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Copayment and Coinsurance Schedule /20
CommunityCare 3T

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 participatesfn one of our networks and to
verify which benefit level will apply to a covered service, please coatact 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 CalendarXear Deductible (if any), fixed dollar
amounts for certain services and a fixed percentage thaigappliesito our gontracted rates with
CommunityCare Providers. To receive CommunityGare benefits, el must select a Primary Care
Provider (PCP) from our CommunityCare network.ourfLCP coordinates all your care. When your
PCP refers you to Providers in our CommunityCare network, you will receive CommunityCare level
benefits. If your PCP refers you to Providers in our‘Qther Rarticipating 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 GemmunityCare 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 asi%g€ontract 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
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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
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 unl

otherwise noted.

Calendar Year Deductible

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

Annual $[ ] Level 1, Level 2,  $[] Level 1, Level 2,
Deductible per $[] Level 1, Le\{el 2, an and Level 3 and Level 3

3 combined m . )
person combined m combined m
Annual $[]Level 1, Level 2,  $[] Level 1, Level 2,
Deductible per 311 Level 1evel 2, ! and Level 3 and Level 3
family combined m combined m

Physician/Profess tpatient Care

CommunityCare 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




CommunityCare Other Participating Nonparticipating

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

Specialty Physician

services — office visits to . 0 0

Providers in specialties $[ ] per visit® [ 1% contract rate [ 1% MAA
other than above

Physician services, urgent - . .

care center $[ ] per visit® $[ ] per visit® $[ ] per visit MAA®
Physician Hospital visits [ 1% contract rate [ 1% contract rate [ 1% MAA
Diagnostic X- 0 0 0
ray/EKG/Ultrasound [ 1% contract rate ¢ [ ]% contract rate 4 [ 19 MAA
Diagnostic laboratory tests [ 1% contract rate & [ 1% contract rate @ [ 1% MAA

CT/MRI/PET/SPECT/EEG/

. % contract rate % MAA
Holter monitor/Stress test L1% L1%
ﬁ;leecrggnasnd therapeutic [ 1% contract rate [ 1% MAA
'(\S?ct)?;g;%r?aellIs\(/a?\r/)i/c(;ircemly) [ 1% contract rate 1%)eontract rate [ 1% MAA
Outpatient rehabilitation

therapy -30 visits/year max [ 1% contra [ 1% contract rate [ 1% MAA
ay

Outpatient habilitation

therapy -30 visits/year max t ra [ 1% contract rate [ 1% MAA
ay

Outpatient Surgery in

Office or Ambulatory 5%, contract rate [ 1% contract rate [ 1% MAA
Surgery Center

Outpatient at Hospital 1% contract rate [ 1% contract rate [ 1% MAA

based facility

Hospital Care

CommunityCare Other Participating Nonparticipating
Provider (Level 1) Provider (Level 2) Provider (Level 3)
Inpatient servicesy [ 1% contract rate [ 1% contract rate [ 1% MAA
Inpatient
rehabilitation 0 0 0
therapy -30 [ 1% contract rate [ 1% contract rate [ 1% MAA

days/year max & ¥
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CommunityCare Other Participating Nonparticipating

Provider (Level 1) Provider (Level 2) Provider (Level 3)
Inpatient
habilitation therapy 0 0 0
30 days/year max [ 1% contract rate [ 1% contract rate [ 1% MAA
L2 4

Emergency Services

CommunityCare Other Participating Nonparticipating
Provider (Level 1) Provider (Level 2) Provider (Level 3)
Sm“te‘;agﬁgt oom  S[1pervisitthen[1%  $[]pervisit,then[1%  $[] per visit, then [
rgency contract rate ¢ contract rate O 1%e0
services
Out-of-area
Inpatient admission [ 1% contract rate [ 1% contraet r [1%
from emergency
room
Emergency ground
ambulance
transport — [1% at Level 1, 2, or 3 at'Levelid; 2, or 3 [1% at Level 1, 2, or 3

