedicarefAdministrative/Contractor (DME MAC),
Healthcare Common Procedure Coding System (HCPCS),l evel 11 and Medicare National Coverage
Determinations (NCD).

Breastfeeding devices and supplies, as supported by R SA guidelines, are covered as preventive care
listed under “Preventive Care” portion of this Ggoup Plan,Benefits section.

Exclusions and Limitations:

We may utilize a Specialty Care Provider ofDuraple. Medical Equipment if you live in Oregon or
Washington. Prior Authorization isfreguired. Repair of covered Medically Necessary equipment due to
normal use, change in physical condition; @rRgrowth of a child is eligible for coverage. Duplicate items
are not covered. Purchase (vsgtental)isgt our discretion.

Corrective shoes and archisuppastssincluding foot orthotics are excluded unless prescribed in the course
of treatments for, or complieations from, diabetes.

Fertility Preservation

Medically Necessary services and supplies for established fertility preservation treatments are covered
when treatment for cancer or gender dysphoria may directly or indirectly cause iatrogenic infertility.
latrogenic infertility is infertility that is caused by a medical intervention, including reactions from
prescribed drugs or from medical or surgical procedures. This benefit is subject to the applicable
Deductibles, Copayments and/ or Coinsurance (identified in the attached Copayment and Coinsurance
Schedule) as would be required for Covered Services to treat any illness or condition under this plan.

Exclusions and Limitations:

Services and supplies for use of frozen gamete or embryos to achieve future conception, pre-
implantation genetic diagnosis, donor egg, sperm or embryos and/ or gestational carriers (surrogates) are
not covered.
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Gender Reassignment Services/Gender-affirming treatment

Medically Necessary treatment for Gender Dysphoria, including, but not limited to, Mental Health
Condition treatment, pre-surgical and post-surgical hormone therapy (including puberty-delaying
medications), and surgical services (such as genital, face, and chest reconstructive surgery) are covered.
Services not Medically Necessary for the treatment of gender dysphoria or gender identity disorder are
not covered. Surgical services must be performed by a qualified Provider in conjunction with gender
reassignment surgery or a documented gender reassignment surgery treatment plan. Prior Authorization
is required.

Habilitative Services

Coverage is provided for Habilitative Services and/ or therapy that assist an individual in partially or
fully acquiring, maintaining or improving age appropriate skills and functioning and that are necessary
to address a health condition, to the maximum extent practical, when gFovided by a Participating
Provider, licensed physical, speech or occupational therapist or othgF contrdeted Provider, acting within
the scope of his or her license, to treat physical and Mental Health Ganditions, subject to any required
Prior Authorization from us. The services must be based on a treatmentplandtthorized, as required by
us or the Member's Physician.

Exclusions and Limitations:

Habilitative services are not covered when medical@documentationi@oes not support the Medical
Necessity because of the Member’s inability to progressoward the treatment plan goals or when a
Member has already met the treatment plan goals:

Speech therapy is not covered for occupatienal or\tecreational voice strain that could be needed by
professional or amateur voice users, includingieut not limited to, public speakers, singers, cheerleaders.

Health care services that are not haBilitative in¢lude, but are not limited to, Respite Care, day care,
recreational care, residential treatment, SoCiakservices and Custodial Care.

Inpatient Habilitative ServigéStare limited to:
e A maximum of 30 days penCalendar Year.

e We may also approve an additional 30 days per condition when Medical Necessity criteria are met,
not to exceed 60 days total.

Outpatient Habilitative Services are limited to:

e A maximum of 30 visits per Calendar Year, We may approve an additional benefit of up to 30 visits
per condition when Medical Necessity criteria are met, not to exceed 60 visits total.

The maximum benefits for inpatient and outpatient treatment are shown on the Copayment and
Coinsurance Schedule. Prior Authorization is required.

Habilitative services to treat Mental Health Conditions are not subject to day limits/maximums.
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Health Education Services

Instruction in the appropriate use of health services and the contribution you can make to the
maintenance of your own health is covered. Health education services shall include instruction in
personal health care measures and information about services, including recommendations on generally
accepted medical standards for use and frequency of such service. Qualifying classes include:
prenatal/child birthing, exercise, healthy heart, first aid/CPR, weight management, stress management,
and smoking cessation. Qualifying classes must be taken at a Hospital or Clinic.

Hearing Aids and Hearing Assistive Technolog

Hearing aid(s) and hearing assistance technology systems are covered as follows:

e Hearing aid and accessories. This plan covers one hearing aid per impaired ear. The hearing aid(s)
must be prescribed, fitted and dispensed by a licensed audiologist with the approval of a licensed
Physician. The hearing aid(s) must be Medically Necessary for the treatment of hearing loss for a
Member Enrolled under the plan. This plan also covers ear molds, replacement ear molds, and one
box of replacement batteries per year for each hearing aid;

e Cochlear implants. Medically Necessary cochlear implants and bilatefal cochlear implants
including coverage for programming and reprogrammging are covered. We will reimburse the cost of
repair and replacement parts for cochlear implani$"if the repaigorfparts are not covered by warranty
and are necessary for the device to be functionalfor the'User;

e Necessary diagnostic and treatment servigesiincluding hearing tests appropriate for age or
developmental need, hearing aid checks, ang aigded testing);

e Bone conduction sound processors (Hhneeessary for appropriate amplification of the hearing
loss);

e Hearing assistive technology systems-¥earing assistive technology systems means devices used
with or without hearing.aids,or coghfear implants to improve the ability of a user with hearing loss to
hear in various listening situationsysuch as being located a distance from a speaker, in an
environment with competifig background noise or in a room with poor acoustics or reverberation.

Exclusions and Limitations:

The maximum benefit for hearing aid(s), bone conduction sound processors and hearing assistive
technology systems is every 36 months.

This Benefit is subject to the Deductibles, if any, Copayments or Coinsurance shown on the Copayment
and Coinsurance Schedule that apply to Durable Medical Equipment. Prior Authorization is required.

Home Health Care

Home Health Care for Skilled Nursing Services is covered in your home or place of residence which is
not a Skilled Nursing Facility. Daily coverage is limited to what we would pay a participating Skilled
Nursing Facility for 24-hour Skilled Nursing Services. Prior Authorization is required.
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Exclusions and Limitations:

We may utilize a Specialty Care Provider of home health services if you live in Oregon or Washington.
Prior Authorization is required for physical, occupational and speech therapy performed in the home.
We do not cover Custodial Care.

Home Infusion Services

Medically Necessary home infusion services that are safely administered in the home or in a home
infusion suite are covered when provided in lieu of inpatient/outpatient hospitalization, Physician’s
office or Skilled Nursing Facility care. Medically Necessary home injectables (except insulin) are
covered when Prior Authorized.

Exclusions and Limitations:
We may utilize a Specialty Care Provider of home infusion services if you live in Oregon or
Washington.

Hospice Care

Hospice Care is covered if you are terminally ill. Daily covetage is limiteeldo what we would pay a
participating Skilled Nursing Facility for 24-hour Skilled NurSing Serviges. Prior Authorization is
required for inpatient Hospice and home Hospice seryvices.

Inborn Errors of Metabolism

Clinical visits, biochemical analysis, treatiment andymedical foods are covered for inborn errors of
metabolism that involve amino acid, carbolydraie and fat metabolism and for which medically standard
methods of diagnosis, treatment ang\monitorig exist, including quantification of metabolites in blood,
urine or spinal fluid or enzyme or DNA®@eafirmation in tissues. Coverage includes diagnosis,
monitoring and controlling the disorders@y nutritional and medical assessment, including, but not
limited to clinical visits, bigehemical @analysis and medical foods used in the treatment of such disorders.
“Medical foods” are defined asthose fopmulated to be consumed or administered enterally under the
supervision of a Physician;#hat are specifically processed or formulated to be deficient in one or more of
the nutrients present in typicabautritional counterparts, that are for the medical and nutritional
management of patients with limited capacity to metabolize ordinary foodstuffs or certain nutrients
contained therein or have other specific nutrient requirements as established by medical evaluation and
that are essential to optimize growth, health and metabolic homeostasis

Maternity Benefits

Certain exclusions and limitations may apply. Be sure you read the “Exclusions and Limitations”
portion of this Group Plan Benefits section, and your Copayment and Coinsurance Schedule for
additional benefit limitation information, before obtaining care.

Medically Necessary maternity care is covered as follows:

e Availability. Maternity benefits are available for all Members (Subscriber, Subscriber’s Enrolled
spouse or Domestic Partner, and a Subscriber’s Enrolled Dependent Child).
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e Prenatal and Postnatal Care. Prenatal and postnatal care are covered. This benefit is subject to the
maternity delivery care (professional services only) Copayment or Coinsurance amount shown on
the Copayment and Coinsurance Schedule.

Breastfeeding support, supplies and counseling, and screening for gestational diabetes as supported
by HRSA guidelines, is covered as preventive care in the “Preventive Care” portion of this Group
Plan Benefits section.

You are eligible for no cost benefits for diabetes management from the beginning of your pregnancy
for up to six weeks postpartum. For more information please contact our Customer Contact Center at
the phone number found at the back of this Agreement.Universal Newborn Nurse Home Visits.
This plan covers universal newborn nurse home visiting services in accordance with state law. These
visits are covered for newborns up to age six (6) months, if the newborns are Enrolled in the health
plan and reside in an area that is served by a universal newborn nurse home visiting program
approved by the Oregon Health Authority. Unless you are on a Single or Family HDHP plan,

other covered illness or injury. This benefit is subject to the inp
Coinsurance amount shown on the Copayment and Coi

e Delivery and Nursing Care. Delivery services and faci and nuksing care are covered. Birthing
Center services will be directed to a designated
“General Terms Under Which Benefits Are Provi i this Group Plan Benefits section.
Services provided by other than the design '

ntions and treatment. Services are covered at no
Provider. Refer to the applicable out-of-network
e in the Copayment and Coinsurance Schedule for
ovider.

e Abortion services. Screening couns
cost when services are rendere

e Duty to Cooperate. rs wh@are a Surrogate at the time of Enrollment or Members who agree
to a Surrogacy Arran g'the Contract year must, within 30 days of Enrollment or
agreement to participa a Surrogacy Arrangement, send us written notice of the Surrogacy
Arrangement in accordan the notice requirements as outlined in the Group Medical and

Hospital Service Agreement. In the event that a Member fails to comply with this provision, we
reserve the right to enforce this Evidence of Coverage (EOC) on the basis of fraud or
misrepresentation of material fact, up to and including recoupment of all benefits we paid on behalf
of the Surrogate during the time that the Surrogate was insured under our contract, plus interest,
attorneys' fees, costs and all other remedies available to us.

e Note: This provision does not amend the contract to restrict any terms, limits, or conditions that may
otherwise apply to Surrogates and children born from Surrogates. Please see the “Exclusions and
Limitations (What’s not covered)” section.

Exclusions and Limitations:
Services of a lay midwife are not covered.
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STATEMENT OF RIGHTS 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 with 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.g., your Physician, 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 benefits or out-of-pocket costs so that
any later portion of the 48-hour (or 96-hour) 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 adPhysician or other health care
Provider obtain authorization for prescribing a length of stay of upgo 48 héurs (or 96 hours). However,
to use certain Providers or facilities, or to reduce your out-of-pocketi€ests, youdmnay be required to
obtain precertification. For information on precertification, contact yougplaafadministrator.

Medical Supplies

Medical supplies are covered as follows:

e Diabetic supplies dispensed in accordance witirany fermulary adopted by us are covered, including
syringes, blood glucose monitors andgest strips, foriklood glucose monitors, visual reading and urine
test strips, insulin pumps and pump aceesseries;iinsulin infusion devices, and foot care appliances
for prevention of complicationggassociatedwith dabetes. Insulin, glucagon emergency Kits and
prescriptive oral agents are coveiedUmeer the“Prescription Drug Benefits” subsection of this Group
Plan Benefits section.

e Ostomy supplies are govered, including flanges, pouches, irrigators, irrigator sleeves and drains,
closed-end pouches, stemafeaps; ostomy deodorant, belts, convex inserts, drain tube adapters,
drainable pouch clamps, medical’adhesive, replacement filters, security tape, and skin barriers.

e You are eligible for no cost benefits for diabetes management from the beginning of your pregnancy
for up to six weeks postpartum. For more information please contact our Customer Contact Center at
the phone number found at the back of this Agreement.

e Non-durable supplies required for the function of Durable Medical Equipment are covered.

e The first pair of Medically Necessary eyeglasses or contact lenses following covered cataract
surgery are covered. Contact our Customer Contact Center at the phone number listed at the back of
this Agreement for benefit limitations.

e Allergy serums, treatment compounds, solutions, and medications are covered. Substances
administered by therapeutic injection in a Provider’s office are covered.

e Non-durable medical supplies provided in the Provider’s office are covered.
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Exclusions and Limitations:
Wound care products; incontinence products; generic multi-use products; reusables and all other non-
durable medical supplies are not covered.

Mental Health Conditions

Benefits for treatment of Mental Health Conditions are provided.

Inpatient, residential, partial hospitalization and intensive outpatient services and some outpatient
services require Prior Authorization. To obtain Prior Authorization please contact the Customer Contact
Center at the phone number listed at the back of this Agreement.

Medically Necessary services provided for Mental Health Conditions are covered following the
provisions of the “Office Visits,” the “Specialty Physician Services,” the “Hospital Inpatient Services,”
and the “Outpatient Services” subsections of this Group Plan Benefits section.

Health Net will not deny benefits for a Medically Necessary treatment’or service for a Mental Health
Condition based solely upon:

e An Enrollee’s interruption of or failure to complete a prior course QK treatment;

e Health Net’s categorical exclusion of such treatment or Sekvice when applied to a class of Mental
Health Conditions; or

e The fact that a court ordered the Enrollee to receive or0btain the treatment or service for a Mental
Health Condition, unless otherwise alloweddy. lawg

For purposes of this section:

“Facility” means a corporate or governmentalentity,or other Provider of services, licensed for the
treatment of Mental Health Conditigns.

“Program” means a particular type 0k levéhef sefvice that is organizationally distinct within a Facility. A
program that provides services for parsans with both a Substance Use Disorder diagnosis and a Mental
Health Condition shall be£onsidered t0,be a distinct and specialized type of program for both Substance
Use Disorder and MentaliHeali"Conditions.

“Provider” means a person that hasdmet our credentialing requirements, is otherwise licensed and
eligible to receive reimbursementfor coverage under the Agreement and is:

e A health care Facility;

e A rresidential Program or Facility;

e A day or partial hospitalization Program;
e An outpatient service; or

e An individual behavioral health or medical professional authorized for reimbursement under Oregon
law.

Exclusions and Limitations:
No coverage is provided for the following services:

The coverage of a treatment or service that is or may be excluded from coverage under state law;
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e Educational or correctional services or sheltered living provided by a school or halfway house;
however, a Member may receive covered outpatient services while in custody or living temporarily
in a sheltered living situation, or receive treatment or services related to a Member’s education that
are included in a Medically Necessary treatment plan provided by a Provider;

e Psychoanalysis or psychotherapy received as part of an educational or training program and not
otherwise covered, regardless of diagnosis or symptoms that may be present;

e Expenses related to a stay at a sober living facility.

e A court-ordered sex offender treatment program; or

e Support groups.

e In-home services are limited to persons who are homebound under the care of a Physician.

This Agreement will never provide less than the minimum benefits required by state and federal laws.
This coverage complies with the requirements under the Paul Wellstopé=Pete Domenici Mental Health
Parity and Addiction Equity Act of 2008.

Nonprescription Elemental Enteral Formula

Nonprescription elemental enteral formula for home usegis,covered if the formula is Medically
Necessary for the treatment of severe intestinal mala@sorption, anthafParticipating Provider has issued a
written order for the formula, and the formula compeises the sole source, or an essential source, of
nutrition.

Oral and Maxillofacial Services

The following oral and maxillofacid@lservicesase covered when Prior Authorized:

e Oral and surgical care for tumorSandéeystsbenign or malignant);
e Treatment of cleft lip left palate,'or other maxillofacial congenital anomalies; and

e Maxillofacial prosthetigsseérvices for restoration and management of head and facial structures that
cannot be replaced with liyingdissue and that are defective because of disease, trauma, or birth and
developmental deformities When the services are performed for the purpose of (1) controlling or
eliminating infection or pain, or (2) restoring facial configuration or functions such as speech,
swallowing, or chewing.

Organ and Tissue Transplants

The following organ and tissue transplants are covered when Medically Necessary:

e kidney transplants;
e pancreas after kidney transplants;
e cornea transplants;

e heart transplants;
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e liver transplants;
e lung transplants;
e heart-lung transplants;

e concurrent kidney-pancreas transplants for patients with concomitant Type 1 diabetes and end-stage
renal failure;

e adult autologous stem cell/bone marrow transplants;
e adult allogeneic stem cell/bone marrow transplants;
e pediatric autologous stem cell/bone marrow transplants;
e pediatric allogeneic stem cell/bone marrow transplants;

e pediatric bowel transplants;

e tissue typing and matching; and
e transplantation of cord blood stem cells.

Medically Necessary.

Companion and recipient travel expenses includingft
connection with approved transplant procedure
Housing and travel expenses for transplant serv
Authorization is required for transplant e i
will be directed by us to a designated Sp
Under Which Benefits Are Provide
other than the designated Specialt

ard and lodging authorized by us in
to a maximum of $5,000 per transplant.

t considered Essential Health Benefits. Prior

S, and procedures related to a transplant. You
ider in accordance with the “General Terms
roup Plan Benefits section. Services provided by
will not be covered.

Exclusions and Limitations;

e All organ and tissue t
“Organ and Tissue Transplan

autologous stem cell rescue not explicitly listed as covered in the
bsection of this Group Plan Benefits section.

e Services for an organ donor or prospective organ donor when the transplant recipient is not a
Member.

e Organ and bone marrow search, selection, storage and eye bank costs.
e Non-human or artificial organs and the related implantation services.

e Permanent or temporary implantation of artificial or mechanical devices to replace or assist human
organ function until the time of organ transplant, except for dialysis to maintain a kidney and
artificial pump bridge to approved cardiac transplants.

e High dose chemotherapy which requires the support of a non-covered bone marrow transplant or
autologous stem cell rescue.
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e Bone marrow transplantation, stem cell rescue or hematopoietic support for human gene therapy
(enzyme deficiencies), autologous stem cell transplantation for acute myocardial infarction
(ASTAMI) or heart failure stem cells for spinal fusion.

e Transplant services not Prior Authorized and/or not provided at the Specialty Care Provider
designated by us are not covered.

Outpatient Pharmaceuticals

Certain outpatient pharmaceuticals, whether administered in a Physician's office, free-standing infusion
center, Ambulatory Surgery Center, outpatient dialysis center or outpatient Hospital, are covered under
your medical plan with Prior Authorization. Refer to the Health Net website, www.healthnetoregon.com
or call our Customer Contact Center at the phone number listed in the back of this Agreement for a list
of drugs that require Prior Authorization. Prior Authorization is not required for prescription drugs and
over-the-counter medications that are determined to be preventive as reommended by the United States
Preventive Services Task Force (USPSTF) A and B recommendatioms:

Pediatric Dental Services

Routine dental care for Enrolled children is covered through the, last dayof the month in which the Child
turns 19 years of age. This plan covers limited pediatfiC dental services that are provided in Class I, 11,
and 111 including orthodontics as outlined on your €gpayment and Coinsurance Schedule.

You can see any licensed dentist and receive benefits Tor.Covered Services and Supplies. If you see a
Participating Provider, charges for Covered ServigeSiwilloe limited to Health Net’s contracted amount
with the Provider. However, if you see adNenpartiGipating Provider, MAA charges will apply. Please see
the “Maximum Allowable Amount (MAA)#portienof this Group Plan Benefits section for more
information. You can obtain a list gfRarticipating Providers by calling our Customer Contact Center at
the phone number listed at the back'of thissAgreement.

Pediatric Dental Deductiblgs®(ifany),'\€opayments and/or Coinsurance and other amounts you pay for
pediatric dental benefits apply towakd your plan’s medical Out-of-Pocket Maximum.

Diagnostic and Preventive'Service§ including:

e |Initial and periodic oral examtnations

e Oral Evaluations, include specialist evaluations

e Topical fluoride treatment, fluoride varnish

e Preventive dental education

e Roentgenology (x-rays)

e Prophylaxis services (cleanings)

Basic Services including:

e Sealants, Space Maintainers, including removable acrylic, fixed band type, and recementation.

e Amalgam, composite resin, acrylic, synthetic or plastic restorations for the treatment of caries.
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e Endodontics

e Periodontics

e Oral surgery

Major Services including:

e Crowns

e Denture and bridge work
Medically Necessary Orthodontia:

¢ Benefits for comprehensive orthodontic treatment are approved by Health Net Dental, only in those
instances that are related to an identifiable syndrome such as cleft lip and or palate, Crouzon’s
syndrome, Treacher-Collins syndrome, Pierre-Robin syndrome, hemi-facial atrophy, hemi-facial
hypertrophy; or other severe craniofacial deformities, which result i physically handicapping
malocclusion as determined by our dental consultants. Benefits ot available for comprehensive
orthodontic treatment for crowded dentitions (crooked teeth), iv@'spacing between teeth,
temporomandibular joint (TMJ) conditions
and/or having horizontal/vertical (overjet/overbite) discrepancies.

Prior Authorized.

dontic treatment must be

Network Benefits Non-Network Benefits
Benefits cre shown as a Benefits are shown as a
Benefit Description and percentage of cligible Dental  percentage of Eligible Dental
Limitations - Expenses.

Diagnostic & Preventive Dental Deductible applies
Services

Exam

D0120 Periodic oral evaluation
D0140 Limited oral evalu
problem focused ......A¢...... . No Charge (MAA applies)
D0145 Oral evaluation fo
patient under 3 years of a
and counseling with a
Primary CaregiVer .........cccovvevveeneeneseesenenns No Charge.......ccevvervnnnnne No Charge (MAA applies)
D0150 Comprehensive oral
evaluation - new or
established patient ..........ccccceveiieiviieinnn No Charge........ccceevevuvennnne. No Charge (MAA applies)
D0160 Detailed and extensive
oral evaluation-problem

No Charge (MAA applies)

focused, by report ........ccovvvveieniniieienns No Charge.......ccveverrnnnnne No Charge (MAA applies)
D0170 Re-evaluation — limited,

problem focused .........ccooeveriiiiiiiin i No Charge.......ccveverrnnnnne No Charge (MAA applies)
D0171 Re-evaluation — post-

operative office VISit .........ccccevvviiiiininnne No Charge.......ccveverrnnnnne No Charge (MAA applies)
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D0180 Comprehensive
periodontal evaluation — new
or established patient ............ccccoecvevviiennenn, No Charge.......ccceevevivennnne. No Charge (MAA applies)

Exams (D0120, D0145, D0150, or D0180) a maximum of twice every 12 months with the following
limitations:

1. DO0150: once every 12 months when performed by the same practitioner;
2. DO0150: twice every 12 months when performed by different practitioners;
3. D0180: once every 12 months

Diagnostic Imaging
D0210 Intraoral - complete series
(including bitewings) ......c.cccoeeevviierinenienn No Charge.......ccovervnnnnne No Charge (MAA applies)
D0220 Intraoral - periapical -
FIrst fillm ..o, No Charge........c......dfi’.. .. Charge (MAA applies)
D0230 Intraoral - periapical each
additional film ... No Charge........ccocent rge (MAA applies)
D0240 Intraoral - occlusal film
D0250 Extra-oral — 2D
projection radiographic
image created using a
stationary radiation source,
and detector .......oovvviieiiee e, ( No Charge (MAA applies)
D0251 Extra-oral posterior
dental radiographic image
D0270 Bitewing - single film ....................5 ;10 DORRR No Charge (MAA applies)

D0272 Bitewings - two films ....... S0 M..........N0 Charge............c.cce..... No Charge (MAA applies)
D0273 Bitewings — three films ...... ~mNo Charge......cccovvevieenne, No Charge (MAA applies)
D0274 Bitewings - four filgasm....... 60 ......... No Charge........ccceevevurenenn. No Charge (MAA applies)
D0277 Vertical bitewings'= 7 to

filMS o N No Charge........cccoevevurenenn. No Charge (MAA applies)
DO0310 Sialography ........cccceeoseneobiinnenennennen. No Charge........c.ceovrvrunnne. No Charge (MAA applies)
D0320 Temporomandibular j

arthrogram, including

INJECHION ... No Charge.......cccoevevvrenenn. No Charge (MAA applies)
D0321 Other temporomandibular

joint radiographic images, by

FEPOIT oo No Charge........c.ceovrvrunnne. No Charge (MAA applies)
D0322 Tomographic SUMVEY .......cccccveverevernene No Charge........ccccevevurenenn. No Charge (MAA applies)
D0330 Panoramic film .........cccooviiiiiiiieen, No Charge.......cc.ceovrvrunnne. No Charge (MAA applies)
D0340 Cephalometric film .........c.cccocoeinennne. No Charge........cccoevevurenenn. No Charge (MAA applies)
DO0350 Oral/facial photographic

IMAGES vveveeiee e No Charge........cccoevevurenenn. No Charge (MAA applies)
DO0351 3D photographic image ...........cccceevenee.. No Charge..........coovrvrunnne No Charge (MAA applies)
D0393 Treatment simulation

using 3D image volume ..........cc.ccecveieinennn, No Charge..........coovrvrunnne No Charge (MAA applies)
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D0394 Digital subtraction of 2 or

more images or image

volumes of the same

MOAAlItY ..o No Charge......cccvvverennnene No Charge (MAA applies)
D0395 Fusion of 2 or more 3D

image volumes of 1 or more

MOAANITIES ...cvveveeeecie e No Charge.......cccevvevivannnne. No Charge (MAA applies)

Radiographs:

1.

2.
3.
4

Test and Examinations

Routine radiographs once every 12 months
Bitewing radiographs for routine screening once every 12 months

Maximum of six radiographs for any one emergency. More can be added if dentally necessary.
For insureds under age six, radiographs may be billed separately every 12 months as follows:
a. D0220 - once

b. D0230 —a maximum of five times

D0270 — a maximum of twice, or D0272 once; for panoramic or intra-oral complete

the five-year period

| complete series (D0210). The
series are:

a. For insureds age six through 11 — a'mini of 10 periapicals and two bitewings for a total

of 12 films
b. For insureds ages 12 and ol intmunyof 10 periapicals and four bitewings for a total
of 14 films
If fees for multiple single ra aphs ed the allowable reimbursement for a full mouth
complete series (DO , rei

If fees for multipl
complete series ( , reimburse for the complete series. Additional films may be covered if
dentally or medically appropriate, e.g., fractures.

D0414 Lab processing of

microbial specimen to

include culture and

sensitivity studies,

preparation and transmission

OF WIItten report ........ccoevvvveninieieieiee, No Charge........c.ceevrvrunnne No Charge (MAA applies)
DO0415 Collection of

microorganisms for culture

and SensitiVity .......ccccoeeviviieiieieee e, No Charge........cccoevevurenenn. No Charge (MAA applies)
D0422 Collection and

preparation of genetic sample
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material for laboratory

analysis and report ........cccccveenenieneennnn, No Charge......cccvevervnnnnne No Charge (MAA applies)
D0423 Genetic test for

susceptibility to disease-

specimen analysis ......ccccoovvevveeivenesiennnn, No Charge.......ccceevevirennnne. No Charge (MAA applies)
D0460 Pulp vitality tests .......ccccevervrvrivenienn No Charge.......ccveverrnnnnne No Charge (MAA applies)
D0470 DiagnostiC Casts ........cevvereerreierrereenns No Charge.......cccevvevivannnne. No Charge (MAA applies)
D0600 Non-ionizing diagnostic

PrOCEAUIE ...ovveieee et No Charge.......ccceevervrennnne. No Charge (MAA applies)

D0601 Caries risk assessment
and documentation, with a
finding of oW risK .......ccccoeviiiiiiiiiie, No Charge.......ccovervnnnnne No Charge (MAA applies)
D0602 Caries risk assessment
and documentation, with a
finding of moderate risk ..........c.cccceevenenn, No Charge........cc....... ...No Charge (MAA applies)
D0603 Caries risk assessment
and documentation, with a
finding of high risk ..........ccccooiiiiiinnn, : arge (MAA applies)
D0999 Unspecified diagnostic
procedure, by report ... .No Charge (MAA applies)
Oral Pathology Laboratory
D0472 Accession of tissue, gross
examination, prep and
transmission of written report
D0474 Accession of tissue, gross
and microscopic exam,
includes assessment of
margins, prep and
transmission of report
D0475 Decalcification pr
D0476 Special stains for

No Charge (MAA applies)

No Charge (MAA applies)
No Charge (MAA applies)

microorganisms ........\ No Charge (MAA applies)
D0477 Special stains, not for

MICrOOrganiSMS ......cccvvvervearenreereeeeesieereeanns No Charge (MAA applies)
D0478 Immunohistochemical

STAINS ovecececce e No Charge (MAA applies)

D0479 Tissue in-situ

hybridization, including

INterpretation ........ccoceeeeevenenineceeee, No Charge........c.ceovrvrunnne. No Charge (MAA applies)
D0480 Processing and

interpretation of exfoliative

cytological smears, including

preparation and transmission

of written report ..o, No Charge........cccoevevurenenn. No Charge (MAA applies)
DO0481 Electron miCroSCoOPY ........cccoveververeennen. No Charge..........coovrvrunnne No Charge (MAA applies)
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D0482 Direct

immunofluorescence ........ccccceevvveniiiinnnen, No Charge......cccvevervnnnnne No Charge (MAA applies)
DO0483 Indirect

immunofluorescence .........ccccevvveniiinnnnn, No Charge.......cccovverennnnne No Charge (MAA applies)
D0484 Consultation on slides

prepared elsewhere ..........cccoveviiiniienien No Charge.......ccveverrnnnnne No Charge (MAA applies)

D0485 Consultation, including
preparation of slides from
biopsy materials supplied by
referring SOUrCe ......ccoovevvveeneene e No Charge.......ccvvverrnnnene No Charge (MAA applies)

D0486 Laboratory accession of
trans epithelial cytologic
sample, micro exam,
preparation and transmission
of Written report ........ccccevvevevieveee e, No Charge........cc....... ...No Charge (MAA applies)

D0502 Other oral pathology
procedures, by report ...