3 trips/year max

Emergency air
ambulance
transport —

1 trips/year max

[1% at Level 1, I00 atLevel 1,2,0r3 [1% at Level 1, 2, or 3

Behavioral Healt iceS— Substance Use Disorder and Mental Health
Conditions

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

Nonparticipating
Provider (Level 3)

Epf)i/géc\ll?giftiwces, $[ ] per visit® Not Appllcz;ble at Level [1% MAA
iutpatlent Services [ 1% contract rate Not Appllcz;ble at Level [1% MAA
I:patlent services [ 1% contract rate Not Appllcz;ble at Level [1% MAA




Other Services

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 e [ 1% contract rate [ 1% MAA

initial program 3§

Dialysis Services # [ 1% contract rate [ 1% contract rate [ 1% MAA

(Iiluur%brlneemegcg [ 1% contract rate [ 1% contract rate [ 1% MAA

I\

Hearing Aids [ 1% contract rate [ 1% contractgrate [ 1% MAA

Home health visits [ 1% contract rate [ 1% contraet r [ 1% MAA

L—Aggg}l’nfusmn [ 1% contract rate [ 1% MAA

Hospice services [ 1% contract rate te [ 1% MAA

Medical supplies

gg:ﬁlrl:glgg da::ﬁre%i/e q [ 1% contract rate % contract rate [ 1% MAA

substances)

Prosthetic

Devices/Orthotic [1%c ate [ 1% contract rate [ 1% MAA

Devices §

Skilled Nursing

Facility care -60 raet rate [ 1% contract rate [ 1% MAA

days/year max

;ggé /SI?fr:tli(ir?: ;nax [ 1% contract rate [ 1% contract rate [ 1% MAA

gg:s?gzglcal $[ ] per visit & [ 1% contract rate ¢ [ 1% MAA

I;gﬁ?,igﬂ%se No charge No charge ¢ [ 1% MAA
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CommunityCare Other Participating Nonparticipating

Provider (Level 1) Provider (Level 2) Provider (Level 3)
Outpatient
chemotherapy
(no_n-oral [ 1% contract rate [ 1% contract rate [ 1% MAA
anticancer

medications and
administration)

Benefit Maximums

CommunityCare Other Participating Nonparticipating

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

Annual Out-Of-

Pocket Maximum

per person $[ JLevel 1, Level 2, $[ JLevel 1, ldevel $[ ] Level 1, Level 2,
(Combined Medical Level 3 combined Level 3¢ i Level 3 combined
and Prescription

Drug) +

Annual Out-Of-

Pocket Maximum $[ ] Level 1, ] Levell, $[ ] Level 1,
per family

(Combined Medical Level 2, Level 3 evel 2, Level 3 Level 2, Level 3
and Prescription combined combined combined
Drug) 4

Notes

B You must meet the specified De e Calendar Year (January 1 through December 31)
before Health Net pay laim

€ Deductible is waived!

O Copayment is waived if y dmitted and the inpatient admission coinsurance will apply.

A For mental health or Substance Use Disorder services, call [800-977-8216].

% The annual OOPM is the maximum dollar amount of Copayment and/or Coinsurance that you are

required to pay each Calendar Year for most Covered Services and supplies. Each January 1, the
accumulation period renews and a new OOPM requirement begins. The OOPM includes the annual
Deductible. After you reach the OOPM in a Calendar Year, we will pay your Covered Services
during the rest of that Calendar Year at 100% of our contract rates for Participating Provider services
and at 100% of MAA for Nonparticipating Provider services. You are still responsible for billed
charges that exceed MAA.

The above Coinsurance for inpatient Hospital services is applicable for each admission for the
hospitalization of an adult, pediatric or newborn patient. If a newborn patient requires admission to
an intermediate or intensive care nursery, a separate Coinsurance for inpatient Hospital Services will

apply.

q Corrective shoes and arch supports including foot orthotics are excluded unless prescribed in the

course of treatments for, or complications from, diabetes.



€ Members are eligible for no cost benefits for diabetes management from the beginning of a
pregnancy for up to six weeks postpartum. For more information please contact our Customer
Contact Center.

& \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.

¥ 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.

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 ah@ve. Deductible is waived for
prescription drug benefits.

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

30-day ! Supply), you pay: 90-day Supply), you pay:
Tier 1 $[ 1 ’ $[1]
Tier 22 | $[ ]
Tier 32 0 $[]
Specialty Pharmacy \m Mail order not available
Orally administered anticancer 1% Mail order not available
medications
Preventive Pharmacy Including o0 C@payment and/or No Copayment and/or
Tobacco Cessation Medications oinsurance Coinsurance
and Women'’s contracepii Deductible waived Deductible waived

methods

L If certain requirem are , You may be eligible for a 90-day supply when filled in a
pharmacy (with three e retail copay).

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.

Pediatric Vision Benefits

This plan covers routine vision services and supplies for children under age 19 as described below. You
must utilize Participating Providers. A list of Participating Providers is available at www.healthnet.com
or by calling our Customer Contact Center at the phone number on the 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.

HNOR CC3T SGrp Contract 1/2020 (1/1/20)


http://www.medicare.gov./
http://www.healthnet.com/

You pay:

Routine eye exam (limit: 1 per Calendar Year) ........ccccvoveveiieiieie s sie s $[ ] Copayment
Provider selected frames (limit: 1 per Calendar Year) .......ccccoovviinienneniinneene e $[ ] Copayment
Lenses (limit: 1 pair per Calendar Year) inClude: ..........c.cccoovevviieiiiene e $[ ] Copayment

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

Optional lenses and treatment INCIUAE: ..........cccooiiiiiieiiie e $[ ] Copayment
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

e Hi-Index Lenses V
e Blended segment lenses Q

e |Intermediate vision lenses

e Select or ultra-progressive lenses

Provider-selected contact lenses (in lieu [€NSES) i $[ ] Copayment
e Daily wear: Up to 3 month of dai posable, single vision.
e Extended wear: Up to 6 mo monthly or 2 week disposable, single vision.

e Conventional: 1 pair from a selection of provider designated contact lenses.
e Medically Necess

This Schedule presents ge information only. Certain services require Prior Authorization or
must be performed by a Specialty Care Provider. Refer to your Agreement for details, limitations and
exclusions.

Health Net Health Plan of Oregon, Inc. e 888-802-7001 e www.healthnet.com
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Health Net Health Plan of Oregon, Inc.

CommunityCare 3T
Plan Contract

Group Plan Benefits and Group Medical a ital Service
Agreement

.
e %‘§

Health Net’
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Plan Benefits

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.
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Plan Benefits

THy
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” refer to the Subscriber and to each
Enrolled Dependent unless otherwise specified.

Special terms used in this Group Plan Benefits section and Groupedicalfand Hospital Service
Agreement to explain your plan have their first letter capitalized andi@ppear ingdhe “Definitions” section
of the Group Medical and Hospital Service Agreement.

You are entitled to receive the benefits set forth in this Group*Blan Bengfits section subject to the
following conditions:

e All benefits are subject to the terms, conditions and definitions in the Group Medical and Hospital
Service Agreement and the exclusions and Nmitations, in the “Exclusions and Limitations” portion of
this Group Plan Benefits section, including payment oflany applicable Copayments, Deductibles,
and Coinsurance identified in the attaChed Copayment and Coinsurance Schedule.

e All services other than the limited preventive care services outlined in the Agreement are covered
only if Medically Necessary as'defined in they‘Definitions” section of the Group Medical and
Hospital Service Agreement.

e The fact that a ProvidgF'may provide, prescribe, order, recommend, approve, refer or direct a service
or supply does not, iniand.@frtself, make the service or supply a covered benefit.

e To qualify as covered Medical&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
MAA is set forth in the “Definitions” section of the Group Medical and Hospital Service Agreement.
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Plan Benefits

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.

re, including billing and
d procedures are eligible

For Covered Services, Health Net uses available guidelines of Medi

e A Medical service or supply not expressly included in enefits section is not a
covered benefit, even if it is not specifically listed g ion

e Specialty Care Providers. Medical Service C conditions or certain treatment procedures
are covered only if such services are provided's rtieipating Providers that are designated as

not limited to: 1) Birthing Center servige ) ealth Care; 3) infusion services that can be

safely administered in the home.or in a fusion suite; 4) organ and tissue transplant services;
5) Durable Medical Equipment;\6)%R Devices/Orthotic Devices; and 7) Wigs. We have the
right to require a Member to use d Specialty Care Provider as a condition to receive

to travel out of the Ser
Care Provider outside the e 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.
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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 informatioagbefore obtaining care.