Preventive Services

Prophylaxis Cleaning
D1110 Prophylaxis-adult (age 14

and older) ..o, No Charge (MAA applies)
D1120 Prophylaxis — child (age

14 and UNder) ..oooveeeieeeceree e No Charge (MAA applies)
Fluoride
D1206 Topical application of

fluoride varnish ...........cccccoeviiecccenns No Charge (MAA applies)

D1208 Topical application of
fluoride - excluding varnish
Other Preventive Services
D1310 nutritional couns
control of dental diseaseg""....... No Charge (MAA applies)
D1320 tobacco counseling for
the control and prevention

No Charge (MAA applies)

Oral diSEASE ......cceevveeveireeireie e, No Charge........ccceevevurenenn. No Charge (MAA applies)
D1330 oral hygiene instructions ...................... No Charge.......cc.coeevrvrunnne. No Charge (MAA applies)
Prophylaxis

1. Limited to twice per 12 months.

2. Additional prophylaxis benefit provisions may be available for persons with high risk oral
conditions due to disease process, pregnancy, medications or other medical treatments or
conditions, severe periodontal disease, rampant caries and/or for persons with disabilities who
cannot perform adequate daily oral health care.

Fluoride
1. Limited to twice every 12 months for children under age 19.
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2. Additional topical fluoride treatments may be available, up to a total of 4 treatments per insured
within a 12-month period, when high-risk conditions or oral health factors are clearly
documented for the following insureds who:

Have high-risk oral conditions due to disease process, medications, other medical treatments or
conditions, or rampant caries;

3. Are pregnant;
4. Have physical disabilities and cannot perform adequate, daily oral health care;

Have a developmental disability or other severe cognitive impairment that cannot perform
adequate, daily oral health care; or

6. Are under age 7 with high-risk oral health factors, such as poor oral hygiene, deep pits and
fissures (grooves) in teeth, severely crowded teeth, poor diet, etc.

Basic Services Dental Deductible applies Dental Deductible applies
D1351 Sealant - per tooth ........cccocceveveiviiniinieeen. 50% .50% (MAA applies)
D1352 preventive resin

restoration in a high caries

risk patient - permanent tooth 0% (MAA applies)
D1353 Sealant repair - per tooth..........ccccccvveveenen. .. 50% (MAA applies)
D1354 interim caries arresting

medicament application ............cccooeverieniennns y 50% (MAA applies)

Space Maintainers
D1510 Space maintainer - fixed
—unilateral .........c.ccooovveiiiiniece, 50% (MAA applies)
D1515 Space maintainer - fixed
—bilateral .......ccoooviieiie s 50% (MAA applies)
D1520 Space maintainer -
removable — unilateral
D1525 Space maintainer -
removable — bilateral
D1550 Re-cementation o

50% (MAA applies)

50% (MAA applies)

MaINtainNer ........cooevverenipnens 50% (MAA applies)
D1555 Removal of fixed spac

MAINTAINET ... 5090 50% (MAA applies)
D1575 distal shoe space

maintainer - fixed unilateral...............c.cccoeenni. 5090 50% (MAA applies)
D1999 Unspecified preventive

procedure, by report.........ccoeviiiiieniiinn S0%0 i 50% (MAA applies)

Amalgam Restorations
D2140 Amalgam - one surface,

primary or Permanent...........ccccoecevvevreeieeseennnas 50900, 50% (MAA applies)
D2150 Amalgam - two surfaces,
primary or permanent...........ccccoccevveveeieeseennnns 50900, 50% (MAA applies)

D2160 Amalgam - three
surfaces, primary or
PEIMANENT......eiiiiiiiiie e 5090 50% (MAA applies)
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D2161 Amalgam - four or more

surfaces, primary or

PEIMANENL.......ciuieieiieie e 5090 e, 50% (MAA applies)
Resin-Based Composite

Restorations
D2330 Resin-based composite -

one surface, anterior...........cccovvevevieesvesesnenn 5090 i, 50% (MAA applies)
D2331 Resin-based composite -

two surfaces, anterior..........cccoceveeverivesncnenne. 5090, 50% (MAA applies)
D2332 Resin-based composite -

three surfaces, anterior............ccceeveveviverecnene. 5090 i, 50% (MAA applies)
D2335 Resin-based composite -

four or more surfaces or

involving incisal angle

(ANLEFION) i 50% ..l 50% (MAA applies)
D2390 Resin-based composite

CrOWN, @NEIION ...ecvveieeeieee e 50%..ccciiiiinins ... 50% (MAA applies)
D2391 Resin-based composite -

one surface, POStErior..........ccvevevvivvereeriesnene '50% (MAA applies)

D2392 Resin-based composite -

two surfaces, poSterior .........cccccevvevvereeresnenne. 50% (MAA applies)
D2393 Resin-based composite -

three surfaces, poSterior..........cccccvevvevenenn, : 50% (MAA applies)

D2394 Resin-based composite -
four or more surfaces,
POSLEIION ... n 50% (MAA applies)

Sealants (D1351)
1. Covered only for children u s of age.

2. Limits coverage t
a. Permanentm nd

b. Only one sealant t nt per molar every five years, except for visible evidence of clinical
failure

Space Maintenance
1. Covers fixed and removable (but not lost or damaged) space maintainers (D1510, D1515,
D1520 and D1525)

Restorative
D2410 gold foil - one surface .........cccccceevevvennenne. 50900, 50% (MAA applies)
D2420 gold foil - two surfaces..........ccoceveervrvrnnnne. S50%0 i 50% (MAA applies)
D2430 gold foil - three surfaces...........cccccevvvrnnnee. 50900, 50% (MAA applies)
D2510 Inlay - metallic - one

SUIMTACE ..o 5090 i, 50% (MAA applies)
D2520 Inlay - metallic - two

SUITACES ..o 5090 i, 50% (MAA applies)
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D2530 Inlay - metallic - three or

MOFE SUMTACES ... 5090 50% (MAA applies)
D2542 Onlay - metallic - two

SUITACES ... 5090 50% (MAA applies)
D2543 Onlay - metallic - three

SUITACES ..o 5090 50% (MAA applies)
D2544 Onlay - metallic - four or

MOFE SUMTACES ... 5090 50% (MAA applies)
D2610 Inlay - porcelain/ceramic

- ONE SUMACE....cuiiieieeee e 5090 50% (MAA applies)
D2620 Inlay - porcelain/ceramic

- WO SUITACES ..c.veiieeeeeee e 5090 50% (MAA applies)
D2630 Inlay - porcelain/ceramic

- three or more surfaces...........ccoeevvenveiennnnne. 5090 50% (MAA applies)
D2642 Onlay - porcelain/ceramic

- WO SUITACES ..o 50% ..o 50% (MAA applies)
D2643 Onlay - porcelain/ceramic

- three SUrfaces .......cocvvvvviiieieecse e % (MAA applies)
D2644 Onlay - porcelain/ceramic

- four or more surfaces........cccoceverienveiennnne. 50% (MAA applies)
D2650 Inlay - composite/resin -

ONE SUITACE ..o 50 50% (MAA applies)
D2651 Inlay - composite/resin -

tWO SUITaCeS .....ccvveieiieceec e 50% (MAA applies)
D2652 Inlay - composite/resin -

three or more surfaces..........cccocveevennnns n 50% (MAA applies)
D2662 Onlay - composite/resin -

two surfaces ........ccoceeveveieennnd 50% (MAA applies)
D2663 Onlay - composite/resin -

three surfaces ............. 02, 50% (MAA applies)
D2664 Onlay - composit i

four or more surfaces Wl ... ..o 50% (MAA applies)
D2710 Crown, resin-based

composite (iNdirect) ........ccoeveeveiiieiieieceee, 50900, 50% (MAA applies)
D2712 Crown - 3/4 resin-based

composite (iNdirect) .......ccccccevvveveiieieereceee, 50900, 50% (MAA applies)
D2720 Crown - resin with high

noble metal..........ccccoevveieicie e 50%0.0ccieiieieee e, 50% (MAA applies)
D2721 Crown - resin with

predominantly base metal ...............cccocoveiiennn 50%0.0ccieiieieee e, 50% (MAA applies)
D2722 Crown - resin with noble

MELAL.......eoiiiieie e 50900, 50% (MAA applies)
D2740 Crown -

porcelain/ceramic substrate...........c.ccccceeieennnnn 50900, 50% (MAA applies)
D2750 Crown - porcelain fused

to high noble metal..............ccccoeviiieiiecec 5090, 50% (MAA applies)
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D2751 Crown - porcelain fused

to predominantly base metal ............cccoceenenne. 5090 50% (MAA applies)
D2752 Crown - porcelain fused

tonoble metal..........cccooeiiiiii 5090 50% (MAA applies)
D2780 Crown - 3/4 cast high

noble metal..........ccooviiiiiei e 5090 50% (MAA applies)
D2781 Crown - 3/4 cast

predominantly base metal .............ccccoeiiiennns 5090 50% (MAA applies)
D2782 Crown, 3/4 cast noble

MEtAL......oiiice 50%0.uiiiiiieiiee e 50% (MAA applies)
D2783 Crown - 3/4

POrCelain/CeramicC........ccooeveeieeiieiienieeiesieias 5090 50% (MAA applies)
D2790 Crown - full cast high

noble metal..........ccoooviiieiii e 5090 50% (MAA applies)
D2791 Crown - full cast

predominantly base metal .............cccccooviiienis 50% ..o 50% (MAA applies)
D2792 Crown - full cast noble

MELAL .o % (MAA applies)
D2794 Crown — titanium ..........ccoccvevereenveriesnenn '50% (MAA applies)
D2799 provisional crown -

further treatment or

completion of diagnosis
necessary prior to final

IMPFESSION ..o 50% (MAA applies)
D2910 Recement inlay, onlay, or

partial coverage restoration................. n 50% (MAA applies)
D2920 Recement crown................. 50% (MAA applies)
D2921 reattachment of tooth

fragment, incisal edge or

(U] o TS 50% (MAA applies)
D2930 Prefabricated stai

steel crown - primary
D2931 Prefabricated stainless

crown - permanent tooth ...............cccccveeeennen. 5090 .., 50% (MAA applies)
D2932 Prefabricated resin Crown............cc.ccoeveuenne. S0%0 i 50% (MAA applies)
D2933 Prefabricated stainless

50% (MAA applies)

WINAOW ..ot 5090 .., 50% (MAA applies)
D2934 Prefabricated esthetic
coated stainless steel crown -

primary t00th..........cccooeieiii S0%0 i, 50% (MAA applies)
D2940 Sedative filling .........ccccovvevveieiieie e, 5090 .., 50% (MAA applies)
D2941 interim therapeutic

restoration-primary dentition ...............ccccceeuei. 5090 .., 50% (MAA applies)
D2949 restorative foundation for

an indirect restoration .............ccocceevveieeiecnenne. 5090 .., 50% (MAA applies)
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D2950 Core buildup, including

ANY PINS coviiie et 5090 50% (MAA applies)
D2951 Pin retention - per tooth,

in addition to restoration ............c.cceecveeeseennnne 5090 50% (MAA applies)
D2952 cast post and core in

addition t0 CrOWN .......oceviiiiiiiece e 5090 50% (MAA applies)
D2953 each additional indirectly

fabricated post, same tooth ..........c.cccceevvinnee. 5090 50% (MAA applies)
D2954 Prefabricated post and

core in addition to Crown .........cccceveeveeienennne. 5090 50% (MAA applies)
D2955 post removal..........ccccccevveveeieniene e 5090 i, 50% (MAA applies)

D2957 each additional
prefabricated post, same

TOOLN Lo 5090 50% (MAA applies)
D2960 labial veneer (laminate) -

ChaIrSIde ......cceevieiee 50% ..o 50% (MAA applies)
D2961 labial veneer (resin

laminate) - laboratory..........ccccovviveiiiiniennnn % (MAA applies)
D2962 labial veneer (porcelain
laminate) - laboratory..........ccccovevveiiiiniennnnn 50% (MAA applies)
D2971 additional procedures to
construct new crown under
existing partial denture
framework ..o 50% (MAA applies)
D2975 COPING...cvveveieieiiinieseeieeeeeee e 50% (MAA applies)
D2980 Crown repair, by report 50% (MAA applies)
D2999 unspecified restorative
procedure, by report.................

Permanent crowns (resin-b
D2751 and D2752) as fol

1. Limited to teeth n

2. Limited to four (4) in
allowed

-year period. This limitation includes any replacement crowns

w

Only for insureds at least 16 years of age; and

e

Rampant caries are arrested and the insured demonstrates a period of oral hygiene before
prosthetics are proposed.

Crown replacement:
1. Permanent crown replacement limited to once every seven years;
2. All other crown replacement limited to once every five years; and

3. Possible exceptions to crown replacement limitations due to acute trauma, based on the
following factors:

a. Extent of crown damage;
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b. Extent of damage to other teeth or crowns;
c. Extent of impaired mastication;
d. Tooth is restorable without other surgical procedures; and
e. If loss of tooth would result in coverage of removable prosthetic.
Endodontics
D3110 pulp cap - direct
(excluding final restoration) .........ccccccecevvennnne 5090 i, 50% (MAA applies)
D3120 pulp cap - indirect
(excluding final restoration) .........ccccccecevvennnnn 5090 i, 50% (MAA applies)

D3220 Therapeutic pulpotomy
(excluding final restoration) -
removal of pulp coronal to
the dentinocemental junction
and application of
MediCAMENT........ccveiieiree e 50%0..cciiiiiininn! oondh-...50% (MAA applies)

D3221 Pulpal debridement,
primary and permanent teeth

D3222 Partial pulpotomy for
apexogenesis - permanent
tooth with incomplete root
development........cccocvviveiicie s, 50% (MAA applies)

D3230 Pulpal therapy
(resorbable filling) - anterior,
primary tooth (excluding
final restoration) .........c.ccocvvevvreieiennnns 50% (MAA applies)

D3240 Pulpal therapy
(resorbable filling) -
posterior, primary toot

0% (MAA applies)

50% (MAA applies)

anterior tooth (excluding

final restoration) ... 50900, 50% (MAA applies)
D3320 Endodontic therapy,

bicuspid tooth (excluding

final restoration) ...........ccocvvvieniieni s S50%0 i, 50% (MAA applies)
D3330 Endodontic therapy,

molar (excluding final

reStoration) .......cccecvveveeieiiece e 5090 e, 50% (MAA applies)
D3331 treatment of root canal

obstruction, non-surgical

ACCESS ..vveieesieete ettt S50%0 i 50% (MAA applies)
D3332 incomplete endodontic

therapy; inoperable,

unrestorable or fractured

TOOTh .o S0%0 i 50% (MAA applies)
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D3333 internal tooth repair of

perforation defects ... 5090 50% (MAA applies)
D3346 Retreatment of previous

root canal therapy - anterior...........ccccceeeveennnne 5090 50% (MAA applies)
D3347 Retreatment of previous

root canal therapy - bicuspid...........ccccoceviennens 5090 50% (MAA applies)
D3348 Retreatment of previous

root canal therapy —molar ...........cccocceeveiienns 5090 50% (MAA applies)
D3351 Apexification/

recalcification - initial visit
(apical closure/calcific repair
of perforations, root
resorption, tC.) ..oovvvvvvereiiese e 5090 e, 50% (MAA applies)
D3352 Apexification/
recalcification - interim
medication replacement
(apical closure/calcific repair
of perforations, root
resorption, tC.) ..oovvvvvvereiieese e '50% (MAA applies)
D3353 Apexification/
recalcification-final visit
(includes completed root
canal therapy - apical
closure/calcific repair of
perforations, root resorption,

50% (MAA applies)

VISIt.ciiii e 50% (MAA applies)
D3356 Pulpal regeneration-
interim medicament
replacement.................... . 50% (MAA applies)

completion of treatment.. ...
D3410 Apicoectomy — anterio

Apicoectomy/periradicular

SUFQErY - aNterior......ccccvvevverieceecie e 50900, 50% (MAA applies)
D3421 Apicoectomy/

periradicular surgery -

bicuspid (FIrst root) .......cccccoevvviiiiiiniiennn S50%0 i 50% (MAA applies)
D3425 Apicoectomy/

periradicular surgery - molar

(FIFSt FOOL) wveveeiece e 50900, 50% (MAA applies)
D3426 Apicoectomy/

periradicular surgery (each

additional root) .........ccocvvieiiiiien e S0%0 i, 50% (MAA applies)

...................... 50%..c.ccciviieiniiniinennene... 50% (MAA applies)
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D3427 periradicular surgery

without apiCOBCIOMY .......cceeviiiriiiiecee e 5090 50% (MAA applies)
D3428 bone graft in conjunction

with periradicular surgery-per

tooth, Single SIte .......ccccvvvvveieviecece e 5090 e, 50% (MAA applies)
D3429 bone graft in conjunction

with periradicular surgery -

each additional contiguous

tooth in same surgical Site...........ccccvviveivennnne. 50900, 50% (MAA applies)
D3430 retrograde filling - per
010 ] A OSSR 5090 e, 50% (MAA applies)

D3431 biologic materials to aid
in soft and osseous tissue
regeneration in conjunction
with periradicular surgery ........cccocceeevvivernennnn. 50% ..l 50% (MAA applies)

D3432 guided tissue
regeneration, resorbable
barrier, per site in
conjunction with
periradiCular SUFgery ........coocvvveeieenesieseeneas 50% (MAA applies)

D3450 Root amputation - per

FOOL ..t 50 50% (MAA applies)
D3460 endodontic endosseous
IMPlaNt ... 50% (MAA applies)

D3470 intentional reimplantation
(including necessary
Splinting) ...ooovvveieiiiie, 50% (MAA applies)

D3910 surgical procedure for
isolation of tooth with rubber
dam.....coovveiree 0 50% (MAA applies)

D3920 Hemisection (includi
any root removal), no
including root canal therapy..4"..................... S50%0 i 50% (MAA applies)

D3950 canal preparation and
fitting of preformed dowel or

POSE ..ttt 5090 .., 50% (MAA applies)
D3999 unspecified endodontic

procedure, by report.........cccovveveiieie e 50900, 50% (MAA applies)
Endodontic therapy

For permanent teeth:
1. Anterior and bicuspid endodontic therapy (D3310 and D3320) is covered for all insureds; and
2. Molar endodontic therapy (D3330) covered only for 1st & 2nd molars.

Endodontic retreatment and apicoectomy/periradicular surgery
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1. Retrograde filling (D3430) is covered only when done in conjunction with a covered
apicoectomy of an anterior tooth.

Periodontics
D4210 Gingivectomy or

gingivoplasty - four or more

contiguous teeth or tooth

bounded spaces per quadrant...............ccceevennnnn 5090 i, 50% (MAA applies)
D4211 Gingivectomy or

gingivoplasty - one to three

contiguous teeth or tooth

bounded spaces per quadrant.............c.ccceevenninn 5090 i, 50% (MAA applies)
D4230 anatomical crown

exposure - four or more

contiguous teeth per quadrant ............ccccceeuenee. 5090 i e 50% (MAA applies)
D4231 anatomical crown

exposure - one to three teeth

PEr qUAAIANT ......ecveiieieee e 50% ..t (MAA applies)
D4240 Gingival flap procedure,

including root planing - four

or more contiguous teeth or

tooth bounded spaces per

QUAAIANT. ... :
D4241 Gingival flap procedure -

including root planing -one to

three contiguous teeth or

tooth bounded spaces per

quadrant..........ccceeerininienenen, . 50% (MAA applies)
D4245 apically positioned flap 50% (MAA applies)
D4249 Clinical crown

lengthening - hard tiss@e................ 50% (MAA applies)
D4260 Osseous surgery

(including flap entry a

closure) - four or more

contiguous teeth or tooth

bounded spaces per quadrant..............c.ccceveuenne. 50%0..eiiiiiiiiee e, 50% (MAA applies)
D4261 Osseous surgery

(including flap entry and

closure) - one to three

contiguous teeth or tooth

bounded spaces per quadrant...............ccccceeuenn 5090 .., 50% (MAA applies)
D4263 Bone replacement graft -

retained natural tooth - first

Site i quadrant.........c.coocevvvieieieses s S0%0 i, 50% (MAA applies)
D4264 Bone replacement graft -

retained natural tooth - each

additional site in quadrant..............cccccoeeernnnne. 5090, 50% (MAA applies)

............................ 50% (MAA applies)
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D4265 biologic materials to aid
in soft and osseous tissue

FEQENEratioN........ccevveieeieiieseeee e 5090 i, 50% (MAA applies)
D4266 guided tissue regeneration
- resorbable barrier, per Site .........ccccevvverernenne. 5090 e, 50% (MAA applies)

D4267 guided tissue regeneration
- nonresorbable barrier, per
site (Includes membrane

remMOoVal) ....oooveieeeceec 50900, 50% (MAA applies)
D4268 surgical revision

procedure, per tooth .........ccccevvevevieere e 5090 i, 50% (MAA applies)
D4270 Pedicle soft tissue graft

PrOCEAUIE......vveieeeie e cie e 5090 i, 50% (MAA applies)

D4273 Subepithelial connective
tissue graft procedures, per
TOOLN L 50% ..o 50% (MAA applies)

D4274 mesial/distal wedge
procedure single tooth (when
not performed in conjunction
with surgical procedures in
the SamMe area.........ccocveveeveeiee e 50% (MAA applies)

D4275 non-autogenous
connective tissue graft
(including recipient site and
donor material) first tooth
implant ... n 50% (MAA applies)

D4276 combined connective
tissue and double pedicle
graft, per tooth...........ccocvvvvennen. 50% (MAA applies)

D4283 autogenous connecti
tissue graft procedur
additional contiguous
implant or edentulous tooth .."................... S50%0 i 50% (MAA applies)

D4285 non-autogenous
connective tissue graft
procedure - each additional
contiguous tooth, implant or

edentulous tooth...........cccccvveveeiiicce e, 5090 .., 50% (MAA applies)
D4320 provisional splinting -

INracoronal ..........ccccovveeveveeve e 5090 .., 50% (MAA applies)
D4321 provisional splinting -

extracoronal..........ccccccevvvevi i, 5090 .., 50% (MAA applies)

D4341 Periodontal scaling and
root planing - four or more
teeth per quadrant..........ccoceovverenenenenineens S0%0 i, 50% (MAA applies)
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D4342 Periodontal scaling and

root planing - one to three

teeth, per quadrant............cccccevevevieienieecncee, 5090 e, 50% (MAA applies)
D4346 scaling in presence of

generalized moderate or

severe gingival inflammation........................... 5090 50% (MAA applies)
D4355 Full mouth debridement

to enable comprehensive

evaluation and diagnosis.........cccccvevververernenne 50900, 50% (MAA applies)
D4381 localized delivery of

antimicrobial agents via a

controlled release vehicle

into diseased crevicular

tissue, per tooth ... 5090 50% (MAA applies)
D4910 Periodontal maintenance..........c.c.cceevvevvnee. 50% ..l 50% (MAA applies)
D4920 unscheduled dressing

change (by someone other

than treating dentist or their

SEAFT) v '50% (MAA applies)

D4921 Gingival irrigation - per

QUAATANT. ... 50% (MAA applies)
D4999 unspecified periodontal

procedure, by report.........cccevvevviieiiennenn : 50% (MAA applies)
Non-surgical periodontal services — Peri and root planning (D4341 and D4342);

1. Allowed once every two years;

2. A maximum of two quadra
circumstances;

of service is payable, except in extraordinary

3. Quadrants are no ited to

pockets 5 mm or

a. D4341 is allowed for
greater;

sical area, but are further defined by the number of teeth with
rants with at least four or more teeth with pockets 5 mm or

b. D4342 is allowed for quadrants with a least one to three teeth with pocket depths of 5 mm or
greater.

Periodontal maintenance (D4910)
1. Allowed once every six months;

a. Limited to following periodontal therapy (surgical or non-surgical) that is documented to
have occurred within the past three years.

2. May not reimburse for procedures identified by the following codes if performed on the same
date of service:

a. D1110 (Prophylaxis — adult)
b. D1120 (Prophylaxis — child)
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c. D4210 (Gingivectomy or gingivoplasty — 4 or more contiguous teeth or bounded teeth spaces
per quadrant)

d. D4211 (Gingivectomy or gingivoplasty — 1 to 3 contiguous teeth or bounded teeth spaces per
quadrant)

e. D4341 (Periodontal scaling & root planning — 4 or more teeth per quadrant)
f. D4342 (Periodontal scaling & root planning — 1to 3 teeth per quadrant)

g. D4355 (Full mouth debridement to enable comprehensive evaluation & diagnosis)-allowed
once every 2 years.

h. D4910 (Periodontal maintenance)

Oral Surgery
D7111 Extraction, coronal

D7140 Extraction, erupted tooth

D7210 Surgical removal of

D7220 Removal of impacted
D7230 Removal of impacted
D7240 Removal of impacted

D7241 Removal of impact

D7250 Surgical removal of

remnants - deciduous tooth ............ccccceeveveee.

or exposed root (elevation
and/or forceps removal) .........cccecveveiieieinnnne.

erupted tooth requiring
elevation of mucoperiosteal
flap and removal of bone
and/or section of tooth ............cccceevieiiinns : 50% (MAA applies)

t00th - SOFt LISSUE ....cvveveveciec i) 50% (MAA applies)

tooth - partially bony..........ccccooveinl 50% (MAA applies)

tooth - completely bony ............ 50% (MAA applies)

tooth - completely bo
unusual surgical
COmMPliCationS .......c.ccvvevveveeceee it 5090 i, 50% (MAA applies)

residual tooth roots (cutting
PrOCEAUIE) ..o S50%0 i 50% (MAA applies)

D7270 Tooth reimplantation

and/or stabilization of
accidentally evulsed or
displaced tooth ..........ccocvviiiiii e S50%0 i 50% (MAA applies)

D7280 Surgical access of an

unerupted tOOth .........cccoeveiiiiiie e 50%0...ciiiiiieee e 50% (MAA applies)

D7310 Alveoloplasty in

conjunction with extractions
— four or more teeth or tooth
spaces, per quadrant..........cocceeerereneneseniennens S50%0 i 50% (MAA applies)
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D7311 Alveoloplasty in
conjunction with extractions -
one to three teeth or tooth
spaces, per quadrant............cccoeerenieneeneneeen 5090 50% (MAA applies)

D7320 Alveoloplasty not in
conjunction with extractions
—four or more teeth or tooth
spaces, per quadrant............cccoeerenieneenenenen 5090 50% (MAA applies)

D7321 Alveoloplasty not in
conjunction with extractions -
one to three teeth or tooth
spaces, per quadrant............cccoeerenieneeneneeens 5090 50% (MAA applies)

D7471 Removal of lateral
exostosis (maxilla or
Mandible) ... 50% .ccceeiieiieieene sl 50% (MAA applies)

D7510 Incision and drainage of
abscess - intraoral soft tissue

UP O S CMeuteiee e % (MAA applies)
D7971 Excision of pericoronal

INQIVA..oeiiiii et 50% (MAA applies)
D7910 Suture of recent small

WOUNDS ... 50! 50% (MAA applies)

1. Alveoloplasty is covered without a corre traction (D7320-D7321) only for Members

under age 19.
2. Covers frenulectomy/frenuloplasty wing situations:
Once pre lifetime per a

ulec only*for insureds age 12 through 19;

. When the ins
. When the con

a
b. Maxillary labial f
c lossia;
d

e. When the frenum i

Major Services Dental Deductible applies Dental Deductible applies
Prosthodontics (removable)
D5110 Complete denture -

MAXTHAIY ....ocveiiii S50%0 i 50% (MAA applies)
D5120 Complete denture -

MaNdibUIAr ... S50%0 i 50% (MAA applies)
D5130 Immediate denture -

MAXTHArY ..o S50%0 i 50% (MAA applies)
D5140 Immediate denture -

MaNdibUIAr ... S50%0 i 50% (MAA applies)
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D5211 Maxillary partial denture
- resin base (including any
conventional clasps, rests and
teeth) e 5090 50% (MAA applies)

D5212 Mandibular partial
denture - resin base
(including any conventional
clasps, rests and teeth) .........cccccoveveiiiiiene. 5090 50% (MAA applies)

D5213 Maxillary partial denture
- cast metal framework with
resin denture bases (including
any conventional clasps, rests
and teeth) ......ccooveveiiece e 5090 e, 50% (MAA applies)

D5214 Mandibular partial
denture - cast metal
framework with resin denture
bases (including any
conventional clasps, rests and
teeth) v '50% (MAA applies)

D5281 Removable unilateral
partial denture - one piece
cast metal (including clasps

and teeth)
D5410 Adjust complete denture -

MaXIary .......cccooovvviininieceeee 50% (MAA applies)
D5411 Adjust complete denture -

mandibular ............ccooveiiinnnn, 50% (MAA applies)
D5421 Adjust partial denture -

Maxillary ..., 50% (MAA applies)
D5422 Adjust partial dent

mandibular ............A...... . 50% (MAA applies)
D5510 Repair broken co

denture base .........ccccunee. i D090, 50% (MAA applies)

D5520 Replace missing or
broken teeth - complete

denture (each tooth) .......ccccccvvveviiieiiciec, 50900, 50% (MAA applies)
D5610 Repair resin denture base.............ccocvvvennne. S0%0 i 50% (MAA applies)
D5620 Repair cast framework ...........cccccceveevenenee. 5090 .., 50% (MAA applies)
D5630 Repair or replace broken

ClASP v 5090 .., 50% (MAA applies)
D5640 Replace broken teeth -

PEI tOOth ... 5090 .., 50% (MAA applies)
D5650 Add tooth to existing

partial denture .........c.ccooeveieie i 5090 .., 50% (MAA applies)
D5660 Add clasp to existing

partial denture .........cccccoeve e 5090 .., 50% (MAA applies)
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D5670 Replace all teeth and

acrylic on cast metal

framework (maxillary) ........ccccceeveveiiveiinnnnne. 5090 e, 50% (MAA applies)
D5671 Replace all teeth and

acrylic on cast metal

framework (mandibular) .........ccccoooeiiiiiinn. 5090 50% (MAA applies)
D5710 Rebase complete

maxillary denture ..o 5090 50% (MAA applies)
D5720 Rebase maxillary partial

ENTUNE....eii s 5090 50% (MAA applies)
D5721 Rebase mandibular partial

ENTUNE....eiii s 5090 50% (MAA applies)
D5730 Reline complete

maxillary denture (chairside) ........ccccocceveennnns 5090 50% (MAA applies)

D5731 Reline complete
mandibular denture
(ChaIrSIdE) .ovveveeiecie e 50%..ccciiiiieinns ... 50% (MAA applies)

D5740 Reline maxillary partial
denture (chairside) ......ccccccoeeviveiiiienieecee,

D5741 Reline mandibular partial
denture (chairside) ......ccccccoevviveiiiienieecee, 50% (MAA applies)

D5750 Reline complete
maxillary denture
(Iaboratory) .....ccccevveviieceece e, 50% (MAA applies)

D5751 Reline complete
mandibular denture

'50% (MAA applies)

(laboratory) .......cccccovviiiiinnnnn, 50% (MAA applies)
D5760 Reline maxillary partial

denture (laboratory) .................. 50% (MAA applies)
D5761 Reline mandibular

denture (laboratory) £:...... . 50% (MAA applies)
D5820 interim partial de

(maxillary) .....c.cceevevenen. i D090, 50% (MAA applies)
D5821 interim partial denture

(mandibular) ... 50%0...ciiiiiie e 50% (MAA applies)
D5850 Tissue conditioning,

MaXillary ......ccoooveiiiec 5090 50% (MAA applies)
D5851 Tissue conditioning,

mandibular ... 5090 50% (MAA applies)

1. Insured age 16 years and older are eligible for removable resin base partial dentures (D5211-
D5212) and full dentures (complete or immediate, D5110-D5140).
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Resin partial dentures:

1. Insured must have one or more anterior teeth missing or four or more missing posterior teeth per
arch with resulting space equivalent to that loss demonstrating inability to masticate. Third
molars are not a consideration when counting missing teeth.