Medically Necessary Physician services are covered as follows:

e Allergy Injections. Administration of treatment compounds, solttiens and’medications for allergy
care is covered.

e Diagnostic Services. Diagnostic services, includingsradiology (X-s@¥y), pathology, laboratory tests,
sleep studies, cardiac catheterization, and other imaging and diagnostic services are covered.
Imaging services, including, but not limited to, MRA4MRI, CT, PET, echocardiography and nuclear
cardiac imaging, require Prior AuthorizatioR. Heariag tests in support of a diagnosis are covered.

Exclusions and Limitations:
Screening audiometry and tympanogramsmot imsupport of a diagnosis, except as recommended by
the United States Preventive Services Task Foreg(USPSTF) are not covered.

e Radiation Therapy. Radiation'therapysis covered.

e Chemotherapy. Chemgthesapy 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 effeefs'of chemotherapy. It also includes administration of the drugs, and
medical supplies related to the sixing and administration of the drugs. Orally administered
anticancer medications are“€evered as a prescription benefit.

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

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.healthnet.com

Hearing and Speech Assistance
Monday - Friday 7:30
TTY 888-802-7122

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.healthnet.com

Hearing and Speech Assistance
Monday - Friday 7:30 a.m. to 5:00 p.m.
TTY 888-802-7122 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 “Exclusions and Limitations”
portion, the “Prior Authorization” subsection of this Group Plan Bengfits section and your Copayment
and Coinsurance Schedule for additional benefit limitation information, befere obtaining care.

Medically Necessary Hospital inpatient services are covered as follows:

e Hospital Inpatient. Inpatient services are covered only@when Prior Althorized or as Emergency
Medical Care.

e Hospital Room and Board. While you are a patient in/a Hospial, an average two-bed
accommodation; general nursing care; meals; speeialdiets; use of operating room and related
facilities; intensive care unit and services; xsray, lab@gkatory, and other diagnostic tests; drugs;
medications; biologicals; anesthesia and oxygen‘services; radiation therapy; chemotherapy;
inhalation therapy; internal or implantable,deviees, Sich as pacemakers and hip joints, approved by
the Food and Drug Administration and ‘fmplafted, during a surgery pursuant to a Prior Authorization.

e Maternity Hospitalization. Refertauthe “Maternity Benefits” subsection in this Group Plan
Benefits section.

e Newborn Nursery Care. Routine'€are in the Hospital nursery is covered for the Enrolled newborn
Child.

e Hospitalization for dental precedures 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 Cainsurance 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 the¥Exclusions 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 are covered as,follfows:

e Diagnostic Services. Diagnostic services, Ieluding radiology (X-ray), pathology, laboratory tests,
sleep studies, cardiac catheterization, and*@ther imaging and diagnostic services are covered.
Imaging services, including, buthot 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 or at a Hespital.

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 Areadvithout Prior Authorization,
including emergency eye care. See the “Definitions” section of the Gfoup Medical and Hospital Service
Agreement.

Emergency Inside the Service Area. If you have an Emergency Medigal Cafdition inside the Service
Area and you reasonably believe that the time required to c@atact your Prigiary Care Provider or to go to
a Participating Provider Hospital would seriously jeopasgize your healtip(including an unborn child),
medical care should be sought from the nearest Provi@ler appropriatedor the severity of your condition
(Physician’s office or Clinic, or Hospital emergencyisoomyor call 911.

Emergency Outside the Service Area. If you Rave an‘Emergency Medical Condition outside the
Service Area and reasonably believe that the timexequireddo contact your Primary Care Provider would
seriously jeopardize your health (includifigiamunbarn child), medical care should be sought from the
nearest Provider appropriate for the severityqef your condition (Physician’s office or Clinic, or Hospital
emergency room) or call 911. Pres€ription medigations associated with an Emergency Medical
Condition, including those purchased in afareign country are covered. See the “Prescription Drug
benefits” subsection of this Gieup PlanBenefits section for more information.

Emergency Room. Services of.asiespital emergency room are limited to treatment of an Emergency
Medical Condition and areimdt 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 amd 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” ségtion @fthe Group Medical and
Hospital Service Agreement.

Urgent Care

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

Autism Spectrum and Pervasive Developmental Disorder

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

e The treatment must be prescribgd 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, supgsvised by a behavior analyst who
is licensed by the Behavior Analysis Regulatory Board and has séecessfully completed a criminal
records check; or

e A BARSB registered behavior analysis interventionist who has completedg€oursework and training
prescribed by the BARB by rule, who receives ongoing@yersight by ‘alicensed behavior analyst or a
licensed assistant behavior analyst, or by another licemsedfiealth care professional approved by the
BARB and has successfully completed a criminalfrecords cheek.

Exclusions and Limitations:
Applied behavioral analysis and other forms of Rehavioral health treatment for Autism and Pervasive
Developmental Disorder requires Prior Authorizationy

Biofeedback

Medically Necessary benefits for biafeedbackytherapy treatment are provided when included as part of a
treatment plan.

Exclusions and LimitatiQns:
Coverage is limited to ten (20) treatments per lifetime.

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 ofia Qualified Jndividual enrolled in
and participating in an Approved Clinical Trial. We will not exclude, Yimit ordmpose special conditions
on the coverage of the routine costs for items and services flacnished in c@pMection with participation in
an Approved Clinical Trial; and we will not include prowvisionsithat disgsiminate against an individual on
the basis of the individual’s participation in an Appraved Clinicalyl@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 concludegthatghe, Member’s participation in such trial is appropriate;
or

b. The Member provides medical ands€ientific information establishing that his or her participation
in such trial is appropriate.

e Routine patient costs @re definedhastall Medically Necessary conventional care, items or services that
would be covered if typi€ally pravided to a Member who is not enrolled in a clinical trial.

Routine patient costs do notclude:

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 (INDAY, an Investigational device
exemption or a Biologics License Application (BLA) subje€t to approval by the United States
Food and Drug Administration; or

d. An institutional review board of an institution in thigstate that hagyafmultiple project assurance
contract approval by the Office of Protection for the Research Risks of the NIH; or

e. A qualified research entity that meets the critéria forthe NIfCenter Support Grant eligibility; or

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

e Under this section, life-threatening cefdition meansany disease or condition from which the
likelihood of death is probable unless the COukseof the disease or condition is interrupted.

e Qualified Individuals may be réquired to pagticipate in an Approved Clinical Trial through a
Participating Provider if such a Rarticipating Provider is available and will accept the individual as a
participant in the trial.

e You must pay any DeductibieéSf€opayments or Coinsurance that apply to the drug, device or service
being tested in the absenee of an'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 Anomalgs are covered if the services
are Medically Necessary to restore function. CraniofacialgAnomalies, which 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 micresemiad@nd Treacher Collins syndrome.

Exclusions and Limitations:

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

Dental Anesthesia

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

e Has a medical condition thaigthe 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 treatment for disorders of the jaw
except as set out under the “Dental Services” subsection of this GrougfPlan Benefits section.

Dental implants are excluded. Spot grinding, restorative or mechafileal dgvices; orthodontics, inlays or
onlays, crowns, bridgework, dental splints (whether custom fit or not)ydental ifmplants or other dental
appliances and related surgeries to treat dental conditions related to the dent@l trauma are not covered
under any circumstances.