Replacement of removable partial or full dentures:

1. Replacement of removable partial or full dentures, when it cannot be made clinically serviceable
by a less costly procedure (e.g., reline, rebase, repair, tooth replacement), is limited to the
following:

2. For insureds at least 16 years and under 19 years of age — shall replace full every 10 years or
partial dentures once every five years, only if dentally appropriate. This does not imply that
replacement of dentures or partials must be done once every ten years, but only when dentally
appropriate

3. The 10-year limitations apply to the insured regardless of the #iSured’s Enrollment status at the

time insured’s last denture or partial was received

1. Covered for insureds age 16 and older a maximum ears, per arch
Denture rebase procedures

1. Covers rebases only if a reline may not ade <@ Olve t
Denture reline procedures

1. Limited to once every three years
Interim partial dentures or “flippers™ (D

1. Allowed if the insured has terior teeth missing
Tissue conditioning

1. Allowed once per déenture unit'th conjunction with immediate dentures; and
2. Allowed once pri w prosthetic placement

Maxillofacial Prosthetics
D5986 Fluoride gel carrier........cccoevevveeniverennneen. 5090 50% (MAA applies)

1. Fluoride gel carrier (D5986) is limited to those patients whose severity of oral disease causes
the increased cleaning and fluoride treatments allowed being insufficient. The dental
practitioner must document failure of those options prior to use of the fluoride gel carrier.

2. All other maxillofacial prosthetics (D5900-D5999) are medical services.

Medically Necessary

Orthodontic Services Dental Deductible applies Dental Deductible applies
OrthodontiC SErViCeS.......cccoevveieiieie e 5090 ., 50% (MAA applies)
Benefits for comprehensive orthodontic treatment are approved by Health Net Dental, only in those
instances that are related to an identifiable syndrome such as cleft lip and or palate, Crouzon’s
syndrome, Treacher-Collins syndrome, Pierre-Robin syndrome, hemi-facial atrophy, hemi-facial
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hypertrophy; or other severe craniofacial deformities, which result in physically handicapping
malocclusion as determined by our dental consultants. Benefits are not available for comprehensive
orthodontic treatment for crowded dentitions (crooked teeth), excessive spacing between teeth,
temporomandibular joint (TMJ) conditions and/or having horizontal/vertical (overjet/overbite)
discrepancies. All orthodontic treatment must be Prior Authorized.

Adjunctive General and

Other Services Dental Deductible applies Dental Deductible applies
Adjunctive Services
D9110 palliative (emergency)

treatment of dental pain -

MINOK PrOCEAUNE ...t 5090 50% (MAA applies)
D9120 fixed partial denture
SECIONING ..ot 5090 50% (MAA applies)

D9210 local anesthesia not in
conjunction with operative or
surgical procedures ........ccevvvieereeresieeseeeenes 50%....cccccvennn G ...50% (MAA applies)

D9211 regional block anesthesia..........cc.ccocvvuennee. 50% ..o o (MAA applies)

D9212 trigeminal division block
ANESNESIA ... 50% (MAA applies)

D9215 local anesthesia in
conjunction with operative or
surgical procedures ........ccccevvververeerieernennenn, 50% (MAA applies)

D9219 evaluation for deep
sedation or general anesthesia

D9223 deep sedation/general
anesthesia-each 15 minute
iNCrement.........ccccceevveveeinecnenn, . 50% (MAA applies)

D9230 inhalation of nitrous
oxide/anxiolysis analgesi

D9243 intravenous modefate
(conscious)
sedation/analgesia-each 15
minute increment ............ S 50%0.0ccuiiiiieieee e 50% (MAA applies)

D9248 non-intravenous
conscious sedation. This
includes non-iv minimal and
moderate sedation. ..........cccccocveveiiieniecieiienan 5090 .0 50% (MAA applies)

D9310 consultation (diagnostic
service provided by dentist or
Physician other than
practitioner providing
treatment) .....cooeveviiiiee S0%0 i 50% (MAA applies)

D9311 consultation with a
medical health care
Professional...........cccevveveiieii i 5090 i 50% (MAA applies)

50% (MAA applies)

50% (MAA applies)
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D9410 house/extended care

facility call ..o 5090 50% (MAA applies)
D9420 hospital or ambulatory

surgical center call ... 5090 50% (MAA applies)
D9430 office visit for

observation (during regularly
scheduled hours) - no other

services performed..........cccocoevveienieniencsenne, 5090 50% (MAA applies)
D9440 office visit - after
regularly scheduled hours............cccooceviniennnns 5090 50% (MAA applies)

D9450 case presentation, detailed
and extensive treatment

PlANNING......iiieice e 5090 i, 50% (MAA applies)
D9610 therapeutic parenteral
drug, single administration.............ccccceevreenne. 50% ..l 50% (MAA applies)

D9612 therapeutic parenteral
drugs, two or more
administrations, different
MEdICALIONS ....c.vveeveceee e '50% (MAA applies)

D9630 office visit for
observation (during regularly
scheduled hours) - no other
services performed.........cccoovvviviiveieciiennnn, 50% (MAA applies)

D9910 application of
desensitizing medicament................. 50% (MAA applies)

D9911 application of
desensitizing resin for
cervical and/or root surface,

Per toOth .....ccovevveeiieceeecee 50% (MAA applies)
D9920 behavior manage

[=1010] { ENUUIRIURRR A . 50% (MAA applies)
D9930 treatment of

complications (post-surgi
- unusual circumstances, b

TEPOIT .t S0%0 i 50% (MAA applies)
D9940 occlusal guard, by report..........cccccoeevveneenee. 5090 .., 50% (MAA applies)
D9942 repair and/or reline of

occlusal guards.........c.cccevevieveece e 5090 .., 50% (MAA applies)
D9943 occlusal adjustment..........ccooceevverinennnne. S50%0 i 50% (MAA applies)
D9999 unspecified adjunctive

procedure, by report.........cceeveviiiniiiee S0%0 i, 50% (MAA applies)

1. Fixed partial denture sectioning (D9120) is covered only when extracting a tooth connected to a
fixed prosthesis and a portion of the fixed prosthesis is to remain intact and serviceable,
preventing the need for more costly treatment.
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Anesthesia
1. Only use general anesthesia or 1V sedation for those insured with concurrent needs: age,
physical, medical or mental status, or degree of difficulty of the procedure (D9223 and D9243).

D9223 or D9243: each 15-minute period; up to three and one-half hours;
Each 15-minute period represents a quantity of one

Nitrous Oxide (D9230) is per date of service, not by time

Oral pre-medication anesthesia for conscious sedation (D9248);

Limited to insureds under 13 years of age;

Limited to four times a year;

Includes payment for monitoring and Nitrous Oxide

© © N o g A~ wD

D9630 is limited to those oral medications used during a procedure and is not intended for *““take
home” medication

Pediatric Vision Services

This plan covers routine vision services and supplies for Enralied children‘through the last day of the
month in which the Child turns 19 years of age as deseFtbedhon yeur @opayment and Coinsurance
Schedule. You must utilize Participating ProvidersgA list ofParticipating Providers is available at
www.healthnetoregon.com or by calling our CustomenCeéntact Center at the phone number listed at the
back of this Agreement.

Copayments and/or Coinsurance and othemamounts yaw,pay for pediatric vision benefits do not apply
toward your plan’s medical Deductibles.

Routine eye exam (limit: 1 per Calendar Year)
Provider selected frames (limit: 1 per£alendar Year)

Lenses (limit: 1 pair pergCalendar Year), including:
e Single vision, bifacalffocal, lenticular

e Glass or Plastic
Optional lenses and treatments, including:
e UV Treatment
e Tint (Fashion & Gradient & Glass-Grey)
e Standard Plastic Scratch Coating
e Standard Polycarbonate
e Photocromatic/Transitions Plastic
e Standard Anti-Reflective Coating
e Polarized

e Standard Progressive Lens
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e Hi-Index Lenses

e Blended segment lenses

e Intermediate vision lenses

e Select or ultra-progressive lenses

Provider- selected contact lenses (in lieu of eyeglass lenses):
e Daily wear: up to 3 month supply of daily disposable, single vision.

e Extended wear: up to 6 month supply of monthly or 2 week disposable, single vision.
e Conventional: 1 pair from a selection of provider designated contact lenses.
e Medically Necessary

Contact Lens Allowance: Allowances are one-time use benefits; no remaining balance.

Medically Necessary contact lenses: Contact lenses may be determiged to be Medically Necessary and
appropriate in the treatment of patients affected by certain conditigfis. In géneral, contact lenses may be
Medically Necessary and appropriate when the use of contact lenseSgiaflteu of gyeglasses, will result in
significantly better visual and/or improved binocular function, includingyaveidance of diplopia or
suppression.

Contact lenses may be determined to be Medically Ne€essary forthedreatment of conditions, including,
but not limited to: keratoconus, pathological myopi@; aphakia, anisemetropia, aniridia, corneal disorders,
post-traumatic disorders, and irregular astigmatism.

Medically Necessary contact lenses are dispensethimilieu‘afiother eyewear. Participating Providers will
obtain the necessary Prior Authorizationgd@gthese Serviees.

Prescription Drug Benefits

This plan covers pharmacy sekvices asdescribed below and are subject to benefit maximums as shown
in the “Professional Medigal Services @and Supplies” section of your Copayment and Coinsurance
Schedule. Coverage is subjecigo'the Deductible (if any), Copayments, Coinsurance as shown on the
Copayment and Coinsurance Schedule in the “Outpatient Prescription Drug Benefits” section, except as
stated below.

Coverage includes all Medically Necessary prescription Food and Drug Administration (FDA) approved
drugs, compounded medications of which at least one ingredient is a prescription FDA approved drug,
orally administered anticancer medications, preventive pharmacy medications, tobacco cessation
medications, women’s contraception methods supported by the Health Resources and Services
Administration (HRSA) guidelines, and any other drug which under law may only be dispensed by
written prescription of a duly licensed health care Provider, diabetic supplies, and insulin. Coverage also
includes prescription medications associated with an Emergency Medical Condition, including those
purchased in a foreign country.
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e Mac A Plans. When a generic form of a brand name drug exists, the generic drug will be dispensed,
and in most cases, the Tier 1 Copayment and/or Coinsurance shall apply. An approved generic
equivalent shall mean a generic drug that has been given an “A” therapeutic equivalent code by the
Department of Health and Human Services. If a generic equivalent exists but a brand name drug is
requested and approved, you may be required to pay an ancillary charge equal to the difference
between the cost of the generic drug and the brand name drug in addition to the applicable
Copayment and/or Coinsurance. This ancillary charge does not apply toward your plan’s Out-of-
Pocket Maximumes.

e The amount of drug to be dispensed per filled prescription shall be for such quantities as directed by
the licensed prescriber (e.g. Physician, pharmacist) as allowed by law, but in no event shall the
quantity exceed a 90-day supply when filled in a pharmacy or a 90-day supply when filled through
mail order. Benefits are based on FDA approved dosing guidelines. Some drugs, including, but not
limited to, compounded medications, require Prior Authorization and/or may have a dosage or
quantity restriction set by the Plan.

e All drugs, including insulin and diabetic supplies, must be pres
by a Physician under Referral and must be dispensed by a Part
for Emergency Medical Care rendered outside the Service Area.
prescribed by a Participating Provider or by a Physicia
CommunityCare 3T or PPO Plan.

a Participating Provider or
Prowider pharmacy, except
ment that drugs must be

e Prescription Deductibles (if any), Copayments g
drugs apply toward your plan’s medical Ou

e Specialty Pharmacy. Certain drugs identifi
Specialty Pharmacy drugs under you

e Orally Administered Antican
administered anticancer i sed to kill or slow the growth of cancerous cells which under
n prescription of a duly licensed health care Provider. Mail

order prescriptions a

e Tobacco cessation medi . Food and Drug Administration (FDA) approved prescription drugs
classified as smoking cessation medications are covered when dispensed by a Participating Provider
pharmacy. FDA approved, over-the-counter tobacco cessation medications require a prescription
from your Participating Provider. No Deductible, Copayment and/ or Coinsurance shall apply for
each prescription or refill of a generic class drug when dispensed by a Participating Provider
pharmacy. If a generic class drug is not available, no Deductible, Copayment and/ or Coinsurance
shall apply for each prescription or refill of a brand name drug. Deductible, Copayment and/ or
Coinsurance will apply to brand name drugs that have generic equivalents, unless the Provider
indicates the brand name drug is Medically Necessary.
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Preventive Pharmacy. Preventive Pharmacy medications require a prescription and are limited to
prescription drugs and over-the-counter medications that are determined to be preventive as
recommended by the United States Preventive Services Task Force (USPSTF) A and B
recommendations. A listing of these medications may be identified at the following USPSTF
website: http://www.uspreventiveservicestaskforce.org/Page/Name/uspstf-a-and-b-
recommendations/. No Deductible, Copayment and/ or Coinsurance shall apply for each prescription
or refill of a generic class drug when dispensed by a Participating Provider pharmacy. If a generic
class drug is not available, no Deductible, Copayment and/ or Coinsurance shall apply for each
prescription or refill of a brand name drug. Deductible, Copayment and/ or Coinsurance will apply to
brand name drugs that have generic equivalents.

Compounded medications, and prescriptions or refills dispensed by a Nonparticipating Provider
pharmacy are not covered.

Women’s contraception methods. Food and Drug Administration (FDA) approved contraceptive
methods, patient education and counseling for all women with repr@ductive capacity are covered
when dispensed by a Participating Provider pharmacy. If the ini nth supply is prescribed,
then a 12 month refill of the same contraceptive is covered, re
covered under the plan.

FDA approved, over-the-counter contraceptive method ire a prescription from your

patches, injectables and self-

apply for each prescription or refill of a ge .‘ drug when dispensed by a Participating
Provider pharmacy.

If a generic class drug is not availab
for each prescription or refill of a bran
apply to brand name drugs tha
name drug is Medically Necess

Copayment and/ or Coinsurance shall apply
. Deductible, Copayment and/ or Coinsurance will
quivalents unless the Provider indicates the brand

Abortifacient drugs, ¢
Nonparticipating Provider

nded ‘'medications, and prescriptions or refills dispensed by a
cyare not covered.

Growth Hormone Drugs, Gr
Necessary and if our medi

h hormone drugs are covered if determined to be Medically
armacy policy criteria are met. Prior Authorization is required.

The level of benefit you receive is based on the status of the drug on the Essential Rx Drug List
(EDL) at the time your prescription is filled. Only drugs listed on the EDL are covered. The EDL
may be revised up to four times per Calendar Year based on the recommendations of the Pharmacy
and Therapeutics Committee. Any such changes including additions and deletions from the EDL will
be communicated to Participating Providers. The EDL can be found on the Health Net website at
https://www.healthnetoregon.com/content/dam/centene/healthnet/pdfs/pharmacy/or/or_essential_rx
list.pdf. Compounded medications are subject to the Tier 3 Copayment and/or Coinsurance. Brand
name drugs with generic equivalents are subject to the Tier 3 Copayment and/or Coinsurance as
soon as a generic becomes available.
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If a drug is not on the EDL, and is not specifically excluded from coverage, your doctor can ask for
an exception. To request an exception, your doctor can submit a Prior Authorization request along
with a statement supporting the request. Requests for Prior Authorization may be submitted by
telephone, mail, or facsimile (fax). If we approve an exception for a drug that is not on the EDL, the
non-preferred brand tier (Tier 3) Copayment applies, except for FDA approved Preventive Pharmacy
medications, which would be covered at no cost. If you are suffering from a condition that may
seriously jeopardize your life, health, or ability to regain maximum function, or if you are
undergoing a current course of treatment using a drug that is not on the EDL, then you, your
designee or your doctor can request an expedited review. Expedited requests for Prior Authorization
will be processed within 24 hours after Health Net's receipt of the request and any additional
information requested by Health Net that is reasonably necessary to make a determination.

Reimbursement (minus the Copayment and/or Coinsurance) will be made for prescriptions filled by
a pharmacy other than a Participating Provider pharmacy for Emergency Medical Care rendered
outside the Service Area, upon presentation of pharmacy receipts togHealth Net and sufficient
documentation to establish the need for Emergency Medical Car.

Reimbursement (minus the Copayment and/or Coinsurance) de for coverable prescriptions

Cost sharing paid on your behalf for any pr
Drug Discount, Coupon, or Copay Card pro

In accordance with state regulations, up , Health Net will synchronize refill dates of

prescription drugs so that drug at the same frequency may be refilled concurrently.
To request synchronization plea ustomer Contact Center at the number listed at the back
of this Agreement.

All pharmacy service this Agreement must be within a pharmacist’s lawful scope of
practice, as defined by the state 0f Oregon.

Exclusions and Limitations:
The following items are excluded from the prescription drug coverage:

Drugs and medicines prescribed or dispensed other than as described in the Prescription Drug
Benefit section.

Early refills other than for changes in directions (all medications) or for eye drops used in the
treatment of glaucoma.

Over-the-counter drugs other than insulin and preventive pharmacy medications, tobacco cessation
medications or women’s contraceptive methods prescribed by a Provider as noted above in this
section.
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e Any prescription drug for which an over-the-counter therapeutic equivalent is available, except for
preventive pharmacy medications, tobacco cessation medications or women’s contraceptive methods
prescribed by a Provider.

e Diabetic supplies (other than blood glucose test strips, lancets, insulin syringes and needles).
e Hypodermic Syringes and Needles (other than insulin syringes and needles).
e Injectable medications other than those listed on the Essential Rx Drug List (EDL).

e Dietary supplements, food, health and beauty aids, herbal remedies, and vitamin preparations other
than prescription prenatal vitamins and prescription vitamins with fluoride and supplements or
vitamins which are prescribed for preventive purposes in accordance with the U.S. Preventive
Services Task Force A and B recommendations as described in the “Preventive Pharmacy” section
above.

e Medical foods except as covered under the “Inborn Errors of Metab@lism” subsection in the Group
Plan Benefits section.

e Drugs for the treatment of onychomycosis (nail fungus).
e Drugs used for infertility.
e Drugs used for appetite suppression or drugs for bodysweltght reduction.

e In the absence of a DSM mental health disordeg0f sexual dysfunction being the primary diagnosis,
drugs used for sexual enhancement, to improve Sexual’performance, to treat erectile dysfunction or
to increase libido are not covered.

e Growth hormone injections or treatments, except t@treat documented growth hormone deficiencies
as described in the “Growth Hormone'Brugs:. section above.

e Prescription refills due to loss, ¢heft.,or damage.
e Drugs and medicines used for diagnastic'pirposes.
e Drugs dispensed by N@nparticipatifig Pharmacies.

e Supply amounts for preseription§ that exceed the FDA’s or Health Net’s indicated usage
recommendation unless Medically Necessary and Prior Authorization is obtained from Health Net.

e Prescriptions relating to an inpatient/outpatient confinement filled at a Hospital pharmacy prior to
discharge for use at home (take-home medications) except for prescriptions for a 24-hour supply or
less, following an emergency room visit.

e Except as covered for the treatment of gender affirming conditions, drugs that are prescribed for
cosmetic or appearance enhancement purposes, including but not limited, to hair loss and anti-aging
for cosmetic purposes.

Preventive Care

When preventive care services, as described in this section, are received from a Participating Provider,
they are covered at no cost share to you. If the primary purpose of the office visit is unrelated to a
preventive care service or if other non-preventive care services are received during the same office visit,
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the non-preventive care, services are payable at benefit levels indicated on your Copayment and
Coinsurance Schedule. If you receive services from a Nonparticipating Provider, benefits are subject to
your Nonparticipating and/or Out-of-Network cost share amount including Deductibles (if any), as
indicated on your Copayment and Coinsurance Schedule.

Covered recommended preventive care services can be found at

http://www.uspreventiveservicestaskforce.org/Page/Name/uspstf-a-and-b-recommendations/ and can
also be obtained by calling the Customer Contact Center at the phone number listed at the back of this
Agreement.

Covered recommended preventive care services include the following:
e United States Preventive Services Task Force (USPSTF) recommended type “A” and “B” services;

e Immunizations and inoculations as recommended by the Advisory Committee on immunization
Practices of the Center for Disease Control (CDC);

e Pediatric preventive care and screenings, as supported by the H Resources and Services

Administration (HRSA) guidelines;

e Women’s health care services as supported by HRSA guidelines s
diabetes; human papillomavirus (HPV) DNA testing fo
transmitted infection counseling; human immunodefigie

reening for gestational
and older; sexually-
V) screening and counseling;

e Other USPSTF recommendations for breast SCkeening, mammaography and prevention.
For a complete list of women’s health c i rted by HRSA, visit
https://www.hrsa.gov/womens-guidelines i html or call the Customer Contact Center at the

phone number listed at the back of ghis Agre

e Additionally, coverage is provi
between the ages of 11

an papillomavirus (HPV) vaccine for Members

e Additional covered preve s, not supported by HRSA, include:

o Sexually transmitted infe€tion screening and counseling;
Anemia screening;
Urinary tract infection screening;
Pregnancy screening;

Rh incompatibility screening;

O O O O O

BRCAL or BRCA2 genetic mutation screening and counseling;
0 Breast cancer chemoprevention counseling.

(Note: One breast pump and the necessary operational supplies (as prescribed by your Physician) will be
covered for each pregnancy at no cost to the Member. We will determine the type of equipment, whether
to rent or purchase the equipment and the vendor. Breast pumps can be obtained by calling the Customer
Contact Center at the phone number listed at the back of this Agreement.)
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This Agreement will never provide less than the minimum benefits required by state and federal laws.

Prosthetic Devices and Orthotic Devices

Custom fitted Prosthetic Devices and Orthotic Devices that are Medically Necessary to restore or
maintain the ability to complete activities of daily living or essential job-related activities and that are
not solely for comfort or convenience are covered, provided it is the least costly alternative that achieves
a medically acceptable result. Coverage includes all services and supplies that are Medically Necessary
for the effective use of a Prosthetic Device or Orthotic Device, including, but not limited to, formulating
its design, fabrication, material and component selection, measurements, fittings, static and dynamic
alignments, and instruction to Members in the use of the device.

Exclusions and Limitations:
We may utilize a Specialty Care Provider for Prosthetic Devices and Orthotic Devices. Prior
Authorization is required.

Repair or replacement is covered if determined to be Medically NegeSsarye restore or maintain the
ability to complete activities of daily living or essential job-related*agtivities and, that are not solely for
comfort or convenience. Prosthetic Devices and Orthotic Devices are fimiteddo those on the established
list adopted by the Department of Consumer and Business Services. The'ist'shall be no more restrictive
than the list of prosthetic and Orthotic Devices and supplies inithe Medigare fee schedule for Durable
Medical Equipment, prosthetics, orthotics and suppli€s.

This benefit is subject to the Deductibles, Copayments,oCoinsurance shown on the Copayment and
Coinsurance Schedule that apply to Prosthetic Dewvicesand Orthotic Devices.

Corrective shoes and arch supports including footierthetics are excluded unless prescribed in the course
of treatments for, or complications from, digbétes.

Reconstructive Breast Surgery

Reconstructive breast surgéry 1S requiréd by the Women’s Health and Cancer Rights Act of 1998.
Reconstructive breast sungery fellowinga covered mastectomy which resulted from disease, illness or
injury is covered. If you réeetve bengefits for a mastectomy and elect breast reconstruction with the
mastectomy, benefits include geverage for: reconstruction of the breast on which the mastectomy has
been performed, including, but not limited to, nipple reconstruction, skin grafts and stippling of the
nipple and areola; surgery and reconstruction of the other breast to produce a symmetrical appearance;
prostheses; treatment of physical complications from all stages of mastectomy, including lymphedemas;
and inpatient care related to the mastectomy and post-mastectomy services. Prior Authorization is
required.

Exclusions and Limitations:
Unless Medically Necessary, all other reconstructive breast surgery is excluded.

Reconstructive Surgery

This plan covers reconstructive surgery in the following situations:

e When necessary to correct a functional disorder; or
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e When necessary because of an accidental injury, or to correct a scar or defect that resulted from
treatment of an accidental injury; or

e When necessary to correct a scar of defect on the head or neck that resulted from a covered surgery.

e Except when Medically Necessary, reconstructive surgery must take place within 18 months after
the injury, surgery, scar, or defect first occurred. Prior Authorization is required for all cosmetic and
reconstructive surgeries. For information on breast reduction, see the “Reconstructive Breast
Surgery” subsection in this Group Plan Benefits section.

Exclusions and Limitations:

Cosmetic procedures and procedures to improve the normal range of functions are not covered unless
they are Medically Necessary. In addition, hair transplantation, hair analysis, hairpieces and cranial/hair
prostheses are not covered. Wigs are not covered except when following chemotherapy and/or radiation
therapy services.

Rehabilitation Therapy

For the purposes of this section:

Rehabilitation services are health care services that help a person keep, getfback or improve skills and
functioning for daily living that have been lost or impaikee.becatse a person was sick, hurt or Disabled.
These services may include physical and occupationaltherapy, speeei language pathology and
psychiatric rehabilitation services in a variety of inpatientand or outpatient settings.

Rehabilitation therapy is covered as follows:
Medically Necessary therapy and servicegfor the treatiment of traumatic brain injury are covered.

Rehabilitation therapy for physical impairmentS¥myMembers diagnosed with Pervasive Developmental
Disorder or Autism that develops affestores, t@the maximum extent practicable, the functioning of an
individual, is considered Medically Necessary. wWhen criteria for rehabilitation therapy are met.

The following services aregoVered ini€onnection with other conditions when Medically Necessary:
Hospital-based or outpatiént physieal, @ecupational and speech therapy, manipulations, cardiac
rehabilitation, rehabilitatiomgtherapyfollowing a covered mastectomy. The services must be based on a
treatment plan authorized, as requiged by the plan or the Member's Physician. Such services are not
covered when medical documentation does not support the Medical Necessity because of the Member’s
inability to progress toward the treatment plan goals or when a Member has already met the treatment
plan goals.

Exclusions and Limitations:

Speech therapy is not covered for occupational or recreational voice strain that could be needed by
professional or amateur voice users, including, but not limited to, public speakers, singers, and
cheerleaders.

Health care services that are not rehabilitative services include, but are not limited to, Respite Care, day
care, recreational care, residential treatment, social services and Custodial Care.
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Inpatient rehabilitation services are limited to:

e A maximum of 30 days per Calendar Year.
e We may also approve an additional 30 days per condition when Medical Necessity criteria are met,
not to exceed 60 days total.

Outpatient rehabilitation services are limited to:
e A maximum of 30 visits per Calendar Year. We may approve an additional benefit of up to 30 visits
per condition when Medical Necessity criteria are met, not to exceed 60 visits total.

The maximum benefits for inpatient and outpatient treatment are shown on the Copayment and
Coinsurance Schedule. Prior Authorization is required.