Diabetes Management

The following is covered in relation to the treatmentof: Msulin-dependent diabetes, insulin-using
diabetes, gestational diabetes and non-insein-using diabetes:

e Diabetes self-management programs arejeoveredhincluding: (a) one program of assessment and
training and (b) up to three hourSwannuallyyef assessment and training following a material change in
the condition, medication or treatment iiman existing treatment of diabetes.

e Appropriate and Medically*Necessary supplies and equipment related to Diabetes Management
including blood glucase teststrips, fancets, insulin syringes and needles as described in the
“Prescription Drug Benefits” and“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 coveragé, we apply nationally
recognized Durable Medical Equipment coverage guidelines, such as'these defined by InterQual
(McKesson) and the Durable Medical Equipment MedicarefAdministrativefContractor (DME MAC),
Healthcare Common Procedure Coding System (HCPCSy,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 Geoup Plan,Benefits section.

Exclusions and Limitations:

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

Corrective shoes and archisuppasssincluding foot orthotics are excluded unless prescribed in the course
of treatments for, or complieattons 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 provided by a Participating Provider,
licensed physical, speech or occupational therapist or other contractedfProvider, acting within the scope
of his or her license, to treat physical and Mental Health Conditiogs, subjeét to any required Prior
Authorization from us. The services must be based on a treatment planduthorizéd, as required by us or
the Member's Physician.

Exclusions and Limitations:

Habilitative services are not covered when medical deétmentation doés not support the Medical
Necessity because of the Member’s inability to progress toward theitreatment plan goals or when a
Member has already met the treatment plan goals.

Speech therapy is not covered for occupational ogreereational voice strain that could be needed by
professional or amateur voice users, inclu@ing, butinotdimited to, public speakers, singers, cheerleaders.

Health care services that are not habilitativedncltde; but are not limited to, respite care, day care,
recreational care, residential treatmientypsocial Sekvices and custodial care.

Inpatient habilitative services are limitedfto:
e A maximum of 30 days per Calendar Year.

e We may also approve amfadditional 30 days per condition when Medical Necessity criteria are met,
not to exceed 60 days totak

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.

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
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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 Technology

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 bilateral cochlear implants
including coverage for programming and reprogramming are cavered.AWe will reimburse the cost of
repair and replacement parts for cochlear implants if the repair Ofypafts are pot covered by warranty
and are necessary for the device to be functional for the user;

e Necessary diagnostic and treatment services (includingyhearing tests appropriate for age or
developmental need, hearing aid checks, and aided testing);

e Bone conduction sound processors (if necessagy. fo@ppropriate amplification of the hearing
loss);

e Hearing assistive technology systems. Hearlhg‘assistive technology systems means devices used
with or without hearing aids or cochlearimplants toWmprove the ability of a user with hearing loss to
hear in various listening situations, such<as bemghlocated a distance from a speaker, in an
environment with competing backgreund nQise or in a room with poor acoustics or reverberation.

Exclusions and Limitations:

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

This Benefit is subject to the Deduétibles, 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 not required.

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.
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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 is covered if you are terminally ill. Daily coverage is limited to what we would pay a
participating Skilled Nursing Facility for 24-hour Skilled Nursing Services. Prior Authorization is
required for inpatient services.

Inborn Errors of Metabolism

Clinical visits, biochemical analysis, treatment and medicalffoods are covefed for inborn errors of
metabolism that involve amino acid, carbohydrate and fatmetabolism apd for which medically standard
methods of diagnosis, treatment and monitoring exisgfnclading ‘quaatification of metabolites in blood,
urine or spinal fluid or enzyme or DNA confirmati@n,in tisStes. Coverage includes diagnosis,
monitoring and controlling the disorders by nutitionaliaftd medical assessment, including, but not
limited to clinical visits, biochemical analysis and fedicahfoods used in the treatment of such disorders.
“Medical foods” are defined as those formulated t©, beigonsumed or administered enterally under the
supervision of a Physician, that are specificallyaprocessed or formulated to be deficient in one or more of
the nutrients present in typical nutritional cotnterparts, that are for the medical and nutritional
management of patients with limited Capageity toietabolize ordinary foodstuffs or certain nutrients
contained therein or have other specific attrient requirements as established by medical evaluation and
that are essential to optimizé'growth, igalth 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 Registered Domestic Partner, and a Subscriber’s Enrolled Dependent Child).

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.
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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.