Rehabilitative services to treat Mental Health Conditions are not subject to the day/visit limit
maximums.

Respite Care

Respite care, limited to a maximum of five consecutive days with adifetime maximum of thirty days, is
covered in connection with Hospice Care. Prior Authorization is required.

Exclusions and Limitations:
No other coverage will be provided for Respite Care.

Skilled Nursing Care

Skilled Nursing Service in a participating,Skilled'Nursing Facility is covered. The maximum benefit is
shown on the Copayment and CoinsuranceSehedule. Prior Authorization is required.

Sleep Studies

Sleep study services are coyered when Ordered by a pulmonologist, neurologist, psychiatrist,
otolaryngologist, or certified sleepmedicine specialist, and when performed at a certified sleep
laboratory.

Specialty Care Centers

We reserve the right to direct care to designated Specialty Care Centers which are more cost effective
and provide high quality care for you.

Sterilization

Male and female sterilization services are covered.

Female sterilization, as supported by HRSA guidelines, is covered as preventive care as listed under the
“Preventive Care” portion of this Group Plan Benefits section.
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Male sterilization services are covered at no cost when services are rendered by a Participating
Provider. Refer to the applicable out-of-network Deductible and Coinsurance for preventive care in the
Copayment and Coinsurance Schedule for services received from a Nonparticipating Provider.

Prior authorization requirements can be verified by contacting us or as outlined in the “Prior
Authorization” portion of this Group Plan Benefits section.

Exclusions and Limitations:
Reversal of voluntary infertility (sterilization) is not covered.

Substance Use Disorder Benefits

Medically Necessary benefits for treatment of Substance Use Disorder are provided.

Inpatient, residential, partial hospitalization and intensive outpatient services and some outpatient
services require Prior Authorization. To obtain Prior Authorization please contact the Customer Contact
Center at the phone number listed at the back of this Agreement.

Medically Necessary services provided for Substance Use Disorderservices are,covered following the
provisions of the “Office Visits,” the “Specialty Physician Services,” the “Hospital Inpatient Services,”
and the “Outpatient Services” subsections of this Group Plan,Benefits seCtion.

Health Net will not deny benefits for a Medically NecgsSany. treatmeni®r service for a Mental Health
Condition based solely upon:

e An Enrollee’s interruption of or failure to cemmpletéafprior course or treatment;

e Health Net’s categorical exclusion of such tréatment ofservice when applied to a class of Mental
Health Conditions; or

e The fact that a court ordered the Enrollegito receive or obtain the treatment or service for a Mental
Health Condition, unless otherwisetallowedby law.

For purposes of this section:

“Facility” means a corpogate or gevernmental entity or other Provider of services, licensed for the
treatment of Substance Usg isorder.

“Program” means a particulargype’or level of service that is organizationally distinct within a Facility. A
program that provides services for persons with both a Substance Use Disorder diagnosis and a Mental
Health Condition shall be considered to be a distinct and specialized type of program for both Substance
Use Disorder and Mental Health Conditions.

“Provider” means a person that has met our credentialing requirements, is otherwise licensed and
eligible to receive reimbursement for coverage under the Agreement and is:

e A health care Facility;
e A rresidential Program or Facility;
e A day or partial hospitalization Program;

e An outpatient service; or
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e An individual behavioral health or medical professional authorized for reimbursement under Oregon
law.

Preadmission authorization and continued stay authorization is required for both rehabilitation and non-
emergent detoxification services. All admissions for rehabilitation are considered non-emergent and
must be certified as Medically Necessary prior to admission. Detoxification services are covered only
when Prior Authorized or as Emergency Medical Care. The Prior Authorization criteria shall not be
considered satisfied unless the patient has been personally evaluated by a Physician or other licensed
health care professional with admitting privileges to the facility to which the patient is being admitted
prior to the admission.

Exclusions and Limitations:
No coverage is provided for the following services:
e The coverage of a treatment or service that is or may be excluded from coverage under state law;

e Educational or correctional services or sheltered living provided by a school or halfway house;
however, a Member may receive covered outpatient services whid@"in custody or living temporarily
in a sheltered living situation or receive treatment or services rélated t@'a Member’s education that
are included in a Medically Necessary treatment plan provided byaafProvider;

e Expenses related to a stay at a sober living facility.

e A court ordered sex offender treatment program; gg

e Support groups.

e In-home services are limited to persons who ate homebound under the care of a Physician.

This Agreement will never provide less than the mintmum Henefits required by state and federal laws.
This coverage complies with the requirementSwindek the'Paul Wellstone-Pete Domenici Mental Health
Parity and Addiction Equity Act of 2008.

Telemedical Services

Telemedical refers to services delivered through a two-way electronic communication that allows a
health professional to interaét'with apatient, a parent or guardian of a patient or another health
professional on a patient’s behalfgApplicable Copayments, Coinsurance, and Deductible, if any, can be
found in your Copayment and Coinsurance Schedule.

e We will provide coverage for Telemedical services under the following conditions:

e We would otherwise provide coverage for the service when provided in person by the health
professional;

e The service is Medically Necessary;

e The service is determined to be safely and effectively provided using synchronous two-way
interactive video conferencing according to generally accepted health care practices and standards;
and

e The application and technology used to provide the health service is attested to meet all standards
required by state and federal laws governing the privacy and security of protected health
information.
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Additionally, we will provide coverage for Telemedical services in connection with the treatment of
diabetes under the following conditions:

e We would otherwise provide coverage for the service when provided in person by the health
professional; and

e the service is Medically Necessary.
e The Telemedical health service relates to a specific patient; and

e One of the participants in the Telemedical health service is a representative of an academic health
center.

Exclusions and Limitations:
Services that are not otherwise covered are not covered when provided in the Telemedical format.

Unless all conditions listed in this section for such services are met, you may be responsible for billed
charges from a Provider for Telemedical services. For more informatiof? please contact our Customer
Contact Center at the phone number listed at the back of this Agreeaent.

Temporomandibular Joint Syndrome (TMJ)

Services for the diagnosis and treatment of TemporomaagdibulakJoint Syndrome are covered. The
lifetime maximum benefit is shown on the Copaymeat'and'Coinsukance Schedule. Prior Authorization is
required.

Tobacco Use Cessation Programs

Tobacco Use Cessation services and/or treatments,that are assigned either a grade of A or a grade of B
by the United States Preventive Sepuices Taskikorce (USPSTF) are covered under the “Preventive Care”
portion of this Group Plan Benefits'Sectionmlhese benefits apply to the annual Out-of-Pocket Maximum,
as shown on the Copayment and Coinsufance Schedule.

Tobacco cessation medications are,covered as a pharmacy benefit under the “Prescription Drug
Benefits” subsection of this;@foup Rlan'Benefits section.

For purposes of this section:

A Tobacco Use Cessation Program is defined as “A program recommended by a Physician that follows
the United States Public Health Service guidelines for tobacco use cessation.” Reimbursement includes
education and medical treatment components designed to assist a person in ceasing the use of tobacco
products.

Tobacco use is defined as use of tobacco on average four or more times per week within no longer than
the past six months. This includes all tobacco products, except that tobacco use does not include
religious or ceremonial use of tobacco.
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Wigs

Wigs following chemotherapy and/ or radiation therapy services are covered. The benefits are shown on
the Copayment and Coinsurance Schedule under “Prosthetic Devices/Orthotic Devices.” We may utilize
a Specialty Care Provider for wig services if you live in Oregon or Washington.

Exclusions and Limitations:
The maximum benefit is one wig per Calendar Year. No other coverage will be provided for wigs. Hair
transplantation, hair analysis, hairpieces, and cranial/hair prostheses are not covered.

Case Management

We will have the right to authorize benefits for services and supplies excluded or not specifically
covered under this Agreement as a substitute for other, possibly more costly, Covered Services or
supplies. Such alternative benefits shall be determined by us, in advance, in cooperation with you and
your Primary Care Provider and will only be covered upon Prior Authorization. The decision on the
course of treatment shall remain up to you and your Provider. Our@ecisigft'in any specific instance to
authorize benefits that would not otherwise be covered under this Agteément shall not commit us to
cover the same or similar benefits for the same or any other,Member in‘@thef'instances. By authorizing
alternative benefits, we shall not waive our right to enforce allterms, limitations and exclusions of this
Agreement.

Prior Authorization

e The services requiring Prior Authorization, as\defined in the “Definitions” section of the Group
Medical and Hospital Service Agreementiake specifted in this Group Plan Benefits section and
online at the www.healthnetoregon.comWebsité:’Y ou are responsible for obtaining Prior
Authorization from us before oRtating suchiservices. Prior Authorization may be obtained by you
or your Provider by calling 888-802-#00%er faxing a request to 800-495-1148. Coverage for those
services will be provided®@nly if Rrior Authorization has been obtained from us. For Prior
Authorization for Pediatric Dental Services, please call 877-410-0176.

e To obtain Prior Authorization, please call our Customer Contact Center at 888-802-7001 or fax a
request to 800-495-1148. RemPrior Authorization of Mental Health Conditions or Substance Use
Disorder services, please call 800-977-8216.

e A Provider request for Prior Authorization of non-emergency services must be answered within two
business days, and qualified health care personnel must be available for same-day telephone
responses to inquiries concerning continued length of stay.

e We will provide a single determination of Prior Authorization for all covered mastectomy-related
services that are part of the Member’s course or plan of treatment.

e We may revise the Prior Authorization list from time to time. Any such changes including
additions and deletions from the Prior Authorization list will be communicated in advance to
Participating Providers and Members and posted on the www.healthnetoregon.com website.
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Exclusions and Limitations (What’s not covered

All of the following benefits, accommodations, care, services, equipment, medications or supplies are
expressly excluded from coverage:

e Not Medically Necessary. Any care not Medically Necessary as defined in the “Definitions” section
of the Group Medical and Hospital Service Agreement; and any Hospital or medical care services
not specifically provided for in the Group Medical and Hospital Service Agreement or this Group
Plan Benefits section.

e In Excess of Benefit Maximums or Limitations. All services or supplies that exceed any
maximum cost or time (days or visits) limitation imposed in this Group Plan Benefits section, the
Copayment and Coinsurance Schedule, or any Supplemental Benefit Schedule.

e Other Insurance. All services or supplies rendered for any illness, injury, or condition to the extent
that benefits are available to you as an insured under the terms of any other insurance (except group
or individual health insurance) including without limitation autom@bile medical, personal injury
protection, automobile no-fault, automobile uninsured or undeginsuredémotorist, homeowners or
renters, commercial premises or comprehensive general liability“insfifance gbverage. If we pay
benefits before any such insurance payments are made, reimbursement patist be made out of any
other subsequent insurance payments made to you and, When applicable, we may recover benefits
already paid directly from the insurer, in accordance®uith the,”Subr@gation” section in the Group
Medical and Hospital Service Agreement.

e Experimental or Investigational Proceduges. EXeept as provided in the “Clinical Trials”
subsection of the Group Plan Benefits section, fedical, surgical or other health care procedures,
treatments, devices, products or serviges (collectively, *health care services”) which are determined
by us to be Experimental or Investigatienalgpandhcomplications directly caused thereby. However,
Emergency Medical Care for such complieations)is covered.

e Nonparticipating Providers. Coveragegfor Services of a Nonparticipating Provider is limited to a
Maximum Allowable Amount feg:

e Unauthorized Serviges. Noa=emergency services without Prior Authorization, if Prior
Authorization is requivedspursuant to the “Prior Authorization” portion of this Group Plan Benefits
section.

e Expenses Related to Non-Covered Services or Supplies. Expenses, other than for Emergency
Medical Care, for any condition or complication caused by any procedure, treatment, service, drug,
device, product or supply excluded from coverage.

e Hospital Room. A private room or services of private or special duty nurses other than as Medically
Necessary when you are an inpatient in a Hospital.

e Alternative Care. Chiropractic care, acupuncture, naturopathic medicine, massage therapy,
therapeutic massage and hypnotherapy. Medically Necessary services other than the services listed
in this section that are provided by a Naturopathic Physician and/or a Chiropractic Physician acting
within the scope of his or her licensure are not subject to this exclusion.
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Dental Services. Services performed in connection with treatment to teeth or gums, upper or lower
jaw augmentation or reduction, or orthognathic surgery, including treatment or devices for disorders
of the temporomandibular joint; all dental services and dentures except as specified under the
“TMJ,” “Oral and Maxillofacial Services,” “Dental Anesthesia,” “Dental Injury” the “Hospital
Inpatient Services” and “Pediatric Dental Services” subsections of this Group Plan Benefits section
or as otherwise covered under the “Preventive Care” subsection. Prior Authorization may be
required.

Orthodontic Services and Dental Implants. Except for treatment covered under the “Dental
Injury,” or “Oral and Maxillofacial Services” or “Pediatric Dental Services” subsections of this
Group Plan Benefits section.

Custodial Care; Respite Care, except as provided in the “Respite Care” subsection of this
Group Plan Benefits section.

ractions, regardless of

Optometrics, Eyewear, Vision and Hearing Examinations. Eye
IS, therapy or training, radial

diagnosis; routine eye examinations, eye exercises, visual analy

subsections of this Group Plan Benefits sectio
Aids” section, masking devices, or other heari

Plan Benefits section; exercise
devices other than blood gluco

ent; support garments; electronic monitors;
erform medical tests on blood or other body

nt not exclusively medical in nature including, but not
rs, light boxes, air conditioners or filters, humidifiers or
dehumidifiers; orthopedic chai motorized scooters; devices or equipment which can be used in
the absence of a medi ; opmodifications to the home or motorized vehicles. Corrective shoes
and arch supports includi orthotics are excluded unless prescribed in the course of treatment
for, or complications from diabetes.

Cosmetic Services. Except for treatment covered under the “Reconstructive Surgery”, “Oral and
Maxillofacial Services” and “Dental Injury” subsections of this Group Plan Benefits section, all
cosmetic or other services rendered to improve a condition which falls within the normal range of
function are not covered unless they are Medically Necessary. In addition, hair transplantation, hair
analysis, hairpieces and cranial/hair prostheses are not covered. Wigs are not covered except when
following chemotherapy and/or radiation therapy services.

Breast Reduction or Augmentation. Reduction or augmentation mammoplasty, except if
Medically Necessary or as provided in the “Reconstructive Breast Surgery” and “Reconstructive
Surgery” subsections of this Group Plan Benefits section.
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Preparation and Presentation of Medical or Psychological Reports or Physical Examinations
Required Primarily for Your Protection and Convenience or for Third Parties. Including, but
not limited to, examinations or reports for school events, camp, employment, marriage, domestic
partnership, trials or hearings, licensing and insurance.

Immunizations and Inoculations. Except as provided under the “Preventive Care” portion of this
Group Plan Benefits section.

Diagnosis and Treatment of Infertility, except for Emergency Medical Care or as covered as
outlined in the “Fertility Preservation” subsection of this Group Plan Benefits section, complications
caused by treatment for infertility are not covered. Infertility is the failure of a couple during normal
childbearing years to achieve conception after one or more years of regular sexual intercourse
without practicing contraceptive measures. Sexual dysfunction that prevents successful intercourse
may also be considered infertility. From a coverage standpoint, infertility-related diagnosis and
treatment includes but is not limited to:

a. Evaluation and/or treatment of an inability to conceive.

b. Evaluation and/or treatment of habitual abortion, includin
c. Assisted reproductive technologies and artificial inseminat
Semen analysis, documentation of normal ovulation function unl
evaluation for non-infertility indications, post-coital examination, a
fallopian tubes is always considered infertility evaluati

mal analysis.

part of an endocrine
ing for patency of

Reversal of Voluntary Infertility (Sterilizati

Weight Loss Surgery or Complications
Medical Care. Diagnosis, treatment, rehabili
classification of obesity, including, b

eight Loss Surgery, except for Emergency
ices and diet supplements for any

except as provided in the “Preventive ction of this Group Plan Benefits section.
Personal Comfort Items. Suc telephone, lotions, shampoos, meals in the home,
guest meals in inpatient facilitie g services, etc.

Diagnosis and treat 1ing disorders in the absence of a DSM diagnosis.

entative and Alternative Communication Devices or
does not include an artificial larynx for Members who have had a

Speech Generating
Communicators. This exclusi
complete laryngectomy.

Rehabilitation and Habilitation Therapy. Except as provided in the “Habilitative Services,” and
“Rehabilitation Therapy” subsections of this Group Plan Benefits section.

Speech therapy for emotional problems and/or disorders. Except when the services are
Medically Necessary for the maintenance, learning or improving skills and functioning for daily
living as outlined in the “Habilitative Services” and “Rehabilitative Therapy” subsections of this
Group Plan Benefits section, speech language pathology therapy for emotional or behavioral
disorders which fall under special education, is not covered.

Hearing therapy.
Chiropractic manipulations, except Medically Necessary.
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e Treatment of Sexual Dysfunction. In the absence of a DSM mental health disorder of sexual
dysfunction being the primary diagnosis, medications, surgical treatment or hospitalization for
treatment of impotency; penile implants; services, devices, or aids related to treatment for any types
of sexual dysfunction, congenital or acquired; sperm storage or banking are not covered.

e Genetic Engineering.

e Recreational or educational therapy; Non-medical self-help training. Except as specifically
stated below, services related to or consisting of education or training, including for employment or
professional purposes, are not covered, even if provided by an individual licensed as a health care
Provider by the state of Oregon.

Excluded services include education and training for non-medical purposes such as:

o Gaining academic knowledge for educational advancement to help students achieve passing
marks and advance from grade to grade. This Agreement does not cover tutoring, special
education/instruction required to assist a child to make academic progress; academic coaching;
teaching Members how to read; educational testing or academi€€ducation during residential

treatment.

o Developing employment skills for employment counseling estigations required
for employment, education for obtaining or maintaining emplo r for professional
certification or vocational rehabilitation, or educatio r professional growth.

o Teaching manners or etiquette appropriate to @ iviti cept for services related to
e ]

e Disorder” section.

o Behavioral skills for individuals on how
activities of daily living, such as €ati
health treatment for Pervasive De
Spectrum and Pervasive D

Disorder or Autism as shown in the “Autism
isorder” section.

e Bone bank and eye bank char

e Counseling or trainig@ in connection with family, sexual, marital, or occupational issues in the
absence of a DSM di i aFhealth disorder are not covered.

e Orthoptics, pleoptics.

e No-charge Items. Services and supplies for which the Member is not required to pay or that the
Member would receive at no cost in the absence of health coverage; services and supplies for which
the Member is not billed by a Provider or for which we are billed a zero dollar charge.

e Services for any illness, condition or injury occurring in or arising out of the course of
employment for which a claim has been approved under workers' compensation insurance
coverage. In an event you have not submitted a claim with the workers’ compensation insurer or
self-insured employer and we deny payment for services on the basis of the claim being work
related, state law allows you to file a claim with your workers’ compensation insurer or self-insured
employer within 90 days from the date we reject the claim. If your workers’ compensation claim is
denied, the workers’ compensation insurer or self-insured employer shall inform us of the denial and
we will process the claim for payment in accordance with the terms, conditions and benefits of this
Agreement.
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Treatment Related to Judicial or Administrative Proceedings. Court-ordered care, unless
determined to be Medically Necessary and Prior Authorized by us. Psychiatric therapy as a condition
of parole or probation unless by court order.

Education Related to Judicial or Administrative Proceedings. No coverage shall be provided for
educational programs to which drivers are referred by the judicial system or for volunteer mutual
support groups.

Professional Athletic Training and Competition Diagnosis, treatment and rehabilitation services
for injuries sustained while practicing for or competing in a professional or semi-professional
athletic contest unless the injuries were sustained before Enrollment in this plan.

Programs for the specific intent of pain management.

Biofeedback. Biofeedback for the treatment of vulvodynia, ordinary muscle tension or for the
management of chronic pain in pain rehabilitation programs is excluded except as outlined in the
“Biofeedback” subsection of this Group Plan Benefits section.

Routine Foot Care. Including treatment for corns, calluses a in@ of nails, unless prescribed
for the treatment of diabetes.

Extraction and storage of self-donated (auto
derivatives.

Nutritionist. Services of a nutritionist, exce
“Inborn Errors of Metabolism” subseetions o
“Preventive Care” section (as describ

Wilderness Residential Trea Pro
treatment programs, except for
appropriately licensed Prewmiders.

s. All services provided in wilderness residential
essary evidence-based interventions provided by

Treatment by an |
by an immediate fami

Member or Self Treatment. Services and supplies rendered
ber(spouse, Registered Domestic Partner and/or Non-Registered
Domestic Partner, parent, ghi randparent or sibling related by blood, domestic partnership,
marriage or adoption) or services and supplies, or medications prescribed or ordered by an
immediate family member of the Member; Member self-treatment, including, but not limited to, self-
prescribed medications and medical self-ordered services and laboratory tests.

Outside the United States. Services provided outside the United States which are not Emergency
Medical Care.

Conditions caused by your commission (or attempted commission) of a felony. However, the
following are not excluded:

o Treatment for injuries as a result of an act of domestic violence or an injury resulting from a
medical condition,

o Treatment for injuries sustained solely as a consequence of the Enrolled Member being
intoxicated or under the influence of a narcotic.

HNOR CC3T SGrp Contract 1/2021 65 (1/1/21)



Plan Contract - Group Plan Benefits

o Court-ordered screening interviews or treatment programs when a person is convicted of Driving
Under the Influence of Intoxicants (DUII).

e Missed Appointments. Charges to a Member for failure to keep a scheduled appointment are not
covered.

e Hair Analysis and Replacement. Hair transplantation, hair analysis, hairpieces and cranial/hair
prostheses are not covered. Wigs are not covered except following chemotherapy and/or radiation
therapy.

e Services While in Custody. A Member cannot be denied coverage of services or supplies while in
custody of a local supervisory authority while disposition of charges are pending if the services or
supplies would otherwise be covered by this plan. Coverage will be denied for the treatment of
injuries resulting from a violation of law.

e Non-Licensed Providers. Treatment or services rendered by non-licensed health care Providers,
treatment or services outside the scope of a license of a licensed health care Provider and treatment

i d. This includes treatment

hysician, except for

shown in the “Autism Spectrum and Pervasive Develo i subsection of this Group
Plan Benefits section.

e Non-Standard Therapy. Yoga, hiking, rock cli
covered.

e Surrogacy Arrangement. Health care servi
including a Member acting as a Surr
not be a Member, and any child born
to all health care services, supplies and

a. Prenatal care;

b. Intrapartum car, ided during delivery and childbirth);
c. Postpartumc e Surrogate following childbirth);
d. Mental Health Services#elated to the Surrogacy Arrangement;

e. Expenses relating to donor semen, including collection and preparation for implantation;

f. Donor gamete or embryos or storage of same relating to a Surrogacy Arrangement;

g. Use of frozen gamete or embryos to achieve future conception in a Surrogacy Arrangement;
h. Preimplantation genetic diagnosis relating to a Surrogacy Arrangement;

i. Any complications of the child or Surrogate resulting from the pregnancy; or

J.  Any other health care services, supplies and medication relating to a Surrogacy Arrangement.

Any and all health care services, supplies or medication provided to any child birthed by a Surrogate
as a result of a Surrogacy Arrangement are also excluded, except where the child is the adoptive
child of insureds possessing an active policy with us and/or the child possesses an active policy with
us at the time of birth.
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THy
Health Net’

Health Net Health Plan of Oregon, Inc.
CommunityCare 3T Plan

GROUP MEDICAL AND HOSPITAL SERVICE AGREEMENT

Introduction

e This Agreement is entered into between us and the Subscriber Group named on the attached
Signature Sheet.

e We are an authorized health care service contractor in the Statefof Orggon.

e Subscriber Group desires to make available prepaid comprehensive healthd€are services to eligible
persons who participate in its Health Benefit Plan.

e In consideration of the mutual promises of the parties®and the, perig@lic payment to us of the required
premiums and subject to the terms and conditiop§'contaihed INGHIS Agreement, we agree to provide
Subscribers and their Enrolled Dependents with"Wiedi€al and Hospital Services and other benefits
specified in this Agreement.

e Itisagreed by the parties that this is net an indemnity health insurance contract but is an agreement
to provide Subscribers and their Enrolled*Bependents with health care benefits as specified by this
Agreement. All interpretations of this Agteementshall be guided by such nature of this Agreement.

This section defines words thatawillghelp you understand your plan. These words appear throughout this
Agreement with the initialetter of the word in capital letters. Definitions do not imply coverage and are
subject to eligibility rules, coveragé limitations and exclusions specified elsewhere in this Agreement.

The following terms, when used in this Agreement, are defined as follows:

“Adverse Benefit Determination” means an insurer’s denial, reduction, or termination of a health care
item or service, or an insurer’s failure or refusal to provide or to make a payment in whole or in part for
a health care item or service that is based on the insurer’s:

e Denial of eligibility for or termination of Enrollment in a Health Benefit Plan; or
e Rescission or cancellation of a policy or certificate; or

e Source-of-injury exclusion, network exclusion, annual benefit limit or other limitation on otherwise
covered items or services; or

e Determination that a health care item or service is Experimental, Investigational, or not Medically
Necessary, effective, or appropriate; or
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e Determination that a course or plan of treatment that an Enrollee is undergoing is an active course of
treatment for purposes of continuity of care.

e An Enrollee may receive, free of charge, reasonable access to documents used in the Adverse
Benefit Determination.

“Agreement” means this Medical and Hospital Service Agreement, all attached Benefit Schedules and
Copayment and Coinsurance Schedules, the Signature Sheet, any exhibits, supplements, addenda,
attachments, amendments, endorsements, applications, riders, conditions of Enrollment, underwriting
assumptions, and any information submitted as part of an application for this Agreement or for
membership under this Agreement. A copy of the Agreement serves as both the description of coverage
portion of the contract between us and the Subscriber Group, and when distributed to a Member, as the
Member’s Evidence of Coverage (EOC) document.

“Ambulatory Surgery Center” means a facility that performs outpatient surgery not routinely or
customarily performed in a Physician’s or dentist’s office, and is able tg,meet health facility licensure
requirements.

“Anniversary Date” means an anniversary of the Effective Date asyi led on the Signature Sheet of
this Agreement.

“Appeal” means a written or oral request submitted by or
reconsider an Adverse Benefit Determination.

“Applied Behavior Analysis” means the design, ig
modifications, using behavioral stimuli and co
social behavior, including the use of direct obse
relationship between environment and behavior

0 produce significant improvement in human
easurement and functional analysis of the

e A licensed health care professional
e A behavior analyst or an assist
e A behavior analysis intervention

“Autism” means a devel
and social interaction. O cs that may be associated with Autism are engagement in
repetitive activities and stereotypedémovements, resistance to environmental change or change in daily
routines, and unusual respons ensory experiences. Essential features are typically but not
necessarily manifested before age three. Autism may include autism spectrum disorders such as but not
limited to autistic disorder, Pervasive Developmental Disorder - not otherwise specified and, Asperger’s

syndrome.

“Benefit Schedule” means the attached exhibits identified as the Copayment and Coinsurance Schedule
or other Benefit Schedule(s) which set forth the medical, Hospital and other benefits provided under this
Agreement.

“Birthing Center” means a homelike facility accredited by the Commission for Accreditation of Birth
Centers that is equipped, staffed and operated to provide maternity-related care, including: prenatal,
labor, delivery and postpartum care.

“Calendar Year” means the period of time beginning January 1 and ending December 31. Each
succeeding January 1 will start a new Calendar Year.
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“Clinic” means a facility that is devoted to the care of outpatients, in contrast to larger Hospitals, which
also treat inpatients.

“Coinsurance” means the percentage of a Provider’s covered charge stated in the Copayment and
Coinsurance Schedule or any applicable Supplemental Benefit Schedule to be paid by Members directly
to Providers for Covered Services under Level 2 and Level 3.

“Contract Year” means the period of time beginning on the Effective Date of the Agreement and
continuing for one year or until the Anniversary Date of the Agreement, whichever occurs earlier. Each
Anniversary Date begins a new Contract Year.

“Copayment” means the fixed dollar amount stated in the Copayment and Coinsurance Schedule or any
applicable Supplemental Benefit Schedule to be paid by Members directly to Providers for Covered
Services which qualify as Plan Authorized Benefits under Level 1.

“Covered Services” or “Covered Services and Supplies” or “Services and Supplies” means
Medically Necessary services and/or supplies that are payable or eligible for reimbursement, subject to
any Deductibles, Copayments, Coinsurance, benefit limitations or Imums, under the Agreement.

craniofacial microsomia and Treacher Collins syndrome.
developmental maxillofacial conditions that result in oves

“Custodial Care” means care that does not re
health professionals or that is designed primari

inuing services of skilled medical or allied

a Member in activities of daily living, whether
udes but is not limited to medical care and
y a medically non-licensed individual such as
sident of the home, help in walking, getting in and

services which can reasonably be provi
a parent, spouse or Domestic Partner, chil
out of bed, bathing, dressing, use of the
supervision of medications that are |

professionals in the United St

“Deductible” The amount that the covered Member must pay toward the cost of Covered Services
before the plan pays benefits.

“Dependent” means any Member of a Subscriber’s immediate family who is one of the following:
e The spouse or Registered Domestic Partner of the Subscriber.
e A Non-Registered Domestic Partner of the Subscriber.

e A Child of the Subscriber, from birth and extending up to the last day of the month in which that
Child becomes age 26, including a child who is the subject of a qualified medical child support order
requiring the Subscriber to provide health coverage for the Child. Proof of compliance with this
requirement must be furnished annually.
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“Child” means a natural child of the Subscriber, an adopted child of the Subscriber, or a stepchild of
the Subscriber during the marriage of the Subscriber and the natural parent, or a child of the
Subscriber’s Registered Domestic Partner or Non-Registered Domestic Partner during the domestic
partnership, but does not include foster children, wards, or children who are the subject of an
Assignment of Parental Rights, even if decreed by a court. “Child” also does not include children of
Dependents unless the Subscriber is a court-appointed guardian. Provided, however, that a child who
is placed with a Subscriber for the purposes of adoption shall be considered a Dependent of the
Subscriber as required by the laws of the State of Oregon. As defined in ORS 743A.090(5), child
means an individual who has not reached 26 years of age at the time of the adoption or placement for
adoption. Placement for adoption means the assumption and retention by a person of a legal
obligation for total or partial support of a child in anticipation of the adoption of the child. The
child’s placement with a person terminates upon the termination of such legal obligations. Coverage
of the Dependent child of a Subscriber shall not be terminated by the child’s attaining the limiting
age if the child is and continues to be Disabled and is not eligible to be covered under any
government program except Medicaid. Proof of disability must b nished annually. We will not
k; (b) is not claimed on the

“Disabled” means when the Dependent is both (1) incapable of self-sustainifig employment by reason
of developmental disability or physical handicap and (2) ch pon the Subscriber for
support and maintenance. Coverage for any Depend ber shall not be terminated by

annually after the first two years of continued ¢
“Domestic Partner” means either Non-Regi er‘or Registered Partner as defined herein.

“Drug Discount” or “Coupon’ or “Cop
drug manufacturer to discount the
Deductible or Out-of-Pocket Maxi

77

eans cards or Coupons typically provided by a
Coinsurance or your other out-of-pocket costs (e.g.

“Durable Medical Equip
function of which is for tggatme
medical condition; (c) w iS'of n
appropriate for home use.

mean§ equipment (a) which can withstand repeated use; (b) the only
a'medical condition or for improvement of function related to the

in the absence of the medical condition; and (d) which is

“Effective Date”” means the date of this Agreement as stated on the Signature Sheet. The date coverage
is effective for individual Subscribers and Dependents is described herein.

“Eligible Employee” means an employee who is eligible for coverage under a group Health Benefit
Plan.

“Emergency Medical Care” means the services and supplies to diagnose and treat an Emergency
Medical Condition, including a behavioral health assessment to the extent they are required for the
Stabilization of the condition.

e Behavioral health assessment means an evaluation by a behavioral health clinician, in person or
using telemedicine, to determine a patient’s need for immediate crisis Stabilization.
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“Emergency Medical Condition”” means a medical condition:

e That manifests itself by acute symptoms of sufficient severity, including severe pain, that a prudent
layperson possessing an average knowledge of health and medicine would reasonably expect that
failure to receive immediate medical attention would:

a. Place the health of a Member, or an unborn child in the case of a pregnant Member, in serious
jeopardy;

b. Result in serious impairment to bodily functions; or
c. Result in serious dysfunction of any bodily organ or part; or

e With respect to a pregnant woman who is having contractions, for which there is inadequate time to
effect a safe transfer to another hospital before delivery or for which a transfer may pose a threat to
the health or safety of the woman or the unborn child.

“Emergency Medical Screening Exam’ means the medical history, examination, ancillary tests and
medical determinations required to ascertain the nature and extent of @ Emergency Medical Condition.

“Enrollment” or “Enroll” or “Enrolled” means the completion@nd sigfing of the necessary
Enrollment forms, including the Enrollment application, by or on behalf of angligible person and
acceptance by us. Enrolled Members include Subscriber, speuse or Domesti€ Partner, and/or
Dependents.

“Essential Health Benefits” are a set of health caregervice categeriés (as defined by the Affordable
Care Act) that must be covered by qualified health‘plans starting in"2014. Categories include:
Ambulatory patient services, emergency servicésphospitalization, maternity and newborn care, Mental
Health Conditions and Substance Use Disorder serviges, #acluding behavioral health treatment,
prescription drugs, rehabilitative and Habilitative Serviges and Devices, laboratory services, preventive
and wellness services and chronic disease hanagement, and pediatric services, including dental and
vision care.

“Expedited Review” means any request fombenefits under the Agreement where applying normal
review consideration time pegieds could: (a) seriously jeopardize the life or health of the Member or the
ability of the Member to g@gain maximum function; or (b) subject the Member to severe pain that cannot
be adequately managed withewut'the €are or treatment that is the basis for the request, in the opinion of a
Physician with knowledge of the Mémber’s medical condition.

“Experimental” or “Investigational” means services which a reasonably substantial, qualified,
responsible, relevant segment of the medical community does not accept as proven to be safe and
effective in treating a particular illness or condition and in improving the length and quality of life. In
determining whether health care services are Experimental or Investigational, we will evaluate the
services with regard to the particular illness or disease involved and will consider factors such as: the
demonstrated effectiveness of the services in improving the length and quality of life; the incidence of
death and complications associated with the services; alternative methods of treatment; whether the
services are provided under an Experimental or Investigational protocol or study; whether the services
are under continued scientific testing and research and reports in current medical and scientific literature
concerning such testing and research; the positions of governmental agencies and other institutions
(including without limitation Medicare, the Agency for Health Care Policy and Research and the
American Medical Association) regarding the Experimental or Investigational nature of the services;
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whether the FDA has approved drugs for the use proposed; and the patient’s physical, mental and
psychological condition.

“Grievance” means:

e A communication from an Enrollee, or an authorized representative (defined as an individual who by
law or by the consent of a person may act on behalf of the person) of an Enrollee, expressing
dissatisfaction with an Adverse Benefit Determination, without specifically declining any right to
Appeal or review, that is:

a. inwriting, for an Internal Appeal or an External Review; or
b. inwriting or orally, for an expedited response or an expedited External Review; or

e A written complaint submitted by an Enrollee or an authorized representative of an Enrollee
regarding the following:
a. availability, delivery or quality of a health care service;

in which the Enrollee has
not disputing an Adverse

b. claims payment, handling or reimbursement for health care
not submitted a request for an Internal Appeal, and the co
Benefit Determination; or

c. matters pertaining to the contractual relationship b and an insurer.

“Habilitative Services and Devices” means Services g S Ip a person keep, learn, or
improve skills and functioning for daily living (Habilt . Examples include therapy for a
child who is not walking or talking at the expected a ese services and devices may include physical
and occupational therapy, speech-language pat other services and devices for people with
disabilities in a variety of inpatient or outpatient e services must be based on a treatment plan
authorized, as required by us or the Me

Health care services that are not h
recreational care, residential treat

“Health Benefit Plan”” me
policy or certificate, Sub
multiple employer welfa
Employee Retirement Income Sec
state regulation.

ut are not limited to, Respite Care, day care,
ices and Custodial Care.

al expense, medical expense or Hospital or medical expense
of a health care service contractor, any plan provided by a

r by another benefit arrangement defined in the federal

y Act of 1974, as amended to the extent that the plan is subject to

“Home Health Care” means a program of care provided by a public agency or private organization or a
subdivision of such an agency or organization which (a) is primarily engaged in providing Skilled
Nursing Services in homes or places of residence of its patients; (b) is licensed according to applicable
laws of the State of Oregon and of the locality in which it is located or provides services; and (c) if the
Member resides in the Service Area, has a written agreement with us as an agency or organization to
provide Home Health Care to Members under this Agreement.

“Hospice” means a program provided by a public agency or private organization that is primarily
engaged in providing services to terminally ill persons. The Hospice and its employees must be licensed
in accordance with applicable state and local laws and certified by Medicare.

“Hospice Care” is care provided by a Hospice and designed to provide medical and supporting care to
the terminally ill and their families. Hospice Care is designed to be provided primarily in the patient’s
home.
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“Hospital” means an institution which is either:

a. An institution which is primarily engaged in providing, on an inpatient basis, medical care and
treatment for sick and injured persons through medical, diagnostic and major surgical facilities, all of
which facilities must be located on its premises, under the supervision of a staff of Physicians and
with 24 hour-a-day nursing services; or

b. An institution not meeting all the requirements of (a) above, but which is accredited as a Hospital by
the Joint Commission on Accreditation of Health Care Organizations or pursuant to Title XVIII of
the Social Security Act as amended.

In no event shall the term “Hospital” include a convalescent nursing home or any institution or part
thereof which is used principally as a convalescent facility, rest facility, or nursing facility.

“Hospital Services” means those Medically Necessary services for inpatients and outpatients which are
generally and customarily provided by acute care general Hospitals, and which are prescribed, directed,
or authorized by a Physician in accordance with this Agreement. “Hospital Services” shall also include
Medically Necessary services rendered in the emergency room and/ e qutpatient department of any
Hospital. Except for Emergency Medical Care, Prior Authorizati ed for Hospital Services.

“Individual Practice Association” or “IPA” means a Physicians’ g has contracted with us

as a Participating Provider.

“Initial Enrollment Period” means the 31 days foll e date dividual first becomes eligible
for coverage under this Agreement.

“Internal Appeal” means a review by us of a ve enefit Determination made by us.

“Late Enrollee” means an individual who Enro
Initial Enrollment Period during which t Vi

Health Benefit Plan subsequent to the
eligible for coverage but declined to Enroll.
d a Late Enrollee if:

e The individual applies for cov open Enrollment period;

e A court has ordered that
covered Participant’s
issuance of the court

rovided for a spouse, Domestic Partner or minor child under a
Plan and request for Enrollment is made within 31 days after

e The individual is employed b
individual elects a differen
Group Subscriber and us;

roup Subscriber who offers multiple Health Benefit Plans and the
ealth Benefit Plan during an open Enrollment period agreed upon by

e The individual qualifies for Special Enroliment under the “Enrollment and Effective Date” section of
this Group Medical and Hospital Service Agreement.

“Maximum Allowable Amount (MAA)” is the amount that we use to calculate what we pay for
Covered Medical Services and supplies provided by a Nonparticipating Provider, which may be less
than the amount billed for those Services and Supplies. We calculate MAA as the lesser of the amount
billed by the Nonparticipating Provider or the amount determined as set forth below. MAA is not the
amount that we pay for a Covered Service or Supply; the actual payment will be reduced by applicable
Coinsurance, Copayments, Deductibles and other applicable amounts set forth in your Copayment and
Coinsurance Schedule.
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e The MAA for Emergency Care will be the greatest of: (1) the amount negotiated with Participating
Providers for the emergency service provided, excluding any in-network Copayment or Coinsurance;
(2) the amount calculated using the same method we generally use to determine payments for
Nonparticipating Providers, excluding any in-network Copayment or Coinsurance; or (3) the amount
paid under Medicare Part A or B, excluding any in-network Copayment or Coinsurance.

e The MAA for covered outpatient pharmaceuticals (including but not limited to injectable
medications) dispensed and administered to the patient by a Nonparticipating Provider, in an
outpatient setting, including, but not limited to, Physician office, outpatient Hospital facilities, and
services in the patient’s home will be the lesser of billed charges or the “Average Wholesale Price”
for the drug or medication. “Average Wholesale Price” is the amount listed in a national
pharmaceutical pricing publication, and accepted as the standard price for that drug by Health Net.

e The MAA for Covered Services and Supplies, excluding Emergency Medical Care and outpatient
pharmaceuticals, received from a Nonparticipating Provider is a percentage of what Medicare would
pay (known as the Medicare allowable amount). Medicare pays 100% of the Medicare allowable
amount.

e The MAA for Covered Services and Supplies, excluding Emergeney Medigal Care, Pediatric Dental
Services and outpatient pharmaceuticals, received from_ a NonparticCipating Provider is a percentage
of what Medicare would pay (known as the Medicare all@wable amount). Medicare pays 100% of
the Medicare allowable amount.

e The MAA for facility services, including but ndtlimited'to Hospital, Skilled Nursing Facility, and
Outpatient Surgery, is determined by applyifg,160%0f the Medicare allowable amount.

e The MAA for Physician and all other types ofisericesi@and supplies is the lesser of the billed charge
or 160% of the Medicare allowable amouat.

e In the event there is no Medicate allowable,amount for a billed service or supply code, MAA shall
be determined by Health Net asithedlessor 0f3(1) the amount negotiated with Participating Providers
for similar Covered Services or Suppltesprovided; (2) the amount calculated using databases of
Provider charges and allowable payments maintained by entities including, but not limited to, Fair
Health and Data iSight; (3) amamount based on the Medicare or Medicaid allowable amount for a
similar Covered Servicester Supplies; or (4) 50% of Out-of-Network Provider’s billed charges for
Covered Services.

e MAA is subject to other limitations on covered Medical Services. See your Copayment and
Coinsurance Schedule, Group Plan Benefits section, and any Supplemental Benefit Schedules and
Amending Attachments for specific Deductibles, benefit limitations, maximums, requirements and
multiple surgery payment policies that limit the amount that we pay for covered Medical Services
and supplies. We use available guidelines of Medicare and/or Medicaid to assist in our determination
as to which services and procedures are eligible for reimbursement. We will, to the extent applicable,
apply Medicare claim processing rules to claims submitted. We will use these rules to evaluate the
claim information and determine accuracy and appropriateness of the procedure and diagnosis codes
included in the submitted claim. Applying Medicare rules may affect the MAA if it is determined the
procedure or diagnosis codes used were inconsistent with Medicare procedure coding rules or
reimbursement policies.
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The Medicare allowable amount is subject to automatic adjustment by the Center for Medicare and
Medicaid Services (CMS), an agency of the federal government which regulates Medicare.

The following shows how MAA applies to claims payment:

For illustration purposes only, Out-of-Network Provider: 70% Plan Payment / 30% Member
Coinsurance

Nonparticipating Provider’s billed charge for extended office ViSit...........ccccevieiiieic i, $128.00
MAA allowable for extended office visit (example only; does not mean

that MAA always equals thiS @amMOUNL).........ccoiiiiiiiiie e $102.40
Your Coinsurance is 30% of MAA: 30% x $102.40 (assumes Deductible

has already Deen SAtISTIEd) .........ccviiiieic s $30.72

You also are responsible for the difference between the billed charge
($128.00) and the MAA amount ($102.40) ......cevverieiieieiieriee e
Total amount of $128.00 charge that is your responsibility...........cc.oacceiiiiiiiiniiiicceeee,

NOTE: We have the right to adjust, without notice, the MAA. ClI

procedure you are considering.

with networks that have contracted fee
e event we contract with a third party
ider, we may, at our option, use the rate

In addition to the above, from time to time, we als
arrangements with Providers (“third party net
network that has a contract with the Nonparticip
agreed to by the third party network as t

negotiation service to negotiate the service or supply provided directly with the
Nonparticipating Provider. In eithe
difference between the M th
Deductible, Copayment i

In the event that the bille overed Medical Services and Supplies received from a
Nonparticipating Provider are an the MAA, you are responsible for any amounts charged in
excess of the MAA, in addition 1o applicable Deductibles, Copayments or Coinsurance

ed charges. You will be responsible for any applicable
ance at the Out-of-Network level.

For more information on the determination of MAA, or for information, services and tools to help you
further understand your potential financial responsibilities for Out-of-Network Services and Supplies,

please log on to www.healthnetoregon.com or contact our Customer Contact Center at the number on

your Member identification card.

“Medicaid”” means the program of medical coverage provided by the states under Title XIX of the
Social Security Act, as amended by Public Law 89-97, including any amendments which may be
enacted in the future.

“Medical Director” means a Medical Director of our plan or his or her designee. A decision of the
Medical Director which substantially affects a Member is subject to the “Rights of Members” section of
this Group Medical and Hospital Service Agreement, and will be made in the exercise of the Medical
Director’s reasonable judgment, subject to all of the terms and conditions of this Agreement.
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“Medical Services” means those Medically Necessary health care services which are performed,
prescribed or directed by a Physician, except as expressly limited or excluded by this Agreement.

“Medically Necessary” or “Medical Necessity”” means health care services that a Physician, exercising
prudent clinical judgment, would provide to a patient for the purpose of preventing, evaluating,
diagnosing, or treating an illness, injury, disease or its symptoms, and that are:

e Inaccordance with generally accepted standards of medical practice;

e Clinically appropriate, in terms of type, frequency, extent, site and duration, and considered effective
for the patient’s illness, injury or disease, and;

e Not primarily for convenience of the patient, Physician, or other health care Provider, and not more
costly than an alternative service or sequence of services at least as likely to produce equivalent
therapeutic or diagnostic results as to the diagnosis or treatment of that patient’s illness, injury, or
disease.

e An Oregon-licensed doctor of medicine or osteopathy shall be re
recommendations regarding the necessity or appropriateness
will be provided and shall consult as appropriate with medical a
making such recommendations.

nsible for all final
iceS’or the facility where they
Ith specialists in

practicing in relevant clinical areas, and any ot
Determination of Medical Necessity is done on

Necessary. The determination of t
control, subject only to the provisi
Hospital Service Agreement.

“Medicare” means The ranee for the Aged Act, Title XVII1I of the Social Security Act and
all amendments.

“Member” or “Enrollee” m y Subscriber or Dependent who satisfies all of the requirements of
this Agreement, who has been Enrolled by us and for whom the current monthly premium has been
received by us.

“Mental Health Condition” means any mental disorder covered by diagnostic categories listed in the
“Diagnostic and Statistical Manual of Mental Disorders, DSM-1V-TR, Fourth Edition” (DSM-1V) or the
“Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition” (DSM-5). The exception of a
disorder does not include or extend to a co-morbidity disorder accompanying the excepted disorder.

“Nonparticipating Provider” or “Out-of-Network Provider” means any Provider who is not a
Participating Provider at the time services are rendered to a Member.
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“Non-Registered Domestic Partner”” means a person who is in a “Domestic Partnership” with the
Subscriber. A Non-Registered Domestic Partnership is defined as:

e A relationship of two people 18 years of age or older that were mentally competent to consent to
contract when the domestic partnership began, neither of whom is married to anyone else and neither
of whom has had another domestic partnership within the most recent six months.

e A relationship of two people who are not related by blood closer than first cousins.

e A couple that has lived continuously in an exclusive and loving relationship that they intend to
maintain for the rest of their lives.

e A partnership that includes joint financial accounts and joint financial responsibilities for basic
living expenses, including, but not limited to, food, shelter, and living expenses with the intent to do
so indefinitely.

“Orthotic Device” means a rigid or semi rigid device supporting a we
hand, back or neck, or restricting or eliminating motion in a disease
back or neck.

or deformed leg, foot, arm,
injured leg, foot, arm, hand,

Deductible. After you reach the Out-of-Pocket Maximum i we will pay your Covered
Services during the rest of that Calendar Year at 100% o for PPO services and at

100% of MAA for out-of-network (OON) services. i sible for OON billed charges that
exceed MAA.

“Participant” means an individual who is an 0r Member of the Subscriber Group and is

eligible, in accordance with the Group’s e les, to participate in the health and welfare plan
sponsored by Subscriber Group.

“Participating Provider” means a S rtified Physician, health professional, Hospital, home
health agency, pharmacy, |
a contract or other arran
with an expectation of re
directly or indirectly from us and
are rendered.

ent, other than Copayments and Deductibles and Coinsurance,
contract or other arrangement is in effect at the time such services

“Peer Review Committee” means the panel of Participating Physicians designated and appointed by an
IPA and/or our Board of Directors.

“Pervasive Developmental Disorder” means a neurological condition that includes Asperger’s
syndrome, Autism, developmental delay, developmental disability or intellectual disability.

“Physician” means any doctor licensed to practice medicine or osteopathy in Oregon or in the state in
which medical care is rendered.

“Post-Service Claim” means any claim for benefits under the Agreement, which does not otherwise
qualify as a “Pre-Service Claim” as, defined herein.

“Plan Authorized Benefits” means (a) covered health care services provided by a Primary Care
Provider or pursuant to a Referral or Emergency Medical Care.
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“Pre-Service Claim” means any claim for benefits under the Agreement where such benefits require
separate approval or authorization before they can be considered covered under the Agreement.

“Primary Care Provider” means the Participating Provider who is authorized by us to act as a Primary
Care Provider and who is designated by the Member as the Provider through whom the Member must
obtain all of the health care benefits provided by this Agreement (except annual gynecological
examinations, maternity care, and Emergency Medical Care). Primary Care Providers are listed in our
Provider Directory.

“Prior Authorization” means written or oral approval obtained from us in advance of receiving
specified medical treatment or supplies covered under this Agreement. Prior Authorization is not
required for Emergency Medical Care.

e A Prior Authorization issued by us shall be binding in accordance with its terms for 30 days, except
that a Prior Authorization shall not be binding if:
a. The services authorized by the Prior Authorization are performed on a date more than five days
after the Prior Authorization is issued and the Member is ineligible on that date;

b. The Prior Authorization specifies a date on which covera es and services were

obtained after that date; or
c. The Prior Authorization was obtained through misrépkesentation.

e We will answer a request for Prior Authorization eney services within two working
days.

e A Physician will retain responsibility for re
and where it is to be performed, is appropria

m tions related to whether a service or procedure,
treating a specific medical condition.

“Prosthetic Device” means an artificial
an armor a leg.

pliance designed to replace in whole or in part

“Provider” means any Physician,
laboratory, or other entity or person
agency to diagnose or tre
license to furnish Covered Servi

nal, Hospital, home health agency, pharmacy,
ssionally licensed or certified by the appropriate state
ry or illness and who is acting within the scope of his or her
upplies.

“Rating Period” means the 12-mo
Net are in effect, as determin

calendar period for which premium rates established by Health
ealth Net.

“Registered Domestic Partner”” means a person who has entered into a civil contract with the
Subscriber, both of whom are the same sex and both of whom are at least 18 years of age, who are
otherwise capable and at least one of whom is a resident of Oregon. A Registered Domestic Partner
relationship must be supported by a Certificate of Registered Domestic Partnership issued by the Oregon
Department of Human Services.

“Referral” means authorization obtained from us in advance of receiving Medical Services from a
Provider other than a Member’s Primary Care Provider.

“Respite Care” Respite care is furnished to a person in an inpatient setting in order to provide short-
term relief for family members or others caring for that person.

“Service Area” means the counties in northwest Oregon including, Washington, Multnomabh,
Clackamas, Tillamook, Clatsop, and Columbia, and Clark county in Washington.
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“Signature Sheet”” means the sheet attached to this Agreement and identified as such.

“Skilled Nursing Facility” has the same meaning as Extended Care Facility in Title XV1I1I of the Social
Security Act and regulations but is limited to those facilities with a contract or other arrangement with
us.

“Skilled Nursing Service” has the same meaning as Extended Care Service in Title XVI11I of the Social
Security Act and regulations except that it does not include a requirement of prior hospitalization; is
interpreted as if all Members were covered under both parts of Title XVI1I; and applies only to services
performed, prescribed, or directed by a Participating Physician. “Post-Hospital Extended Care Service”
has the same meaning as Title XVIII of the Social Security Act and regulations but applies only to
services performed, prescribed, or directed by a Participating Physician.

“Small Employer” is an employer that employed an average of at least one but not more than 50
employees on business days during the preceding Calendar Year, the majority of whom are employed
within this state, and that employs at least one eligible employees on the date on which coverage takes
effect under a Health Benefit Plan issued by a small employer carrier,

“Stabilization” means to provide medical treatment as necessary €0:

e Ensure that, within reasonable medical probability, no material detérioratigh of an Emergency
Medical Condition is likely to occur during or to result ftom the transferfof the patient from a
facility; and

e With respect to a pregnant women who is in activeffaban, toperform the delivery, including the
delivery of the placenta.

“Subscriber” means a Participant who meets allapplieable requirements of this Agreement, who has
Enrolled hereunder by submitting an Enrolimentiapplication which has been approved by us, and for
whom the monthly premium has been reg€ined byus Myaccordance with the terms hereof. One person
from each family unit Enrolled as a Membeghereunder who signs and executes the necessary
Enrollment application form shall beyconsidered the"Subscriber under this Agreement and shall exercise
all rights, privileges, and responsibiities‘@fya Subscriber with respect to us.

“Subscriber Group” meanssthe entityf’such as an employer, trust or association, sponsoring the health
and welfare plan pursuantto which.thetbenefits of this Agreement are made available to Participants. A
Subscriber Group is limitegtefan entity'that would, under Oregon law, be eligible for a group medical
policy or contract. In order to qualify as a Subscriber Group, an entity must meet our current
underwriting standards for the"product sought.

“Substance Use Disorder” means the addictive relationship with any drug or alcohol characterized by
either a physical or psychological relationship, or both, that interferes on a recurring basis with the
individual’s social, psychological or physical adjustment to common problems. For purposes of this
Agreement, Substance Use Disorder includes addiction to or dependency on tobacco and tobacco
products, but does not include addiction to or dependence on foods. The exception of a disorder does not
include or extend to a co-morbidity disorder accompanying the excepted disorder.

“Surrogacy Arrangement” means an understanding in which a woman (the Surrogate) agrees to
become pregnant and carry a child (or children) for another person (or persons) who intend to raise the
child (or children), whether or not the Surrogate receives payment for acting as a Surrogate.

“Surrogate” means a gestational carrier who, as part of a Surrogacy Arrangement, (a) uses her own egg
that is fertilized by a donor or (b) has a fertilized egg placed in her body but the egg is not her own.
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“Urgent Care” means those services, which are provided for the relief of acute pain or initial treatment
of an acute infection or a medical condition that requires medical attention, but for which a brief time
lapse before care is obtained does not endanger life or permanent health. Urgent Care services include,
but are not limited to, treatment for minor sprains, fractures, pain, and heat exhaustion. An individual
patient’s urgent condition may be determined to be an emergency upon evaluation by an Urgent Care
health care Provider.

“Utilization Review” means a set of formal techniques used by an insurer or delegated by the insurer
designed to monitor the use of or evaluate the Medical Necessity, appropriateness, efficacy or efficiency
of health care services, procedures or settings.

“Women’s Health Care Provider” means a Participating Provider who is an obstetrician or
gynecologist, Physician assistant specializing in women’s health, advanced registered nurse practitioner
specialist in women’s health, or a licensed nurse midwife practicing within the applicable lawful scope
of practice.

Monthly Payments (Premiums)

e The monthly premium rate is set forth on the Signature Sheet. If theyStatedot Oregon or any other
taxing authority imposes upon us any new or additionalitax or licenséd€€ which is levied upon or
measured by premium, by our gross receipts, or by amyportion of either, then we may amend this
Agreement to increase the premium by an amougt'suffiGient t@caver all such taxes or license fees
rounded to the nearest cent, effective as of the date statéd in a notice sent to Subscriber Group. The
effective date of such a premium increase shall notdve earlier than the date of the imposition of such
tax or license fee increase. We shall also have,the,rightito change the premium as of any date as
permitted or mandated by law or regulation.

e Premiums are due on the first day of eaclymontiiEach monthly premium shall be calculated on the
basis of our records reflecting theWaumber @ Subscribers and Dependents in each coverage
classification, as set forth on theiSignature,Sheet, at the time of calculation and at the premium rate
then in effect. Subscribeg@soup shall submit to us, on behalf of each Subscriber and Enrolled
Dependents, the entirgamount.dueson or before the first day of the month for which coverage is
provided. If a paymentjisd@jected by the financial institution on which it is drawn, premium is not
considered paid until the payment, or an alternate payment, is honored by the issuing financial
institution. We may charge“@¥ee for any payment that is returned as unfunded. Subscriber Group
assumes responsibility for collection of the contributory portion of the premium, if any, from each
Subscriber.

e Only Members for whom the premium is actually received shall be entitled to benefits, and then only
for the period to which such premium is applicable.

e The total amount paid monthly under this Agreement may change from time to time to reflect any
change in the status of a Member or any change in the type of membership applicable to the Member
(single, two party or family) or any change in state or federal benefit mandates.

e Subscriber Group shall provide us with notice of changes in eligibility and Enrollment within 30
days of the effective date of such changes. At our option, retroactive adjustments for premium may
be made for any additions or terminations of Members and changes in coverage classification not
reflected in our records at the time the monthly premium is calculated by us.
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e We reserve the right to change the premium rates under this Agreement effective as follows. Written
notice of premium rate change will be given to Subscriber Group at least 30 days prior to the
effective date of the change.

a. Onany Anniversary Date for a Small Employer group that meets the definition of Oregon Small
Employer in the “Definitions” section of this Group Medical and Hospital Service Agreement, or

b. Atany time for a Small Employer group that no longer meets the definition of Small Employer
in the “Definitions” section of this Group Medical and Hospital Service Agreement.

Eligibilit
e Subscriber. To be eligible to Enroll as a Subscriber, a person must, at the time of Enrollment and

throughout the term of this Agreement, be a Participant of the Subscriber Group and must meet the
Subscriber Group’s eligibility criteria. Eligibility is not based on any health status related factors.

e Dependent. To be eligible to Enroll as a Dependent, a person must be a Dependent of a Subscriber
and must meet the Subscriber Group’s eligibility criteria. A Dépendemt’'who is Enrolled as a Member
will continue as an eligible Dependent through the last day of thesmonth igéwhich such Dependent
ceases to meet the requirements of a Dependent. Dependent coverageawill terminate when a Member
ceases to be an eligible Dependent. Eligibility is not base@hon any health status related factors.

e |f the Subscriber Enrolled under this Agreementd§ undéer the agedt 19 and has been Enrolled by the
parent or legal guardian, the parent or legal guardian signing for coverage on behalf of the underage
Subscriber agrees to be responsible for the administrative and premium requirements of the coverage
where the Subscriber cannot do so because he,ofshe 1§iot of legal age. Dependents of the
Subscriber cannot be Enrolled and carimet be MemBers under this Agreement. No benefits shall be
payable on behalf of Dependents.

Subscriber Group’s eligibility critertamaust be'rovided on the Group Application which is a part of this
Agreement. If the criteria on an apprevediGraup Application conflict with any eligibility criteria
elsewhere in this Agreementgthen the eriteria on the application shall prevail.