Hospital Room and Board. Hospital room and board for the mother are covered the same as for any
other covered illness or injury. This benefit is subject to the inpatient services Copayment or
Coinsurance amount shown on the Copayment and Coinsurance Schedule.

Delivery and Nursing Care. Delivery services and facilities and nursing care are covered. Birthing
Center services will be directed to a designated Specialty Care Provider in accordance with the
“General Terms Under Which Benefits Are Provided” portion of this Group Plan Benefits section.
Services provided by other than the designated Specialty Care Provider will not be covered.

Deductible and Coinsurance for preventive care in the
services received from a Nonparticipating Provid

Duty to Cooperate. Members who are a Surro
to a Surrogacy Arrangement during the Co
agreement to participate in a Surrogacy Arr
Arrangement in accordance with the neti

Enrollment or Members who agree
ust, within 30 days of Enrollment or
end us written notice of the Surrogacy

er fails to comply with this provision, we
reserve the rlght to enforce thIS V|denc age (EOC) on the basis of fraud or

including recoupment of all benefits we paid on behalf
Surrogate was insured under our contract, plus interest,
edies available to us.

the contract to restrict any terms, limits, or conditions that may
children born from Surrogates. Please see the “Exclusions and
” section.

otherwise apply to Sur
Limitations (What’s not ¢

Exclusions and Limitations:
Services of a lay midwife are not covered.

STATEMENT OF RIGHTS UNDER THE NEWBORNS” AND
MOTHERS’ HEALTH PROTECTION ACT:

Under federal law, health insurance issuers 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 issuer
may pay for a shorter stay if the attending Provider (e.g., your Physician, nurse midwife, or Physician’s
assistant), after consultation with the mother, discharges the mother or newborn earlier.
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Also under federal law, 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, an issuer may not, under federal law, require that a Physician or other health care Provider
obtain authorization for prescribing a length of stay of up to 48-hours (or 96-hours). However, to use
certain Providers or facilities, or to reduce your out-of-pocket costs, you may be required to obtain
precertification. For information on precertification, contact your issuer.

Medical Supplies

Medical supplies are covered as follows:

e Diabetic supplies dispensed in accordance with any formulary adopted by us are covered, including
syringes, blood glucose monitors and test strips for blood glucose monitors, visual reading and urine
test strips, insulin pumps and pump accessories, insulin infusion devices, and foot care appliances
for prevention of complications associated with diabetes. Insulin,glucagon emergency kits and
prescriptive oral agents are covered under the “Prescription Dudg Benefits” subsection of this Group
Plan Benefits section.

e Ostomy supplies are covered, including flanges, pouches, irrigators,tkcigator sleeves and drains,
closed-end pouches, stoma caps, ostomy deodorant, beltsygonvex inserts, drain tube adapters,
drainable pouch clamps, medical adhesive, replacementifilters, se¢urity tape, and skin barriers.

e You are eligible for no cost benefits for diabeteStmanagement 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 thesfunetion 'of Durable Medical Equipment are covered.

e The first pair of Medically Necgssary eyeglasses or contact lenses following covered cataract
surgery are covered. Contact oug\Custemer 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 therapeuti€ injection in a Provider’s office are covered.

e Non-durable medical suppliesierovided in the Provider’s office are covered.

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.
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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 or treatment;

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

e The fact that a court ordered the Enrollee to receive or obtain the treatment or service for a Mental
Health Condition, unless otherwise allowed by law.

For purposes of this section:

“Facility” means a corporate or governmental entity or other provider gPservices, licensed for the

treatment of Mental Health Conditions.

Use Disorder and Mental Health Conditions.

“Provider” means a person that has met our crede
eligible to receive reimbursement for coverage

e A health care Facility;
e A residential Program or Facility;
e A day or partial hospitalizatio
e An outpatient service; or

e Anindividual behavio
law.

Exclusions and Limitations:

No coverage is provided for t owing services:
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 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.
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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 Wellstone-Pete Domenici Mental Health
Parity and Addiction Equity Act of 2008.