During the term of this AgreememtSubscriber Group shall make no change in its eligibility standards
for purposes of this Agreement unless such change is agreed to by us.

Any ineligible person Enrolle@iunder this Agreement will not be entitled to benefits hereunder. We will
refund to the Subscriber Group any premium paid for the ineligible person in excess of any benefits paid
for the time the person was ineligible or for the last six months prior to discovery of the ineligibility,
whichever is shorter (the “refund period”). We shall also be entitled to repayment from the ineligible
person for the cost of benefits provided during the refund period in excess of the premium received by
us for the ineligible person for that period. If the ineligible person was carried by Subscriber Group as a
Subscriber, we shall also be entitled to repayment from the Subscriber Group for the cost of benefits
provided during the refund period in excess of the premium received by us for the ineligible person
during that period.
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Enrollment and Effective Date

Initial Eligibility. Participants and/or their Dependents may Enroll within 31 days of becoming
eligible for coverage, subject to any waiting period as required by the group. Waiting periods for
Enrollment is defined as beginning on the date the employee becomes a qualifying employee and
must not exceed 90 days. Coverage shall become effective as specified on the Signature Sheet,
provided that a completed application form and the required premium payment are received within
31 days of the person’s first day of eligibility.

Open Enrollment. Participants and/or Dependents who do not Enroll when initially eligible may
Enroll by submitting a completed application form during the open Enrollment period specified on
the Signature Sheet.

Newborn or Newly Adopted Child or a Child in Foster Care. A newborn child or a child placed
with a Member for the purpose of adoption or placed in foster care will be covered from the moment
of birth or the date of adoption, placement for adoption or placement’in foster care, if the Child is
Enrolled as a Member within the first 31 days. If additional premtum isgrequired, coverage shall not
take effect unless application and premium required are receivegywvithin 30 days after birth or
placement. Additional premium is required if Enrollment of the additionaléDependent places the
family in a higher premium bracket.

After the first 31 days, a newborn child must meet theWefinition offPependent in the “Definitions”
section of this Group Medical and Hospital Seryi€e Agreementift order to continue coverage under
the plan.

Other Newly Eligible Dependents. A Subsektder may,Enroll a newly eligible Dependent by
submitting a completed application fogm within 3Wdays of attaining eligibility. Enrollment is
effective the first day of the followingimionih oras specified on the Group Application.

Special Enrollment.

a. Loss of Other Coverage. A Participantyand/or Dependents who previously declined coverage
under this Agreementfiecause 0f coverage under another Health Benefit Plan can Enroll in this
Agreement by submittingsascompleted application form within 60 days of loss of such other
coverage because ‘Qfglégal separation, dissolution of a domestic partnership, divorce, death,
termination of employmentgreduction in hours of employment, a Dependent Child ceasing to be
a Dependent Child, Medtcaid plan or Children’s Health Insurance Plan (CHIP). If loss of
coverage is due to discontinuation of employer contributions or exhaustion of COBRA
continuation under such other group coverage a completed application form must be submitted
within 30 days of loss. Enrollment is effective the first day of the following month.

b. Newly Acquired Dependents. A Participant and/or newly acquired Dependents can Enroll in this
Agreement by submitting a completed application form within 30 days of marriage, domestic
partnership, birth, adoption or placement for adoption or placement in foster care. In the case of
marriage or domestic partnership, Enrollment is effective the first day of the following month. In
the case of birth, adoption, placement for adoption, or placement in foster care, the Enrollee may
elect a coverage date of the day of the birth, adoption, placement for adoption, or placement in
foster care, or the first day of the month following the date of birth, adoption, placement for
adoption, or placement in foster care.
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c. Premium Assistance under a Medicaid plan or CHIP. A Participant and/or Dependents can Enroll
in this Agreement by submitting a completed application form at any time once becoming
eligible for premium assistance under a Medicaid plan or CHIP.

d. Permanent Move. A Participant and/or Dependents who moves into the Service Area outside of
Open Enrollment can Enroll in this Agreement by submitting a completed application form
within 30 days of the permanent move if such individual had minimal essential coverage for one
or more days during the 60 days preceding the date of the permanent move, was living outside
the United States or in a United States Territory at the time of the permanent move, or was living
in a non-Medicaid expansion state at the time of the permanent move.

e. Incarceration. A Participant and/or Dependents can Enroll in this Agreement by submitting a
completed application form within (60) days of being released from incarceration, (other than
incarceration pending disposition of charges).

e Late Enrollee.

a. Late Enrollees are not guaranteed coverage upon their late Edroliment. Any person who is
denied coverage as a late Enrollee may Enroll for coveragé@during'the Subscriber Group's next
Open Enrollment period for coverage to begin at the following@nnivegsary date, or during a
Special Enrollment period.

b. Late Enrollees do not include those who experignee,a qualifyingevent, and are eligible for
Enrollment during a Special Enrollment perig@.

c. Employee eligibility wait periods established"@y the Subscriber Group may apply.

If a Member is confined as an inpatient in a Hospitahon the, Effective Date of this Agreement, and prior
coverage terminating immediately beforegthe EffectiveiDate of this Agreement furnishes benefits for the
hospitalization after the termination of prienCcouerage, then services and benefits will not be covered
under this Agreement for that Member until the Member is discharged from the Hospital or benefits
under the prior coverage are exhausted, Wwhichever is earlier.

Subscriber Group shall notifyatis no lateFthan the next billing cycle of any changes which may affect
Member eligibility.

Subscriber Group shall require each/Member to disclose to us at the time of Enrollment, at the time of
receipt of Covered Services and Supplies, and from time to time as requested by us, the existence of any
other group insurance coverage the Member may have, the identity of the carrier, and the group through
whom the coverage is provided.

We shall have the right, at reasonable times, to examine the records of the Subscriber Group and
Subscriber Group’s subcontractors, including payroll records, with respect to eligibility and monthly
premiums under this Agreement. Subscriber Group shall have the right, at reasonable times, to examine
our records pertaining to Subscriber Group with respect only to Enrollment, eligibility and receipt of
monthly premiums under this Agreement.

Termination

e This Agreement is renewable with respect to all Members at the option of the Subscriber Group
except it may be discontinued or non-renewed based on the following circumstances:
a. For nonpayment of the required premiums by the Subscriber Group.
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b. For fraud or intentional misrepresentation of material fact by the Subscriber Group, or with
respect to the coverage of a Member by the Member or the Member’s representative.

c. Failure of the Subscriber Group to meet the participation requirement(s) as set forth in the group
proposal offer.

d. When we discontinue offering or renewing, or offering and renewing, all of our Small Employer
Health Benefit Plans in this state or in a specified service area within this state. In order to
discontinue plans under this section, we:

1. Must give notice of the decision to the Director of the Department of Consumer and Business
Services and to all Subscriber Groups covered by the plans;

2. May not cancel coverage under the plans for 180 days after the date of the notice required
under section d.1 above if coverage is discontinued in the entire state or, except as provided
in section e.3 below, in a specified Service Area;

3. May not cancel coverage for 90 days after the date of the n
above if coverage is discontinued in a specified Service

hce required under section d.1
a because of an inability to reach

e. When we discontinue offering and renewing a
service area within this state because of an i
provide services under the plan within t
paragraph, we:

ealth Benefit Plan in a specified
agreement with Providers to

1. Must give notice of the decisi i r and to all Subscriber Groups covered by the
plan;

2. May not cancel covera an for 90 days after the date of the notice required

3. Must offer in Subscriber Group covered by the plan, all other Small
Employer He s that we offer in the specified Service Area. We shall offer the
plans at least i0r to discontinuation.

f.  When we discontinue g or renewing, or offering and renewing, a Health Benefit Plan for
all Small Employers in this state or in a specified service area within this state, other than a plan
discontinued under section e. above of this Group Medical and Hospital Service Agreement,
above, with respect to plans that are being discontinued, we must:

1. Offer in writing to each Small Employer Subscriber Group covered by the plan, all Health
Benefit Plans that we offer in the specified Service Area.

2. Offer the plans at least 90 days prior to discontinuation.

3. Act uniformly without regard to the claims experience of the affected Subscriber Groups or
the health status of any current or prospective Enrollee.

g. When the director orders us to discontinue coverage in accordance with procedures specified or
approved by the director upon finding that the continuation of the coverage would not be in the
best interest of the Members or would impair our ability to meet contractual obligations.
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h. When, in the case of a Small Employer Health Benefit Plan that delivers Covered Services
through a specified network of health care Providers, there is no longer any Member who lives or
works in the Service Area of the provider network.

I.  When, in the case of a Health Benefit Plan that is offered in the Small Employer market only
through one or more bona fide associations, the membership of an employer in the association
ceases and the termination of coverage is not related to the health status of any Enrollee.

e We may modify this Agreement at the time of renewal. The modification is not a discontinuation of
this Agreement under section d. or f. above, of this Group Medical and Hospital Service Agreement.
Written notice of modifications will be given to Subscriber Group at least 60 days prior to the
effective date of the renewal. The 60 day notice requirement does not apply to normal and customary
administrative changes that do not have an actuarial impact, such as formulary changes, or to a
decrease or increase required by state or federal law.

e Notwithstanding any provision of the “Termination” section of p Medical and Hospital
Service Agreement to the contrary, we may rescind an Agree aud or intentional
misrepresentation of material fact by a Subscriber Group and the a Member may be
rescinded for fraud or intentional misrepresentation of i Member.

e In the event of termination of this Agreement on op pecified in this Agreement,
termination will be effective as to the Subscrib scribers and Enrolled Dependents

date. However, in no event will this Agree Nue beyond the last day of the month for which
monthly premiums have been received. Pre illGe charged and collected for any period

iums may be paid (no less than 10 days from the date
of the notice) in order to reinsta nt. We may charge a fee to reinstate the Agreement

after termination.

e Subject to continued payme thly premiums, if a Subscriber or a covered Dependent is in the
Hospital on the day t eement s terminated and immediately replaced by a group contract with
another company, we will contiftte to accept and pay toward covered expenses incurred during the
balance of that hospitalization. The covered expenses must be incurred for the same sickness, injury
or pregnancy that was under treatment before this Agreement terminated. Eligibility for benefits will
end upon discharge from the Hospital or when benefits of this Agreement are exhausted, whichever
happens first. In no other situation will we pay for the benefits of this Agreement toward expenses
incurred by a person who is not then covered.

e Coverage under this Agreement for a Member also will terminate on 30 days’ written notice: if the
Member knowingly permits another to use his or her plan identification card or has otherwise
misused our plan
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e Coverage under this Agreement for a Member will also terminate on 30 days’ written notice: (a) if a
Member intentionally presents a claim for a payment that falsely represents that the services or
supplies were Medically Necessary in accordance with professionally accepted standards; (b) if a
Member intentionally makes a false statement or false representation of a material fact to us for our
use in determining rights to a health care payment; and (c) if the Member intentionally conceals the
occurrence of any event affecting his or her initial or continued right under this Agreement or
conceals or fails to disclose any information with intent to obtain services, supplies, or payment to
which the Member or any other person is not entitled. We shall have the right to obtain a refund
from the Member for all Medical Services paid for by us which were not legitimately eligible for
coverage under this Agreement.

e After the effective date of a termination pursuant to this section, neither we nor the Participating
Providers shall have any further obligation to provide care for the condition under treatment and no
claim shall be paid by us for treatment arising after such termination date.

e The membership of a Subscriber and all Dependents shall terminai€’in the event that the Subscriber
leaves employment with the Subscriber Group or otherwise bec@mes ineligible, unless the
Subscriber or any Dependent continues or converts his or her membership in accordance with the
“Federal Continuation of Coverage,” and “Oregon State Continuation of @overage” sections of this
Group Medical and Hospital Service Agreement. If a Sdbscriber doesimot work for 120 consecutive
working days, the Subscriber will be deemed to havegdeft @mployment with the Subscriber Group.

e Except as expressly provided in this section, allg#ights to'benefits’hereunder shall cease as of the
effective date of termination.

e We shall notify Subscriber Group by mail onia$ermthat complies with applicable law within 10
days after this Agreement is terminatgé,and not replaced by the Subscriber Group. This provision
shall apply when an employer terminates pasticipation in a multiple employer trust as well as in the
event of termination of this Agrteement when held by a multiple employer trust. If notice is not given
as required under this section, coverage shalljcontinue from the date notice should have been
provided until the date notice is receigedamd premiums for that period shall be waived.

e The Subscriber Groupfmay voluntatily terminate this Agreement for any reason upon 30 days
written notice to us. Whengthe group’coverage is terminated by the Subscriber Group and replaced
by other group coverage, no noti€e of termination will be given to the Member by us.

Federal Continuation of Coverage

e Consolidated Omnibus Budget Reconciliation Act of 1985 (“COBRA”)

a. If Subscriber Group is required to offer continuation coverage under the applicable provisions of
the Consolidated Omnibus Budget Reconciliation Act of 1985 (“COBRA”) and any regulations
thereunder, as now in effect or as amended from time to time, then we shall provide such
coverage to Members, but only to the extent Subscriber Group is required by federal law to offer
such coverage. All provisions of this Agreement not expressly superseded by COBRA shall
apply to such COBRA continuation coverage.
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b. Subscriber Group is solely responsible for (a) ensuring compliance with COBRA; (b) giving
Members timely notice, in accordance with COBRA, of their continuation coverage option; (c)
notifying us within 15 days of a Member’s election to continue coverage and the applicable
maximum coverage period; and (d) notifying us of any event which terminates Subscriber
Group’s obligation to provide the Member with COBRA continuation coverage before the end of
the maximum coverage period.

c. A Member must apply for COBRA continuation coverage within 60 days of the termination date
of coverage, or the date the Member receives specific notice of his or her COBRA continuation
coverage rights, whichever is later.

d. If Subscriber Group fails to give the Member notice of any COBRA continuation rights or to
give us notice of any COBRA election, each within the time stated in the section above, we shall
be entitled to charge Subscriber Group, and Subscriber Group shall pay the greater of (a) charges
for Medical Services incurred by the Member prior to notice to us of the Member’s exercise of
COBRA rights or (b) the applicable premium amount for coverdge retroactive to the date of the
Member’s qualifying event under COBRA. In any event, weiill provide COBRA continuation
coverage only for the minimum period required to enable Subscriber Group to meet its
obligations under COBRA and, for purposes of this section, sueh perigéwill always begin on the
date of the Member’s qualifying event. If we, in thegxercise of reasdnable judgment, determine
that Subscriber Group willfully failed to give timely netice to a Member of any required COBRA
continuation rights, we may refuse to provide£OBRA contingation coverage to the Member.

e. The cost of COBRA continuation coverage Will bef102 percent of the applicable group rate
(including any portion previously paid BysSubsertber Group), except where COBRA
continuation coverage has been extended\dueyto disability in which case the cost will be 150
percent of the applicable group ratéfor thelperigd of extension.

f. The provisions of this section will terminatedsf this Agreement terminates. Subscriber Group’s
violation of its obligations Underthis segtion shall constitute grounds for termination of this
Agreement.

Oregon State Continuation of Coverage

e Continuation of our group,coverage under this section is available to Subscribers and Enrolled
Dependents when the Subscriber Group is not required to offer continuation of coverage under
COBRA.

e A Member who would otherwise lose coverage under this Agreement, may continue uninterrupted
coverage hereunder upon payment of applicable monthly premiums if:

a. The Member was covered under this Agreement, or similar predecessor Agreement for at least
three consecutive months immediately before coverage under this Agreement would otherwise
terminate; and

b. The Member’s coverage under this Agreement would otherwise terminate due to termination of
the Subscriber’s employment or the Subscriber’s death, dissolution of a domestic partnership, or
divorce.
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e Continuation of coverage is not available if a Subscriber is eligible for: (a) Federal Medicare
coverage; or (b) a medical-hospital benefit plan that did not cover him or her when his or her
eligibility under this Agreement ended.

e Continuation coverage is available for all Dependents who were Enrolled at the time coverage
terminated. All Dependents who were Enrolled under this Agreement must continue to be covered
with the Subscriber or with the surviving or divorced spouse or Domestic Partner who is continuing
coverage.

e Members who wish to have continued coverage under this Agreement must sign a special
application form for themselves and their Enrolled Dependents within 31 days after the Subscriber’s
termination of employment, dissolution of a domestic partnership, divorce or death. The Subscriber
Group must send the application to us along with its next regular monthly billing. The billing should
note the individuals who are continuing group coverage.

e |f a Member wishes to continue group coverage, the correct premi
Group each month in advance. The Subscriber Group must then
along with its regular monthly premium. We will accept conti
included in the Subscriber Group’s regular monthly premium p
premium must be sent to the Subscriber Group with the signed app
the Member’s group coverage was terminated.

must be paid to the Subscriber
d the premium payments to us

e A Member’s continuation of coverage will end og
the following occurs:

a. Nine months expire from the time eligi up coverage normally would have ended;

b. We fail to receive full premiums for the
payment;

the Subscriber Group’s regular monthly

Medicare;

d. We received 30-day
terminate group ¢

e. This Agreement i ated by either the Subscriber Group or us.

e A Subscriber who has termi employment by reason of layoff shall not be subject upon any
rehire that occurs within nine months of the time of the layoff to any waiting period prerequisite to
coverage under this Agreement if the Subscriber was eligible for coverage at the time of the
termination and regardless of whether the Subscriber continues coverage during the layoff.

e A Member age 55 or older who would otherwise lose coverage due to the death of a Subscriber
dissolution of a domestic partnership, divorce or legal separation from a Subscriber may continue
coverage for himself or herself and his or her Dependent children who would otherwise lose
coverage due to the death, dissolution of a domestic partnership, divorce or legal separation. This
section applies only if the Subscriber Group has twenty or more Subscribers. Termination of
coverage under this section shall be on the earlier of:

a. The failure to pay premiums when due;

b. The termination of this Agreement;
c. The date on which the Member becomes covered under another group health plan;
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d. The date on which the Member becomes eligible for Medicare coverage; or

e. For Dependent children only, the date on which a Dependent ceases to meet the requirements
according to the definition of Dependents in the “Definitions” section of this Group Medical and
Hospital Service Agreement.

Reinstatement of Medical Coverage After Military Leave

In accordance with the Uniformed Services Employment and Reemployment Rights Act of 1994
(USERRA), when your coverage under this Agreement ends because you enter into active service in the
United States Armed Forces, you may again be covered if:

e You return to active full-time employment with your Subscriber Group; and
e You make a written request for reinstatement to us with:
a. 90 days of your discharge from active services; or
b. One year following hospitalization which continues after y@ur disefarge from active service.

The coverage provided will be the same coverage provided by your Subscribef*Group to other
employees and Dependents at the time of application. Youreoverage willistart on the date we receive
your request for reinstatement. If you had completed all_or parhof an exelusionary or waiting period
under this Agreement before your entry into active mifrtary;servige, ¥ou will not be required to complete
that period a second time.

Each of your Dependents who were covered undenthisiAgreement immediately prior to your entry into
active military service will also be reinstated for @overage'@n the date your coverage begins again, if
otherwise eligible. Eligible Dependents hBrmduring theygeriod of active military duty will have the same
rights as other Dependents under this Agreement:

Small Employer Coverage

e We may provide diffefent Health Benefit Plans to different categories of employees of a Small
Employer when the emplayer has chosen to establish different categories of employees in a manner
that does not relate to the actuald@r expected health status of such employees or their Dependents.
The categories must be based"on bona fide employment-based classifications that are consistent with
the employer’s usual business practice.

e Except in the case of Small Employers that are not physically located in our approved Service Area,
when an employee does not work or reside in our approved Service Area, or based on provider
network capacity limitations, when we offer coverage to a Small Employer, we shall offer coverage
to all Eligible Employees of the Small Employer.

e If the Small Employer elects to offer coverage to Dependents of Eligible Employees, we shall offer
coverage to all Dependents of Eligible Employees.

We enforce reasonable employer participation and contribution requirements on Small Employer groups
applying for coverage with us. However, participation and contribution requirements shall be applied
uniformly among all Small Employer groups with the same number of Eligible Employees applying for
coverage or receiving coverage from us. In determining minimum participation requirements, we shall
count only those employees who are not covered by an existing group Health Benefit Plan, Medicaid,
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Medicare, TRICARE, Indian Health Service or a publicly sponsored or subsidized health plan,
including, but not limited to, the Oregon Health Plan.

Continuation of group coverage is available to Small Employer groups with less than 20 employees. See
the “Oregon State Continuation of Coverage” section of the Group Medical and Hospital Service
Agreement. Continuation of group coverage is available to Subscriber Groups not required to offer
continuation under the Consolidated Omnibus Budget Reconciliation Act of 1985 (“COBRA”) under the
“Federal Continuation of Coverage” section of the Group Medical and Hospital Service Agreement.

Participating Providers

e |f a Member receives care from a nonparticipating Physician or other nonparticipating health care
Provider, except as stated under “General Terms Under Which Benefits Are Provided” section,
without a required Prior Authorization, the Member shall be responsible for the cost of those
services. Failure of the Nonparticipating Provider to obtain the PriofAuthorization shall in no way
relieve the Member of the financial responsibility for services regéived from that Provider. If you
receive care for covered Medical Services and supplies from a%particigating Physician or other
participating health care Provider without a required Prior AuthoriZation, that Provider is not
permitted to bill you for those services.

e Each Member must select a Primary Care Provider dviembers shoul@ consult our Participating
Provider Directory for this CommunityCare Plapgor a list of RagtiCipating Providers, including
Women’s Health Care Providers, authorized toaet as Primary Care Providers. This selection must be
identified on the Enrollment application at thetime:df Enroliment. In making such a selection, if that
Primary Care Provider is a member of a contracting medical group, the Member may also be
choosing the medical group from whiélyall coverethspecialist Physician and associated Hospital
services are received, except when a Referralyis‘made for services outside the medical group or for
Emergency Medical Care. No benefits arejprovided to a Member prior to his or her selection of a
Primary Care Provider, except for Emergency Medical Care.

e A Member may changedisyer heriRrimary Care Provider by calling our Member Service
Department. A Membgr’s Primary‘Care Provider may be changed at the Member’s request no more
than four times in any{€aléndar Year.

e A Referral is required for gerui€es rendered by any Provider other than a Member’s Primary Care
Provider except the following: visits to a Women’s Health Care Provider for an annual
gynecological examination and maternity care; mammography screening; visits to a Provider
covering in the absence of the Member’s Primary Care Provider; Emergency Medical Care; and
routine laboratory or x-ray tests performed outside of a Hospital setting. In unusual cases where
specialty treatment is urgently needed but which does not qualify as Emergency Medical Care, Prior
Authorization by the Medical Director shall be obtained by telephone, with subsequent confirmation
through a Referral. Prior Authorization by telephone shall not be required if treatment is urgently
needed after normal business hours and telephone Prior Authorization cannot be obtained within a
reasonable time, but subsequent confirmation through a Referral shall be obtained.

e Upon Enrollment, each Member will be issued a plan identification card. It is the Member’s
responsibility to notify us if the card is not received within a reasonable time after the Member’s
Effective Date of coverage. In addition, it is the Member’s responsibility to present the card to each
health care Provider at the time of service.
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To ensure the maximum available benefits under this Agreement, Members should obtain all
Medical Services from Participating Providers and in accordance with any Prior Authorization and
Referral requirements, even when a Member expects payment to be made by another plan or a third
party. Members should consult our Participating Provider Directory for a list of Participating
Providers, including Women’s Health Care Providers, authorized to act as Primary Care Providers.

For personal reasons, a Member may refuse to accept a procedure or treatment recommended by the
attending Physician.

The relationship between us and Participating Providers is that of independent contractors.
Participating Providers are independent professionals who operate their own offices and business,
make their own medical decisions, and provide services to entities and patients other than us and our
Members. Participating Providers agree to methods and rates of payment from us, concurrent and
retrospective review by us of Medical Services provided to Members, and our medical management
procedures.

The fact that Members and Participating Providers each have coptractual relationships with us does
not prevent a Member from obtaining or a Participating Provider fromfproviding services that are not
covered by us. We have no direct control over the examination, diagnosis @f'treatment of a Member.
We do perform medical management, including, but not limited to,‘Gasegeview for purposes of
determining coverage, consultation with Providers regarding Prior Authorization and Referrals, and
concurrent and retrospective review of Medical Services prowided46 Members. The purpose of our
medical management procedures is to encouragefthe lowest costfmethod of treating a Member,
which based upon the Medical Director’s sole judgment of the prevailing standards of medical
treatment, meets the needs of the Member. These pr@eedures are not intended to ration care or limit
care to methods not appropriate to treat a MembeRis condition. These procedures are not intended to
create a Physician/patient relationshi Ot replace‘the relationship between a Member and his or
her Physician. A Member is always entitled teagbtain, at his or her own expense, services not
covered under the terms of thisgAgreement.

We shall use ordinary care in theiexef€ise“of our power and in the performance of our obligations
under this Agreement.

A Nonparticipating Providérmust cooperate with our requirements for review of treatment and to
the same extent as a Participating Provider in order to be eligible for reimbursement.

General Limitations

Discontinued or modified benefits. Benefits provided by this Agreement may be discontinued or
modified on at least 60 days prior written notice to the Subscriber, subject to prior approval by the
Department of Consumer and Business Services. You do not acquire a vested right to continue to
receive a benefit as set forth in this Agreement on or after the effective date of any revocation or
change to such benefit. Your right is to receive only such benefits as are expressly provided for and
in effect on the date of each treatment. The 60 day notice requirement does not apply to normal and
customary administrative changes that do not have an actuarial impact, such as formulary changes,
or to a decrease or increase required by state or federal law. Upon termination of this Agreement or a
Member’s coverage under this Agreement, a Member’s right to continued benefits consists solely of
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those benefits expressly set forth in “Federal Continuation of Coverage,” “Oregon State
Continuation of Coverage,” sections of this Group Medical and Hospital Service Agreement.

e Members are entitled to receive benefits subject to the exclusions and limitations as stated in
any provision of this Agreement.

e Benefits are available only for services that are Medically Necessary except for services
covered as preventive care as outlined in the “Preventive Care” portion of the Group Plan
Benefits section.

e Level one benefits, as shown on your Copayment and Coinsurance Schedule, are available only
for services provided by or arranged through Primary Care Providers except for annual
gynecological examinations, maternity care, mammography screening, Emergency Medical Care or
services provided by Referral. A Member shall contact his or her Primary Care Provider directly.

e Unauthorized Benefits. Members who are treated by a Provider without a Prior Authorization, if
required pursuant to the “Prior Authorization” portion of the GrougfPlan Benefits section, will have
any and all such claims denied by us.

e All benefits, exclusions and limitations set forth in the attacheddCopayment and Coinsurance
Schedules, or any Supplemental Benefit Schedules ate incorporateddierein by this reference.

e To the extent that a natural disaster, war, riot, civil inSarectiony epidemic, or any other
emergency or similar event not within our controlfresults in“Qur facilities, personnel, or financial
resources being unavailable to provide or arran@g,for the proviston of a basic or supplemental health
service in accordance with the requirementsff thispAgreement, we are required only to make a good
faith effort to provide or arrange for the provision of'the service, taking into account the impact of
the event. For purposes of this sectiongan event 1Sot within our control if we cannot exercise
influence or dominion over its occurrence:

e Nonparticipating Provider Cl@ims. Written notice of claim for Nonparticipating Provider benefits
must be given to us within 90 days aftémthe date of treatment or as soon as reasonably possible, but
in no event later than onggyear fromgthe date of treatment unless the Member is legally incapacitated
throughout that year. lif'a Member 1§ hospitalized at a Hospital that is a Nonparticipating Provider,
the Member shall or shall.eausethe Hospital or the Subscriber to notify us by telephone of the
hospitalization on the first busingss day after the admission or as soon as reasonably possible. In the
event that a Member is unalle™o personally contact us or is unable to instruct some other person to
do so, the notification period will not begin until such time as the Member is again able to notify us.
If a Member is conscious and able to communicate with others, he or she shall be deemed capable of
notifying us. The claim will be paid or denied within 30 days following receipt of the claim, or if
additional information is needed to make the determination, we will notify the Member and the
Provider in writing within 30 days following receipt of the claim and provide an explanation of the
additional information needed to process the claim. Claims must include a statement describing the
services rendered, date of services and charges therefore. Written notice of claims should be
addressed to:

Health Net Health Plan of Oregon, Inc.
Attn: Commercial Claims

P.O. Box 9040

Farmington, MO 63640-9040
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Written notice of claims for Mental Health Conditions and Substance Use Disorder should be
addressed to:

MHN Claims
P.O. Box 14621
Lexington, KY 40512-4621

Filing a Grievance or Appeal. Any Grievance or Appeal brought to recover on this Agreement
shall be limited to the Grievance and Appeal procedure under the “Grievances and Appeals” section
of this Group Medical and Hospital Service Agreement — Rights of Members. No Grievance or
Appeal, including, but not limited, to inquiries regarding denial of claims for payments or for
services, may be brought more than 180 days from the date of the Adverse Benefit Determination to
file a Grievance requesting reconsideration of the decision, unless the complainant is legally
incapacitated throughout that year in which case the Grievance or Appeal must be brought as soon as
reasonably possible.

Calendar Year. Any benefit limitation or other dollar amount th@t is calculated on an annual basis
hereunder shall be calculated on the basis of a Calendar Year.

Rights of Members

Confidentiality of Medical Records. We shall h@ve acgess t@yinformation from medical records of
Members and information received by Physiciang,in thécourse of the Physician/patient relationship
and the right to use such information as is réasonabl§ hecessary in connection with our
administration of this Agreement, for recordSyeuiew tacident to any peer review, quality assurance
program or Utilization Review programs All previsiens of law or professional ethics forbidding,
restricting or treating as privileged or conftdential such information are waived by or on behalf of
each Member hereunder by acceptance ofithe benefits of this Agreement, and Members shall sign
any specific releases necessary t@ effeet.thisprovision. Except as provided above, all such
information shall be confidentialfandfshall®fiot be disclosed except as allowed by federal and state
law.

Your right to informatiesabout Health Net. The following information about Health Net is
available upon request: An anndal summary of grievances and Appeals, an annual summary of
utilization review policies,;"@f"annual summary of quality assessment activities, the results of all
publicly available accreditation surveys, an annual summary of health promotion and disease
prevention activities, an annual summary of scope of network and accessibility of services.

This information is available from the Department of Consumer and Business Services by calling
503-947-7984 or the toll free message line at 888-877-4894, or by writing to the Oregon Division of
Financial Regulation, Consumer Advocacy Unit, PO Box 14480; Salem, OR 97309-0405 or through
the Internet athttps://dfr.oregon.gov/help/complaints-licenses/Pages/file-complaint.aspx, or by e-mail
at DFR.InsuranceHelp@oregon.gov. You may also call the Customer Contact Center at the phone
number listed at the back of this Agreement.
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e Non-Discrimination. A Member may not be canceled or non-renewed on the basis of the status of
his or her health or health care needs, provided however, that this paragraph shall not negate, waive,
alter or otherwise change any other provisions of this Agreement. Subscriber Group must conform to
underwriting requirements on the Group Effective Date hereof and throughout the term of this
Agreement and all succeeding terms.

e Filing an Appeal. A Member has the right to file an Appeal under the “Grievances and Appeals”
section of this Group Medical and Hospital Service Agreement if dissatisfied with an Adverse
Benefit Determination and may then submit an unresolved claim to arbitration under the
“Grievances and Appeals” section of this Group Medical and Hospital Service Agreement. An
Enrollee may receive, free of charge, reasonable access to documents used in the Adverse Benefit
Determination.

e Upon the request, we will provide the following:

a. Reasonable access to and copies of all documents, records and gther information relevant to a
claim or request for coverage to a Member or the Member’s adithorized representative.

b. Information, free of charge, on the processes, strategies, evidentidry standards and other factors
used to make Medical Necessity determinations of Mental Health Copditions or Substance Use
Disorder benefits.

c. Compliance with these disclosure requirementsgdsiet determindtive of compliance with any
other provisions of applicable federal or stateffaw.

Grievances and Appeals

A Member is always encouraged to promptipeontact oup Customer Contact Center at the phone number
listed at the back of this Agreement wheneVex, thereils a question, inquiry or a complaint about
availability, or delivery, or quality @fthealth care,services under this Agreement or any other act by us.
Our Customer Contact Center can also offemassiStance in filing a Grievance when you have a complaint
and ask for help to put it in wiiting. [fthe problem relates to an Adverse Benefit Determination, please
consider the Internal Appéal process outlined below.

e Internal Appeal and EXternal Review.

a. Internal Appeal. A Mé@mber aggrieved by denial of a claim or an Adverse Benefit
Determination has 180 days from the date of receipt of our denial letter to request an Appeal and
submit to our Grievances and Appeals department all information in support of the claim,
including additional supporting information, if any. An Appeal must be submitted in writing. A
written request can be made by sending it to us at: Health Net Health Plan of Oregon, Inc.
Grievances and Appeals Department, 13221 SW 68" Parkway, Suite 200, Tigard, OR 97223.
When the Appeal requires an expedited response, it will not be required to be submitted in
writing, but can be submitted orally by contacting our Customer Contact Center. We will
acknowledge the Appeal within 7 days and report our decision and rationale within 30 days (72
hours for Expedited Reviews). A person who was involved in the consideration of the initial
denial will not be involved in determining our decision during this Internal Appeal process. The
Member will be informed of the determination in writing and notified of further Appeal rights as
well as the possible right of Members participating in ERISA-qualified plans to seek legal
redress under Section 502(a) of ERISA, Civil Enforcement. You will have the opportunity to
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receive continued coverage of an ongoing course of treatment previously approved by the
insurer, pending the conclusion of the Internal Appeal process. If the insurer’s denial is not
reversed, you will be responsible to pay for the disputed item or service.

b. External Review. You have the right to request that your claim be submitted for External
Review by an Independent Review Organization (IRO). This right applies to an Adverse
Benefit Determination that is based on whether a course or plan of treatment is: (i) Medically
Necessary; (ii) Experimental or Investigational; and (iii) subject to the provisions described in
the “Continuity of Care” section of this Group Medical and Hospital Service Agreement; or (iv)
delivered in an appropriate health care setting and with the appropriate level of care; (v) whether
an exception to the health benefit plan’s prescription drug formulary should be granted.

To be eligible for external review, the Member must (i) have exhausted the Internal Appeals
process shown above; and (ii) provide us a signed Authorization to Use and Disclose Health
Information (waiver) to release medical records to the IRO. The waiver with instructions and a
return address and fax number is provided directly to the me with an adverse appeal
determination. If a signed waiver was not included with the eémbeg's external review request,
several attempts to obtain the waiver will be made. Attem [ made to reach the member
by phone, mail and/or email within 5 business days of the re
can obtain a copy of the waiver on the Health Net [
our Customer Contact Center at the phone numbeg

business days of the request for external re
and the process will terminate.

dispute referred directly to Exter
Member simultaneously requests

2. We will notify the Oregon Division of Financial Regulation (DFR) of your request for an
external review no later than the second business day (immediately for expedited reviews)
after receipt of the request.

3. The DFR will notify us of the assigned IRO no later than 1 business day after receipt of the
notice from us; and will notify the Member of the assigned IRO no later than 2 business days
after receipt of the notice from us.

4. We will provide the IRO information regarding the Adverse Benefit Determination, as well
as a signed waiver from the Member granting the IRO access to medical records, no later
than 5 business days after receipt of the notice from the DFR. To ensure we provide the
signed waiver to the IRO timely, the Member must provide the completed waiver to us via
fax/mail within 5 business days of the request for external review.
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If we do not receive the signed waiver in time to provide to the IRO within 5 business days
after receipt of notice of the IRO appointment, the external review process will terminate.
However, if the Member supplies the signed waiver any point thereafter, but before the end
of the 180-day eligibility period for external review, we will treat the late submission of a
signed waiver as a new external review request and follow the process and timeline as
described in step 2 onward.

5. A Member may submit additional information to the IRO no later than 5 business days after
receipt of notice of the appointment of the IRO or 24 hours in the case of an expedited
review.

6. The IRO will make the decision no later than 30 calendar days (72 hours for expedited
reviews) after our receipt of the Member’s external review request. The IRO will notify the
Member and us of the decision no later than 5 calendar days after the decision is made.

that we will abide by the
ict with our definition
IRO, the Member has a
an ERISA-qualified plan,
the Member also has the alternate right to seek Section 502(a) of ERISA,

Civil Enforcement.

c. Expedited External Review. We will

e xternal Review if the Adverse Benefit
Determination, that qualifies for expedit I

concerns an admission, the availability of
care, a continued stay or a health r a'medical condition for which the Enrollee
received Emergency Medical Ca n discharged from a health care facility, or if a
Provider with an established clinica ip to the Enrollee certifies in writing and provides
supporting documentation

jeopardize the life or health
e Appeal of Utilization ination.

a. When a Member
services as not Medically

st Appeal a decision to deny Prior Authorization or benefits for
essary or Experimental:

1. We shall acknowledge receipt of the notice of Appeal within 7 calendar days of receiving the
notice; and

2. A medical consultant shall review the Appeal and decide the issue within 30 days of receipt
of the notice.

b. We shall treat an Appeal from a decision by a medical consultant under this section as an Appeal
under section b. above of this Group Medical and Hospital Service Agreement.

c. Nothing in this section shall prevent a Member from filing a Grievance under the “Grievances
and Appeals” section of this Group Medical and Hospital Service Agreement.

e An otherwise applicable standard for timeliness outlined in this section of this Group Medical and
Hospital Service Agreement does not apply when:
a. The period of time is too long to accommodate the clinical urgency of the situation;
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b. The Member (or the Provider in the case of an Appeal) does not reasonably cooperate;

c. Circumstances beyond the control of a party prevent complying with the standard, but only if
notice of inability to comply is given promptly; or

d. The request qualifies as an Expedited Review as defined, in which case we will review and
report our decision and rationale within 72 hours for Expedited Reviews unless the claimant fails
to provide sufficient information to determine whether, or to what extent, benefits are covered or
payable under the plan or health insurance policy.

e Inaddition, a Member has the right to file a complaint with or seek other assistance from the Oregon
Division of Financial Regulation (DFR). If a Member chooses to do so, assistance is available.
Contact the Oregon Division of Financial Regulation, Consumer Advocacy Unit at PO Box 14480,
Salem, OR 97309-0405, Contact them by phone at 1-503-947-7984 or toll free at 1-888-877-4894,
by email at DFR.InsuranceHelp@oregon.gov or online at
http://www.oregon.gov/DCBS/insurance/gethelp/Pages/fileacomplai

t.aspx.

an Adverse Benefit

“Grievances and

itration is not required

in Oregon, but when the Grievance procedure is exhau ubscriber Group or

Member may submit his or her claim to binding arbitrati itration shall be conducted in

' ion Association in effect at the time

(@ utual agreement of the Subscriber
Aimerican Arbitration Association. Information

r Customer Contact Center. Arbitration

the arbitration is commenced, before an arbitra
Group or Member and us or, failing agree

shall be held in the Member's county regon or another county in Oregon if agreed
upon between the Member and us. Unle a mutual agreement between the Subscriber or
Member and us to use the arbitrg the decision resulting from the arbitration will only be
binding on the party that demanc jon

e Any legal action arisi iIS/Agreement must be filed in the state of Oregon.

e We will furnish to th ribepGroup for delivery to each Eligible Employee or Member of the
Subscriber Group a copy af thistAgreement outlining the essential features of the coverage of the
Eligible Employee or Me , to whom the benefits are payable, and the rights and conditions
applicable in obtaining such benefits. If Dependents are included in the coverage, only one statement
will be issued for each family unit.

e Upon the request of a Member, applicant, or prospective applicant, we will provide our annual report
on Grievances and Internal Appeals and requests for External Review, which is submitted to the
Oregon Division of Financial Regulation annually.
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Coordination of Benefits

This Coordination of Benefits provision applies when a covered Participant or a covered Dependent
has health care coverage under more than one plan.

The order of benefit determination rules govern the order in which each plan will pay a claim for
benefits. The plan that pays first is called the Primary Plan. The primary plan must pay benefits in
accordance with its policy terms without regard to the possibility that another plan may cover some
expenses. The plan that pays after the primary plan is the secondary plan. The secondary plan may
reduce the benefits it pays so that payments from all plans do not exceed 100% of the total allowable
expense.

“Plan’” means any of the following which provide benefits or services for, hospital-medical-
surgical-dental care or treatment or other care described in separate policy endorsements to this
benefit policy. If separate contracts are used to provide coordinated coverage for Members of a
group, the separate contracts are considered part of the same plan an¢ there is no coordination
among those separate contracts.

a. Plan includes: group and individual insurance contracts, health m@intenance organization (HMO)
contracts, closed panel plans or other forms of group or group=type cowerage (whether insured or
uninsured); medical care components of group longéterm care contsacts, such as skilled nursing
care; and Medicare or any other federal governmental'plan, as permitted by law and group and
individual insurance contracts and subscribergentracts that,pay or reimburse for the cost of
dental care.

b. Plan does not include: hospital indemnity€overage or other fixed indemnity coverage; accident
only coverage; specified disease or specifiediaccidept coverage; school accident type coverage;
benefits for non-medical componénits,of group Yeng-term care policies; Medicare supplement
policies; Medicaid policies; or coverage tmder other federal governmental plans, unless
permitted by law.

Each contract or other arrangement f@r coverage described above is a separate plan. Also, if an
arrangement has two ogm@re partsand the Coordination of Benefits provision applies to only one of
the two, each of the parts is_ asseparate plan.

“This plan” means, in'a Coordination of Benefits provision, the part of this Agreement that provides
benefits for health care exfenses to which the Coordination of Benefits provision applies and which
may be reduced because of the benefits of other plans. Any other part of this Agreement providing
health care benefits is separate from this plan. This Agreement may apply one Coordination of
Benefits provision to certain benefits, such as dental benefits, coordinating only with similar
benefits, and may apply another Coordination of Benefits provision to coordinate other benefits.

The order of benefit determination rules determine whether this plan is a primary plan or secondary
plan when the person has health care coverage under more than one plan.

When this plan is primary, it determines payment for its benefit first before those of any other plan
without considering any other plan’s benefits. When this plan is secondary, it determines its benefits
after those of another plan and may reduce the benefits it pays so that all plan benefits do not exceed
100% of the total allowable expense.
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o “Allowable expense” is a health care expense, including Deductibles, Coinsurance and
Copayments, that is covered at least in part by any plan covering the person. When a plan provides
benefits in the form of services, the reasonable cash value of each service will be considered an
allowable expense and a benefit paid. An expense that is not covered by any plan covering the
person is not an allowable expense. In addition, any expense that a Provider by law or in accordance
with a contractual agreement is prohibited from charging a covered person is not an allowable
expense.

The following are expenses that are not allowable expenses:

a. The difference between the cost of a semi-private hospital room and a private hospital room is
not an allowable expense, unless one of the plans provides coverage for private hospital room
expenses.

b. If a person is covered by two or more plans that compute their benefit payments on the basis of
usual and customary fees or relative value schedule reimbursemgnt methodology or other similar
reimbursement methodology, any amount in excess of the hi t reimbursement amount for a
specific benefit is not an allowable expense.

negotiated fees, an amount in excess of the highest
expense.

ent methodology or other similar
provides its benefits or services on the basis
agement shall be the allowable expense for all

reimbursement methodology and anoth
of negotiated fees, the primary plan’s pa
plans. However, if the Provider
service for a specific negotiated fe
payment arrangement and |
be the allowable expense u

ntract permits, the negotiated fee or payment shall
dary plan to determine its benefits.

e. The amount of any
comply with the
but are not limite
Provider arrangements.

1on by the primary plan because a covered person has failed to
is not an allowable expense. Types of plan provisions include
ical options, Prior Authorization of admissions, and preferred

e “Closed panel plan™ is a plan that provides health care benefits to covered person primarily in the
form of services through a panel of Providers that have contracted with or are employed by the plan,
and that excludes coverage for services provided by other Providers, except in cases of emergency or
referral by a panel member.

e “Custodial parent” is the parent awarded custody by a court decree or, in the absence of a court
decree, is the parent with whom the child resides more than one half of the Calendar Year excluding
any temporary visitation.
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Order of Benefit Determination Rules. If this Coordination of Benefits provision applies, the order
of benefit determination rules should be looked at first. These rules determine whether the benefits
of this plan are determined before or after those of another plan. The benefits of this plan shall not be
reduced when, under the order of benefit determination rules, this plan determines its benefits before
another plan. The benefits of this plan may be reduced when under the order of benefit determination
rules; another plan determines its benefits first.

Except as provided in the paragraph below, a plan that does not contain a coordination of benefits
provision that is consistent with this section is always primary unless the provision of both plans
state that the complying plan is primary.

Coverage that is obtained by virtue of membership in a group that is designed to supplement a part
of a basic package of benefits and provides that this supplementary coverage shall be excess to any
other parts of the plan provided by the contract holder. Some types of these situations are major
medical coverage that are superimposed over base plan hospital and surgical benefits, and insurance
type coverage that are written in connection with a closed panel plaf*to provide out-of-network
benefits.

a. Ingeneral, when there is a basis for a claim under this plan

other plan has rules coordinating its benefits with t
this plan’s rules as set forth in section b. below,
before those of the other plan.

and (2) both those rules and
an’s benefits be determined

b. This plan determines its order of benefi irst of the following rules which applies:

1. Non-Dependent/Dependent. The ben ft
Dependent, for example as a loy
plan which covers the person
a Medicare beneficiary
covering the person as
than a Dependent (e.g. a
is reversed so

retiree is the

lan, which covers the person as other than a
ber, Subscriber or retiree. The benefits of the
ent is the secondary plan. However, if the person is

It offederal law, Medicare is secondary to the plan
;' and primary to the plan covering the person as other
oyee); then the order of benefits between the two plans
vering the person as an employee, Member, Subscriber or
nd the other plan is the primary plan.

2. Dependent Child/cover
otherwise, when a
determined as follows:

under more than one plan. Unless there is a court decree stating
ndent child is covered by more than one plan the order of benefits is

A. For a Dependent child whose parents are in a domestic partnership or married or are
living together, whether or not they have ever been in a domestic partnership or married:

I.  The benefits of the plan of the parent whose birthday falls earlier in the year are
determined before those of the plan of the parent whose birthday falls later in that
year; but

ii. If both parents have the same birthday, the benefits of the plan, which covered the
parent longer, are determined before those of the plan, which covered the other parent
for a shorter period.

B. For a Dependent child whose parents are divorced or separated or not living together,
whether or not they have ever been in a domestic partnership or married:
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i. Ifacourt decree states that one of the parents is responsible for the Dependent child’s
health care expenses or health care coverage and the plan of that parent has actual
knowledge of those terms, that plan is primary. This rule applies to plan years
commencing after the plan is given notice of the court decree;

ii. Ifa court decree states both parents are responsible for the Dependent child’s health
care expenses or health care coverage, the provisions of section b.2.A above of this
Section shall determine the order of benefits;

iii. If a court decree states that the parents have joint custody without specifying that one
parent has responsibility for the health care expenses or health care coverage of the
Dependent child, the provisions of section b.2.A of this Section shall determine the
order of benefits; or

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

1. the plan of the parent with custody of the ¢

2. the plan of the spouse, Domestic Partner or of
child;

3. the plan of the parent not havi

4. the plan of the Domestic Pa
child.

C. For a Dependent child covered u
parents of the child, the isi

D. For a Dependent ch erage under either or both parents’ plans and also has

coverage as a Depen Domestic Partner or spouse’s plan, the rule in
“Longer/S f Coverage section below applies.

E. Intheeve dent child’s coverage under the Domestic Partner or spouse’s plan
began on t as the Dependent child’s coverage under either or both parents’
plans, the ord nefits shall be determined by applying the birthday rule in section
b.2.A. above, to the Dependent child’s parent and the Dependent’s spouse or Domestic

Partner.

3. Active/lnactive Employee. The benefits of a plan which covers a person as an active
employee who is neither laid off nor retired (or as that employee’s Dependent) are
determined before those of a plan which covers that person as an inactive employee who is
laid off or retired (or as that employee’s Dependent). If the other plan does not have this rule
and if, as a result, the plans do not agree on the order of benefits, this rule is ignored. This
rule does not apply if the “Non-Dependent/Dependent” section above can determine the
order of benefits.
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4. COBRA or State Continuation Coverage. If a person whose coverage is provided pursuant
to COBRA or under a right of continuation provided by state or other federal law is covered
under another plan, the plan covering the person as an employee, Member, Subscriber or
retiree or covering the person as a Dependent of an employee, Member, Subscriber or retiree
is the primary plan and the COBRA or state or other federal continuation coverage is the
secondary plan. If the other plan does not have this rule, and as a result, the plans do not
agree on the order of benefits, this rule is ignored. This rule does not apply if the section b.1
above can determine the order of benefits.

5. Longer/Shorter Length of Coverage. If none of the previous rules determines the order of
benefits, the benefits of the plan, which covered the employee, Member, or Subscriber
longer, are determined before those of the plan, which covered that person for the shorter
time.

6. If the preceding rules do not determine the order of benefits, the allowable expenses shall be
shared equally between the plans meeting the definition of ZPlan” above in this section. In
it been the primary plan.

e Effect on the Benefits of This Plan. This section applies when with the order of
benefit determination rules stated in the “Order of Benefit Determinati ules” section above, this
plan is a secondary plan to one or more other plans. In efits of this plan may be
reduced under this section. Such other plan or pla “the other plans” in section a.
below.

a. The benefits of this plan will be reduce total benefits paid or provided by all plans
ble expenses. In determining the amount to
culate the benefits it would have paid in the
absence of other health care cove at calculated amount to an allowable expenses
under its plan that is unpaid by the n. The secondary plan may then reduce its
payment by the amount so that bined with the amount paid by the primary plan, the
total benefits paid or provide :

expense for that cl

b. If a covered perso
including the provisio vice by a non-panel Provider, benefits are not payable by one
closed panel plan, coordination of benefits shall not apply between that plan and the other closed
panel plans.

e Right to Receive and Release Necessary Information. Certain facts about health care coverage are
needed to apply these coordination of benefits provisions and to determine benefit payable under this
plan and other plans. We have the right to decide which facts we need. We may get needed facts
from or give them to any other organization or person. We need not tell or get the consent of any
person to do this. Each person claiming benefits under this plan must give us any facts we need to
apply these provisions and to pay the claim.
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e Facility of Payment. Any payment made under another plan may include an amount, which should
have been paid under this plan. If so, we may pay that amount to the organization, which made the
payment. That amount will then be treated as though it were a benefit paid under this plan. We will
not have to pay that amount again. The term “payment made” includes providing benefits in the
form of services in which case “payment made” means reasonable cash value of the benefits
provided in the form of services.

e Right of Recovery. If the amount of the payments made by us is more than it should have paid
under this coordination of benefits provision, we may recover the excess from one or more of: (a) the
persons it has paid or for whom it has paid; (b) insurance companies; or (c) other organizations. The
“amount of the payments made” includes the reasonable cash value of any benefits provided in the
form of services.

a. A secondary plan which provides benefits in the form of services may recover the reasonable
cash value of providing the services from the primary plan to the extent that benefits for the
services are covered by the primary plan and have not already lg€en paid or provided by the
primary plan.

b. Nothing in this provision shall be interpreted to require a plamte’reimbufse a covered person in
cash for the value of services provided by the plan, which provides bénefits in the form of
services.

e In certain situations, this Agreement is secondary to'Medicare. This means that when a Member is
Enrolled in Medicare and this Agreement at the Same tithe, Medicare pays benefits for Covered
Services first and we pay second, in aceordanceswitivfederal law.

e All benefits provided under thisgAgreement,shaltbe reduced by any amounts to which a Member is
entitled based on his or her Enr@ll meAtundemthe program commonly referred to as Medicare when
federal law permits Medicare to paygoeforea group health plan.

Subrogation

In the event any Medical or H@spital Service or benefit is provided for, or any payment is made, or
credit extended to a Member under this Agreement, we shall be subrogated and shall succeed to the
Member’s rights of recovery against any person or any organization including the right at our discretion
to bring suit against any and all liable third parties. A Member shall pay over to us all sums recovered by
suit, settlement or otherwise in an amount equal to such Medical or Hospital Service or benefit provided
to the extent that: (1) The Member or covered Dependent(s) first receives full compensation for
Member’s or covered Dependent’s injuries; and (2) The reimbursement or subrogation is paid only from
the total amount of the recovery in excess of the amount that fully compensates for the Member’s or
covered Dependent’s injuries.
e The Member shall take such action, furnish such information and assistance and execute such
assignments or other instruments as we may require to facilitate enforcement of its subrogation
rights and shall take no action prejudicing our rights and interests under this Agreement.
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In some cases, the Member or covered Dependent(s) may have a legal right to recover costs for

health care from a third party that may be responsible for the illness or injury. The following rules

apply:

a. If we have provided any benefits, we shall be entitled to recover the amount paid from the
proceeds of any settlement or recovery the Member or a covered Dependent receives from the
third party to the extent that:

1. The Member or covered Dependent(s) first received full compensation for the Member’s or
covered Dependent’s injuries; and

2. The reimbursement or subrogation is paid only from the total amount of the recovery in excess
of the amount that fully compensates for the Member’s or covered Dependent’s injuries.

b. The Member or covered Dependent(s) must hold the rights of recovery in trust for us, up to the
amount of benefits already provided.

c. We may require Member or covered Dependent(s) to sign an iver all legal papers necessary
to secure our rights and the rights of the Member or cover
Member or covered Dependent(s) must sign an agreement

in trust for us.

to provide liability insurance, primary
medical payments insurance, and uninsure surance, and many motor vehicle policies

also provide underinsurance coverage.

payments are made, reimbursement must be
made out of any subsequent motor rance payments made to the Member and, when
applicable, we may recove its a
of any settlement or judgme

third party to the ex

1. The Member
covered Depe injuries; and

2. The reimburseme brogation is paid only from the total amount of the recovery in
excess of the amount that fully compensates for the Member’s or covered Dependent’s
injuries.

b. The Member must give us information about any motor vehicle insurance payments which may
be available to the Member; and (2) if we ask, the Member must sign an agreement to hold the
proceeds of any recovery in trust for us.

We have the right to recover a mistaken payment from the person paid or anyone else who benefited
from it, including a Provider of services, if:

a. We make a payment to which a Member or covered Dependent(s) is not entitled under this
Agreement; or

b. We pay a person who is not eligible for benefits at all.
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Independent Agents

e The relationship between Subscriber Group and a Subscriber is that of plan sponsor and Participant
and is defined by the Group’s health and welfare plan. We have no involvement in that relationship.
The relationship between Subscriber Group and us is that of purchaser and seller and is entirely
governed by the provisions of this Agreement. In addition, Subscriber Group acts as the agent of
those Participants who are Subscribers with respect to all terms and provisions of this Agreement.
Because the Subscriber pays the premium to us indirectly through his or her agent, the Subscriber
Group, the relationship between a Subscriber and us is also that of purchaser and seller and is
entirely governed by the provisions of this Agreement.

e The Subscriber Group agrees to indemnify and hold us and our directors, officers and employees
harmless against any loss and all claims, lawsuits, settlements, judgments, costs, penalties, and
expenses including attorneys’ fees resulting from or arising out of the willful misconduct or
dishonest, fraudulent, reckless, unlawful, or negligent acts or omissiens of the Subscriber Group, any
of its directors, officers, or employees or any Members Enrolled gider this Agreement, except to the
extent that such losses, claims, lawsuits, settlements, judgments; costsgpenalties, or expenses result
from the misconduct or dishonest, negligent, unlawful, reckless, @kgdraudulent act on the part of us or
any of our directors, officers, employees, or parent, subsidiary, or OtherwiSe affiliated entities.

e We shall use ordinary care in the exercise of our power anghin the performance of our obligations
under this Agreement.

e We agree to indemnify and hold harmless the Suliscrider Group, its officers, and employees against
any loss and all claims, lawsuits, settlements,judgments, costs, penalties, and expenses including
attorneys’ fees resulting from or arising out ofitheawillfel misconduct or dishonest, fraudulent,
reckless, unlawful, or negligent acts @r@missions ofjus or any of our directors, officers, or
employees, or parent, subsidiary, or othesaffiliated entities except to the extent that such losses,
claims, lawsuits, settlements, jyéigments, cQsts, penalties and expenses result from the misconduct or
dishonest, fraudulent, reckless, Regligeater tnlawful acts or omissions of the Subscriber Group, its
directors, officers or empleyees onany Members Enrolled under this Agreement.

Continuity of Care

e |If the Member is undergoingtreatment with a Participating Provider on the date our contract with
that Participating Provider will terminate, the Member may be able to continue to receive care from
that Provider, subject to the following conditions:

a. The Member must be undergoing an active course of treatment that is Medically Necessary on
the date the contract would otherwise terminate; and

b. The benefits available to the Member under this Agreement, in relation to that course of
treatment, would otherwise be eliminated or reduced to a benefit level below the benefit level
specified in the plan for out-of-network Providers if the Member continued to receive care from
that Provider; and

c. Our contract with the Participating Provider terminates for reasons allowed under Oregon statute;
and
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d. Both the Member and the Provider agree that it is desirable to continue the course of treatment
with that Provider; and

e. If the course of treatment is related to the Member’s pregnancy, the Member has already entered
the second trimester of that pregnancy; and

f. The Provider agrees to continue the relationship with us as a Participating Provider, in relation to
the course of treatment for that Member, as if the contract between that Provider and us had not
terminated. This relationship shall continue for the duration of the course of treatment, as
specified in the “Continued Course of Treatment” section below of this Group Medical and
Hospital Service Agreement.

When a contract with a Participating Provider will terminate, we will notify all Members who we
know, or reasonably should know, are under the care of that Participating Provider. If we first learn
that a Member is affected at a later date, we will notify that Member within 10 days of identifying
that Member. The notice will be in writing and notify affected Members of the termination and the
right to Continuity of Care as provided under the “Continuity of Gare” section of this Group Medical
and Hospital Service Agreement. The notice will be provided
termination, but in no event later than 10 days following the e
purpose of the “Continued Course of Treatment” section below o
Service Agreement, the date of the notice will be the ea
the Member, and the date we receive or approve the

Participating Provider is part of an Individual P @
0

section of this Group Medical and Hospital

p Medical and Hospital
e notice was received by
inuity of Care. If the

Continued Course of Treatment. A
treated as if the Provider was still a

continued under this provision will be
ider, until the following dates:

a. For pregnancy; the later of (i lowing the birth of the child; and (ii) when the care for
that pregnancy ends.

b. For all other conditi care for that condition ends.

provisions of this section extend beyond the 120th day
r was notified of the termination of the contract with the
Member’s right to Continuity of Care.

c. However, innoi
following the date
Participating Provider.
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Miscellaneous

By this Agreement, Subscriber Group makes our coverage available to all eligible persons. By
electing medical and Hospital coverage pursuant to this Agreement, or accepting benefits hereunder,
all Members legally capable of contracting agree to all terms, conditions, and provisions hereof. This
Agreement may be amended, modified, or terminated by mutual agreement between us and
Subscriber Group without the consent or concurrence of any Member. Any modification or
amendment must be in writing and signed by us. We may submit any proposed amendment or
modification in writing to Subscriber Group. If Subscriber Group does not reject the proposed
amendment or modification in writing within 30 days, it shall be deemed to be agreed to by the
Subscriber Group and shall be effective as an amendment or modification, as the case may be, on the
31st day following such submission.

Members or applicants for membership shall complete and submit to us such applications and other
forms or statements as we may reasonably request.

Cards issued by us to Members are for identification only. Posses$ton of our identification card
confers no right to service or other benefits. The holder of ourddentifi¢ation card must be a Member
on whose behalf all amounts under this Agreement have actually“been paid€¢Any person receiving
services or other benefits to which he or she is not entitled shall be €hargéd at the usual rates of the
Provider. If any Member permits the use of his or her plamidentification card by any other person,
such card may be reclaimed by us, and all rights ofgsach,Member aftd his or her Dependents may be
terminated without notice at our election. Such Membey shall bgfhiable to us for all associated costs.

We may adopt reasonable policies, procedug@s, rulesfand interpretations not inconsistent with this
Agreement to promote orderly and efficient administration of this Agreement.

Any notice under this Agreement shallbe,givenbythe U.S. mail, postage paid, addressed as follows:
a. Tousat 13221 SW 68th Parkway, Stite 200, Tigard, Oregon 97223;

b. To Member at the address ofirecord

c. To Subscriber Groupsatithe address indicated on the Signature Sheet.

ENTIRE CONTRACT CHANGES: This Agreement, including the endorsements and the attached
papers, if any, constitutes the entire contract of insurance. No change in this Agreement shall be
valid until approved by anexe€utive officer of the insurer and unless such approval be endorsed
hereon or attached hereto. No insurance producer has authority to change this Agreement or to waive
any of its provisions.

A Member’s Copayments and Coinsurance are limited as stated on the Copayment and Coinsurance
Schedule attached hereto. It is the Member’s responsibility to maintain accurate records of the
Copayments and Coinsurance paid during the Calendar Year for application of the maximum. Any
claims for personal reimbursement for exceeding the maximum must be submitted accompanied by
the required documentation within 90 days from the date the services were rendered or as soon as
medically possible, but in no event later than one year from the date the services were rendered
unless you were legally incapacitated, or the claims will be ineligible for reimbursement. No
documentation need be submitted until the maximum has been met.
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The benefits of this Agreement are personal to the Member. The Member may not assign such
benefits nor may the Member assign or otherwise transfer any claim, right of recovery or right to
payment arising under this Agreement.

The rights of Members and our obligations shall be determined solely by this Agreement without
regard to any other agreement or relationship between us and any Provider, Physician, Group
Subscriber or other person. No Provider (except for services actually rendered by such Provider) or
any director, officer, employee, agent or representative of ours is liable for the conduct of any
Provider in furnishing health care services.

When the premium for this Agreement or any part thereof is paid by an employer under the terms of
a collective bargaining agreement, if there is a cessation of work by employees covered under this
Agreement due to a strike or lockout, this Agreement, upon timely payment of the premium to us,
will continue in effect with respect to employees covered under this Agreement on the date of the
cessation of work who continue to pay their individual contribution and who assume and pay the

contribution due from the employer.
a.

as set forth in this Agreement; or (2) if this
individuals, an amount equal to the amount g

insured under the policy on such date.

When an employee covered unde ays a premium pursuant to this section, if the
or maintained in whole or in part by an
ion shall be the amount which the employee and

employer would have been tribute if the cessation of work had not occurred.

When an employee e verage under this section, each individual premium rate
under this Agree reased by 20% during the period of cessation of work in order
to provide suffici tion to us for increased administrative costs and increased

mortality and mor

Coverage under this s shall not continue beyond the earlier of: (1) the time that 75% of
covered employees continue coverage; (2) the time at which an employee takes full-time
employment with another employer; or (3) six months after cessation of work by the covered
employees.

Subscriber Group and each Subscriber acknowledge that we, as most managed health care
organizations, operate on a system which may involve one, more or all of the following: financial
incentives, medical management and Utilization Review. Subscriber Group and all Subscribers
acknowledge that, absent a declaration that any of the foregoing is contrary to public policy in the
State of Oregon, such system does not violate medical ethics nor constitute negligence, fraud, breach
of trust or a tortious breach of the Physician/patient relationship.
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e We rely substantially upon licensing and regulatory authorities, continuing education requirements,
Peer Review Committees, medical and Hospital staff decisions, Provider representations and
insurability in the selection of Participating Providers. We are not responsible for the decisions of
Providers.

e It is understood that nothing in this Agreement shall entitle either party to this Agreement to recover
attorneys’ fees from the other party in the event of litigation between the parties, except as provided
for by statute.

e Each party shall advise the other as to matters that come to their attention with respect to potential
substantial legal actions involving matters related to this Agreement, and shall promptly advise each
other of legal actions commenced against each party that come to their attention. Each party shall
fully cooperate with the other in the defense of any action arising out of matters related to this
Agreement by providing without additional fee all information relating to disputed claims and
providing necessary testimony.

e Waiver of any default shall not be deemed to be a waiver of any stibsequent default. Waiver or
breach of any provision of this Agreement shall not be deeme
subsequent breach and shall not be construed to be a modificati

unless stated to be such in writing, signed by the parties,and attach

e Notice of Initial Benefit Determination. We will Member of the initial benefit

determination within the timeframes described b

n 72 hours following receipt of the request.
mination, we will notify the Member within

a. Expedited Reviews will be decided upo
If additional information is needed to m
24 hours following receipt of the request.

b. Pre-Service Claims will be decid ater'than 15 days following receipt of the claim. If
additional information is needed to ermination, we will notify the Member within 15
days following receipt of t i ember will have up to 45 days to provide the
additional information. We

not responded.

c. Post-Service Clai
additional informatio ded to make a determination, we will notify the Member and
Provider within 30 days following receipt of the claim. We will make a final determination
within 30 days following receipt of the additional information.

e Notwithstanding any other provision of this Agreement, the provisions of this Agreement which, on
or after the Group Effective Date, are in conflict with applicable state or federal laws or state or
federal regulations, are hereby amended to conform to the minimum requirements of such laws or
regulations.

e This Agreement is issued and delivered in the State of Oregon and is governed by the laws of the
State of Oregon.
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When services are provided to a Member by a Participating Provider in accordance with the terms of
this Agreement, the Member is responsible only for payment of the contractually stated Copayments,
Deductibles, and Coinsurance and for non-Covered Services. A Member shall not be responsible for
amounts owed by us to a Participating Provider even if we are unable to pay.

No benefit, right or any interest of any beneficiary under this Agreement can be assigned or
transferred and any such assignment or transfer shall be held invalid and void. Payment of any
benefits hereunder shall, at our exclusive option, be made directly to the Physician, Hospital or
institution providing their services, or to his or her representative, or directly to the beneficiary.
Exception: We will make benefit payments for ambulance services directly to the ambulance
company.

We may assign this Agreement to its successor in interest or an affiliate. We reserve the right to
contract with other corporations, associations, partnerships, or individuals to provide services and
supplies described in this Agreement.

Subscriber Group warrants that it presently has and will maintainghroughout the term of this
Agreement all coverage required of it by applicable workers’ ion or employer’s liability
laws or other laws of similar purpose.

Continuation of benefits after injury or illness covered ensation claim. Health
insurance WI|| contlnue to be in effect |f an employ: inj
yee of the premiums which

) e employer under the applicable
benefit plan continue. The employee may ¢ coverage until whichever of the following
occurs first:

a. The employee takes full-time em nother employer; or

of this Agreement is held by a court of competent
enforceable, the remainder of the provisions and the Agreement
in no way shall be affected, impaired, or invalidated.

The headings in this A
of this Agreement or gui

e provided solely for convenience of reference and are not a part
terpretation hereof.

In the absence of fraud, all statements made by applicants, Subscriber Group or a Member shall be
deemed representations and not warranties, and no statement made for the purpose of effecting
insurance shall avoid the insurance or reduce benefits unless contained in a written instrument signed
by Subscriber Group or a Member, a copy of which has been furnished to Subscriber Group or to the
Member.

We do not consider the availability or eligibility for medical assistance under Medicaid in any state
when considering eligibility for coverage or paying benefits for eligible Members under this plan.

Benefits payable under this Agreement are subject to the Deductible shown in the Coinsurance
Schedule, which must be satisfied each Calendar Year before benefits will be paid.
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e When this Agreement immediately replaces a Subscriber Group’s previous Health Net of Oregon
(HNOR) Plan Agreement in the middle of a Calendar Year, we will credit amounts accumulated
toward annual Deductibles and Out-of-Pocket Maximums.

e This Agreement will not be denied or canceled solely because the mother of the Member used drugs
containing diethylstilbestrol prior to the Member’s birth.

e TRANSFER OF MEDICAL RECORDS: A health care Provider may charge a reasonable fee for the
preparation, copying, postage or delivery costs for the transfer of your medical records. Any fees
associated with the transfer of medical records are the Member’s responsibility.

Medical Loss Ratio (MLR) Rebates

In conjunction with the requirements of the federal Affordable Care Act, upon Health Net's request, the
Subscriber Group shall provide the Subscriber Group's average number of employees employed on
business days during the previous Calendar Year, in order for Health Vet to accurately categorize the
Subscriber Group, for purposes of determining the appropriate M at is applicable to the
Subscriber Group.
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Notice of Privacy Practices

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED
AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE
REVIEW IT CAREFULLY.

This Notice tells you about the ways in which Health Net** (referred to as “we” or “the Plan”) may
collect, use and disclose your protected health information and your rights concerning your protected
health information. “Protected health information” is information about you, including demographic
information, that can reasonably be used to identify you and that relates to your past, present or future
physical or mental health or condition, the provision of health care to you or the payment for that care.

Covered Entities Duties:

Health Net is a Covered Entity as defined and regulated under the Health Insurance Portability and
Accountability Act of 1996 (HIPAA). Health Net, LLC. is required By law to maintain the privacy of
your protected health information (PHI), provide you with this Notiee of@ur legal duties and privacy
practices related to your PHI, abide by the terms of the Notice that iS‘€@rrentlydn affect and notify you
in the event of a breach of your unsecured PHI.

This Notice describes how we may use and disclose youigRH I It also describes your rights to access,
amend and manage your PHI and how to exercise tha@se rights. Alhother uses and disclosures of your
PHI not described in this Notice will be made only"with yetir written authorization.

Health Net reserves the right to change this Noticen\Weteserve the right to make the revised or changed
Notice effective for your PHI we already have as\welhas any of your PHI we receive in the future.
Health Net will promptly revise and distfibtite,this'Notie whenever there is a material change to the
uses or disclosures, your rights, our legal duties, @ndther privacy practices stated in the Notice. We will
make any revised Notices availablé @mthe Health Net website, located below.
https://www.healthnet.com/portal/c@mmonleentent/iwc/corp_info/book/legal info.action#noticeprivacy
PracticesContent

Internal Protections\ef @ral, WVritten and Electronic PHI:
Health Net protects your PHI J\MVediave privacy and security processes to help.
These are some of the ways we protect your PHI.

We train our staff to follow our privacy and security processes.

We require our business associates to follow privacy and security processes.

We keep our offices secure.

We talk about your PHI only for a business reason with people who need to know.
We keep your PHI secure when we send it or store it electronically.

We use technology to keep the wrong people from accessing your PHI.
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Permissible Uses and Disclosures of Your PHI:

The following is a list of how we may use or disclose your PHI without your permission or
authorization:

Treatment - We may use or disclose your PHI to a Physician or other health care Provider providing
treatment to you, to coordinate your treatment among Providers, or to assist us in making prior
authorization decisions related to your benefits.

Payment - We may use and disclose your PHI to make benefit payments for the health care services
provided to you. We may disclose your PHI to another health plan, to a health care Provider, or other
entity subject to the federal Privacy Rules for their payment purposes. Payment activities may
include processing claims, determining eligibility or coverage for claims, issuing premium billings,
reviewing services for medical necessity, and performing utilization review of claims.

erformance of our health care
s, respondlng to complalnts and

Health Care Operations - We may use and disclose your PHI in th
operations. These activities may include providing customer servi

federal Privacy Rules and that has a relationship
quality assessment and improvement activities

fraud and abuse.

Group Health Plan/Plan Sponsor Di
to a sponsor of the group health plan,
care program to you, if the sponsor has
the protected health informatio
employment-related actions or

mployer or other entity that is providing a health
ertain restrictions on how it will use or disclose
ing not to use the protected health information for

Other Permitted or Requi closures of Your PHI:

Fundraising Activities — We use or disclose your PHI for fundraising activities, such as raising
money for a charitable fo on or similar entity to help finance their activities. If we do contact
you for fundraising activities, we will give you the opportunity to opt-out, or stop, receiving such
communications in the future.

Underwriting Purposes — We may use or disclosure your PHI for underwriting purposes, such as to
make a determination about a coverage application or request. If we do use or disclose your PHI for
underwriting purposes, we are prohibited from using or disclosing your PHI that is genetic
information in the underwriting process.

Appointment Reminders/Treatment Alternatives - We may use and disclose your PHI to remind
you of an appointment for treatment and medical care with us or to provide you with information
regarding treatment alternatives or other health-related benefits and services, such as information on
how to stop smoking or lose weight.
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e AsRequired by Law - If federal, state, and/or local law requires a use or disclosure of your PHI, we
may use or disclose your PHI information to the extent that the use or disclosure complies with such
law and is limited to the requirements of such law. If two or more laws or regulations governing the
same use or disclosure conflict, we will comply with the more restrictive laws or regulations.

e Public Health Activities - We may disclose your PHI to a public health authority for the purpose of
preventing or controlling disease, injury, or disability. We may disclosure your PHI to the Food and
Drug Administration (FDA) to ensure the quality, safety or effectiveness products or services under
the jurisdiction of the FDA.

e Victims of Abuse and Neglect - We may disclose your PHI to a local, state, or federal government
authority, including social services or a protective services agency authorized by law authorized by
law to receive such reports if we have a reasonable belief of abuse, neglect or domestic violence.

e Judicial and Administrative Proceedings - We may disclose your PHI in judicial and administrative
proceedings, as well as in response to an order of a court, administrative tribunal, or in response to a

disclose your PHI to funeral directors, as ne

e Organ, Eye and Tissue Donation -
or entities engaged in the procuremen
tissues.

e Threats to Health and Safety - ,
the use or disclosure is ofprevent or lessen a serious or imminent threat to the health or
safety of a person or i

e Specialized Governm
your PHI as required by command authorities. We may also disclose your PHI to authorized
federal officials for national security and intelligence activities, the Department of State for medical
suitability determinations and for protective services of the President or other authorized persons.

e Workers’ Compensation - We may disclose your PHI to comply with laws relating to workers’
compensation or other similar programs, established by law, that provide benefits for work-related
injuries or illness without regard to fault.

e Emergency Situations — We may disclose your PHI in an emergency situation, or if you are
incapacitated or not present, to a family member, close personal friend, authorized disaster relief
agency, or any other person previous identified by you. We will use professional judgment and
experience to determine if the disclosure is in your best interests. If the disclosure is in your best
interest, we will only disclose the PHI that is directly relevant to the person's involvement in your
care.
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e Inmates - If you are an inmate of a correctional institution or under the custody of a law enforcement
official, we may release your PHI to the correctional institution or law enforcement official, where
such information is necessary for the institution to provide you with health care; to protect your
health or safety; or the health or safety of others; or for the safety and security of the correctional
institution.

e Research - Under certain circumstances, we may disclose your PHI to researchers when their
clinical research study has been approved and where certain safeguards are in place to ensure the
privacy and protection of your PHI.

Uses and Disclosures of Your PHI That Require Your Written Authorization

We are required to obtain your written authorization to use or disclose your PHI, with limited
exceptions, for the following reasons:

Sale of PHI — We will request your written authorization before we make any disclosure that is deemed
a sale of your PHI, meaning that we are receiving compensation for losing the PHI in this manner.

Marketing — We will request your written authorization to use or our PHI for marketing
purposes with limited exceptions, such as when we have face-to-face '
you or when we provide promotional gifts of nominal valu

Psychotherapy Notes — We will request your written 3
psychotherapy notes that we may have on file with li
payment or health care operation functions.

Individuals Rights

The following are your rights concernin would like to use any of the following rights,
please contact us using the information at t is Notice.

izatien to or disclose any of your
cep uch as for certain treatment,

e Right to Revoke an Authorizat
of your authorization mu i

your written revocati

e Right to Request Restrictions #You have the right to request restrictions on the use and disclosure
of your PHI for treatment, ent or health care operations, as well as disclosures to persons
involved in your care or payment of your care, such as family members or close friends. Your
request should state the restrictions you are requesting and state to whom the restriction applies. We
are not required to agree to this request. If we agree, we will comply with your restriction request
unless the information is needed to provide you with emergency treatment. However, we will restrict
the use or disclosure of PHI for payment or health care operations to a health plan when you have
paid for the service or item out of pocket in full.

e Right to Request Confidential Communications - You have the right to request that we
communicate with you about your PHI by alternative means or to alternative locations. This right
only applies if the information could endanger you if it is not communicated by the alternative
means or to the alternative location you want. You do not have to explain the reason is for your
request, but you must state that the information could endanger you if the communication means or
location is not changed. We must accommodate your request if it is reasonable and specifies the
alternative means or location where you PHI should be delivered.
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e Right to Access and Receive a Copy of Your PHI - You have the right, with limited exceptions, to
look at or get copies of your PHI contained in a designated record set. You may request that we
provide copies in a format other than photocopies. We will use the format you request unless we
cannot practicably do so. You must make a request in writing to obtain access to your PHI. If we
deny your request, we will provide you a written explanation and will tell you if the reasons for the
denial can be reviewed and how to ask for such a review or if the denial cannot be reviewed.

e Right to Amend your PHI - You have the right to request that we amend, or change, your PHI if you
believe it contains incorrect information. Your request must be in writing, and it must explain why
the information should be amended. We may deny your request for certain reasons, for example if
we did not create the information you want amended and the creator of the PHI is able to perform
the amendment. If we deny your request, we will provide you a written explanation. You may
respond with a statement that you disagree with our decision and we will attach your statement to the
PHI you request that we amend. If we accept your request to amend the information, we will make
reasonable efforts to inform others, including people you name, of the amendment and to include the
changes in any future disclosures of that information.

e Right to Receive an Accounting of Disclosures - You have th receive a list of instances
not apply to disclosure for purposes of treatment, pay
authorized and certain other activities. If you requestthi

¢ Right to Receive a Copy of this Notice - Y
the contact information list at the end of the
electronic mail (e-mail), you are als i

puU receive this Notice on our web site or by
st a paper copy of the Notice.

cy rights have been violated or that we have
e a complaint with us in writing or by phone using the

e Rightto File a Complaint - If
violated our own privacy pract
contact information at the end o

You can also file a compldint with the'Secretary of the U.S. Department of Health and Human Services
Office for Civil Rights b to 200 Independence Avenue, S.W., Washington, D.C. 20201
or calling 1-800-368-1019 66-788-4989) or visiting https://www.hhs.gov/hipaa/filing-a-
complaint/index.html.
WE WILL NOT TAKE ANY ACTION AGAINST YOU FOR FILING A COMPLAINT.

Contact Information

If you have any questions about this Notice, our privacy practices related to your PHI or how to exercise
your rights you can contact us in writing or by phone using the contact information listed below.

Health Net Health Plan of Oregon
Attn: Compliance Department

P.O. Box 11740

Eugene, OR 97440-1740

Telephone: 1-888-802-7001
Fax: 1-844-426-5370
Email: PrivacyOregon@centene.com
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For Oregon Members only, if you believe that we have not protected your privacy and wish to complain,
you may file a complaint by calling or writing:

Oregon Department of Health and Human Services
Attn: Privacy Officer

500 Summer St. NE, E24

Salem, OR 97301

Phone: 1-503-945-5780 or Fax: 1-503-947-5396
E-mail: dhs.privacyhelp@state.or.us

OF
N
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Financial Information Privacy Notice

THIS NOTICE DESCRIBES HOW FINANCIAL INFORMATION ABOUT YOU MAY BE USED
AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE
REVIEW IT CAREFULLY.

We are committed to maintaining the confidentiality of your personal financial information. For the
purposes of this notice, “personal financial information” means information about an Enrollee or an
applicant for health care coverage that identifies the individual, is not generally publicly available, and is
collected from the individual or is obtained in connection with providing health care coverage to the
individual.

Information We Collect:
We collect personal financial information about you from the following sources:

e Information we receive from you on applications or other forms, sé€h as name, address, age, medical
information and Social Security number;

e Information about your transactions with us, our affiliates or othegs{’such ag’premium payment and
claims history; and

e Information from consumer reports.

Disclosure of Information:

We do not disclose personal financial informatiomabotteur Enrollees or former Enrollees to any third
party, except as required or permitted by law. Forexamplepin the course of our general business
practices, we may, as permitted by law, diselese any ofithe personal financial information that we collect
about you, without your authorization, to the\folawing types of institutions:

e To our corporate affiliates, suchhas‘@ther insukers;

e To nonaffiliated companigs.for ourgéveryday business purposes, such as to process your transactions,
maintain your account(s), or respond to court orders and legal investigations; and

e To nonaffiliated compami€s that perform services for us, including sending promotional
communications on our behalfs
Confidentiality and Security:

We maintain physical, electronic and procedural safeguards, in accordance with applicable state and
federal standards, to protect your personal financial information against risks such as loss, destruction or
misuse. These measures include computer safeguards, secured files and buildings, and restrictions on
who may access your personal financial information.

Questions about this Notice:

If you have any questions about this notice

Please call the toll-free phone number on the back of your ID card or contact Health Net at
1-800-522-0088.
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Nondiscrimination INOt1Ce

Health Net Health Plan of Oregon, Inc. (Health Net) complies with applicable
federal civil rights laws and does not discriminate on the basis of race, color,
national origin, age, disability, or sex. Health Net does not exclude people or

treat them differently because of race, color, natignal origin, age, disability,

or sex.

Health Net:
o Provides free aids and services to people with dis
such as qualified sign language interpreters
accessible electronic formats, other form

o Provides free language services to pe rimary language is not English, such as qualified

interpreters and information written i uages.

If you need these services, contac tomer Contact Center at 1-888-802-7001 (TTY: 711)
If you believe that Health provide these services or discriminated in another way
on the basis of race, color, n , age, disability, or sex, you can file a grievance by calling
the number above m you need help filing a grievance; Health Net’s Customer Contact

Center is availabléto h

You can also file a civil ri
Office for Civil Rights, €l€ctronically through the Office for Civil Rights Complaint Portal, available
at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S. Department of Health
and Human Services, 200 Independence Avenue SW, Room 509F, HHH Building, Washington, DC
20201, 1-800-368-1019 (TDD: 1-800-537-7697).

complaint with the U.S. Department of Health and Human Services,

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

Health Net Health Plan of Oregon, Inc. is a subsidiary of Health Net, LLC. Health Net is a registered service mark of Health Net, LLC. All rights reserved.
OR WA Commercial Nondiscrimination Notice
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English

No Cost Language Services. You can get an interpreter. You can get documents read to you and some sent to you in
your language. For help, call us at the number listed on your ID card. Employer group members please call
1-888-802-7001 (TTY: 711).

Ambharic
h&P PAAD- 227E AT AOTCATL T9T 5T &TFAN:: A1&T ATLHIEAL 99849 & FAk:: ACSF ATITT
(o OEL AL PADT ETPC LLM-(r:: havANF-F 1-888-802-7001 (TTY: 711) LLM(v::

Arabic
Sle by Jeail aaeluall e Jgeanll @ll 5 5 e 3y Lo Jganll cliSars 5558 an e o Jsanl) i€ dalae 2all) cilesd
(TTY: 711)1-888-802-7001 a8l e Juai¥) dasll claual de sana sliach (o oa Ay sel) A8y o 5 g sall 28 )1

Chinese
REES IR - WOIEHOEE - OB A N AT - 0FE) - ERELg &R LAY
AR SRR I EL T MRAE - JE EEASHY S 255 2R 1-888-802-7001 (T o

Cushite (Oromo)
Waa Lacag la’aan Adeegyada Luuqada. Waxaad heli kartaa turjubaan.
waraaqaha laguu aqriyo. Wixii caawin ah, naga soo wac lambarka ku qor.
Xubnaha kooxda badrooniga fadlan soo wac 1-888-

eli kartaa in
aarka Aqoonsigaaga.

German
Kostenloser Sprachendienst. Dolmetscher si
werden. Wenn Sie Hilfe benétigen, rufen Sie

Arbeitgeber-Gruppenmitglieder rufen
o XEZBRIA LI, BIPLELRGET D

Bl 7= 72 Btz
‘%9 P2 . JEMEZ 08 UT2FUERBR D A 2 "= D51
WA T E Y,

. Dokumente konnen Ihnen vorgelesen
Nummer auf Threr ID-Karte an.
-7001 (TTY: 711) an.

Japanese
RO SFEY— A, @Rz 3
A— RIZHHEN TNV DL EFE
1-888-802-7001 (TTY:

Korean
T35 Ao Anj & T4
Ees dAY, B0
1-888-802-7001 (TTY: 711) o & H3}al FAA L.

Cambodian (Khmer)

TEUNMANTNWRAANIG Y HRAMGSGUMSHAURURTHHY HRHGANUIRH SRaNIgjHR
ﬁijUﬁS[ﬁ ﬁjﬁmﬁsﬁi[ﬁhamﬁiﬁj iﬂja‘&iﬁjmum‘mSimmjﬁ‘lﬁﬁjﬁ‘lﬂjzsmﬁjﬁﬁ"l
ﬁjmﬁﬁLﬁHSItiﬂﬁﬁ mymﬁgmmtma 1-888-802-7001 (TTY: 711)9

Laotian

Snauwagad guaa. Uﬁummoé@wwﬂm‘ca. mangauanlmeauenzaaulanaud
9%0. diesaoanzoude, mamimmﬂwancgﬂ‘c5mucﬁz‘ﬁﬁgﬁn’ﬁodm%ﬁoasgvﬁw.
muﬁmjuma%ag neguatvwag 1-888-802-7001 (TTY: 711).
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Punjabi

ot B3 Tt I ATl IA e g9 Y3 dd Aae JI 33 B8 TAZRH U3 7' Ao I6
Hee B¢, 393 WESt (ID) 3938 ‘3 £33 699 3 A 26 3| Irrae's" Iigy © A A, fagur a3
1-888-802-7001 (TTY: 711) ‘3 26 3|

Russian

BecnatHast momMolp nepeBourKkoB. Bbl MoXeTe MoyInTh MOMOIIL YCTHOTO NepeBourKa. Bam
MOT'YT MPOYUTATh AOKYMEHTbI. 3a MOMOILBIO 0OpallaiiTech K HaM Mo TeseoHy , TPUBEICHHOMY Ha
Ballleil UIeHTU(UKALMOHHOI KapTOUYKe yYyacTHHUKA MyiaHa. Ecii Bbl y4aCTHUK KOJUIEKTUBHOTO TIJIaHa,
NpeIoCTaBIsIeMOro paboroaareneM, 3Bo0HUTe 1o tenegony 1-888-802-7001 (TTY: 711).

Spanish

Servicios de idiomas sin costo. Puede solicitar un intérprete. Puede obtener el servicio de lectura de

.

documentos y recibir algunos en su idioma. Para obtener ayuda, lldmenos al ero que aparece en su tarjeta

de identificacidn. Los afiliados del grupo del empleador deben llamar al 1-888-802-7001 (TTY: 711).

Tagalog
Walang Gastos na Mga Serbisyo sa Wika. Maaari kayong kumuha ng isang 1 aaari ninyong
ipabasa ang mga dokumento. Para sa tulong, tawagan kami sa n i a inyong ID card. Para sa

mga miyembro ng grupo ng employer, mangyaring tuma -

Ukrainian

Besnartni nociryrn nepekinagy. Bu Moxere ckoprefysat JTyramy nepeksiajiada. Bam MOXKyTb IpounTaTi

Baii jokymentu. Illo6 orpumaru fonomory, tened HOMEPOM, SIKMIA BKa3aHUI Ha Ballii
inenTudikaniiiin kaprui (ID). YyacHukis

Homepom 1-888-802-7001 (TTY: 711).

ro MUIaHy Bif Mpaue/iaBLisl MPOCUMO Telle(DOHyBaTH 32

Vietnamese

Céc Dich Vu Ngon Ngtr Mién Phi. 0 mot phién dich vién. Quy vi ¢ th€ yéu ¢ dwoe doc cho
nghe tai liéu. D€ nhén tr hay o chiing tdi theo s& dwore liét ké trén thé ID ctia quy vi. Cac thanh
vién thudc chwong tri eo nhém ciaeht st dung lao dong vui long goi s6” 1-888-802-7001 (TTY: 711).

Health Net Health Plan of Oregon, Inc. is a subsidiary of Health Net, LLC. Health Net is a registered service
mark of Health Net, LLC. All rights reserved.
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Health Net Health Plan of Oregon, Inc.

13221 SW 68th Parkway

Suite 200

Tigard, Oregon 97223

888-802-7001

Customer Contact Center

Monday - Friday 7:30 a.m. to 5:00 p.m.

888-802-7001
www.healthnetoregon.com

Hearing and Speech Assistance
Monday - Friday 7:30 a.m. to 5:00 p.m.

TTY: 711
www.healthnetorego

Effective 1/2021

Health Net Health Plan of Oregon, Inc. is a subsidiary of Health Net, LLC.
Health Net® is a registered service mark of Health Net, LLC. All rights reserved.
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