Nonprescription Elemental Enteral Formula

Nonprescription elemental enteral formula for home use is covered if the formula is Medically
Necessary for the treatment of severe intestinal malabsorption, and a Participating Provider has issued a
written order for the formula, and the formula comprises the sole source, or an essential source, of
nutrition.

Oral and Maxillofacial Services

The following oral and maxillofacial services are covered when PriorAuthorized:

e Oral and surgical care for tumors and cysts (benign or malignaft);
e Treatment of cleft lip, cleft palate, or other maxillofacial congenitalianomalies; and

e Maxillofacial prosthetic services for restoration and management of head and facial structures that
cannot be replaced with living tissue and that are défective becausé of disease, trauma, or birth and
developmental deformities when the services ag perfoumed forithe purpose of (1) controlling or
eliminating infection or pain, or (2) restoring,factahcanfiguration or functions such as speech,
swallowing, or chewing.

Organ and Tissue Transpiants

The following organ and tissue transplants are €@vered when Medically Necessary:

e kidney transplants;

e pancreas after kidneyftransplants;
e cornea transplants;

e heart transplants;

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;
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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.

Transplantations of cord blood stem cells, tandem transplants (also known as sequential or double
transplants), and mini-transplants (non-myeloablative allogeneic stem cell transplants) are covered when
Medically Necessary.

Companion and recipient travel expenses including transportation, board and lodging authorized by us in
connection with approved transplant procedures are limited to a maximum of $5,000 per transplant.
Housing and travel expenses for transplant services are not considered Essential Health Benefits. Prior
Authorization is required for transplant evaluation, services, and procedures related to a transplant. You
will be directed by us to a designated Specialty Care Provider in accordance with the “General Terms
Under Which Benefits Are Provided” portion of this Group Plan Bengfits section. Services provided by
other than the designated Specialty Care Provider will not be coveréd.

Exclusions and Limitations:
e No other organ or tissue transplants are covered.

e All organ and tissue transplants or autologous stemgG€lhrescue not€xplicitly listed as covered in the
“Organ and Tissue Transplant” subsection of thig’'Group Plan‘Benefits section.

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

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

e Permanent or temporary implantation@fartificial or mechanical devices to replace or assist human
organ function until the time of otgan transplant, except for dialysis to maintain a kidney and
artificial pump bridge0 approvedigardiac transplants.

e High dose chemotherapyshich requires the support of a non-covered bone marrow transplant or
autologous stem cell rescug.

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.healthnet.com or call
our Customer Contact Center at the phone number listed in the back of this Agreement for a list of drugs
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that require Prior Authorization. Prior Authorization is not required for 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.

Pediatric Vision Services

This plan covers routine vision services and supplies for Enrolled children through the last day of the
month in which the Child turns 19 years of age as described on your Copayment and Coinsurance
Schedule. You must utilize Participating Providers. A list of Participating Providers is available at
www.healthnet.com or by calling our Customer Contact Center at the phone number listed at the back of
this Agreement.

Copayments and/or Coinsurance and other amounts you 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 Calendar Year)

Lenses (limit: 1 pair per Calendar Year), including:
e Single vision, bifocal, trifocal, 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-Reflgetive 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 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
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Contact Lens Allowance: Allowances are one-time use benefits; no remaining balance.

Medically Necessary contact lenses: Contact lenses may be determined to be Medically Necessary and
appropriate in the treatment of patients affected by certain conditions. In general, contact lenses may be
Medically Necessary and appropriate when the use of contact lenses, in lieu of eyeglasses, will result in
significantly better visual and/or improved binocular function, including avoidance of diplopia or
suppression.

Contact lenses may be determined to be Medically Necessary for the treatment of conditions, including,
but not limited to: keratoconus, pathological myopia, aphakia, anisometropia, aniridia, corneal disorders,
post-traumatic disorders, and irregular astigmatism.

Medically Necessary contact lenses are dispensed in lieu of other eyewear. Participating Providers will
obtain the necessary Prior Authorization for these services.

Prescription Drug Benefits

This plan covers pharmacy services as described below and are suiject togoenefit maximums as shown
in the “Professional Medical Services and Supplies” section of your'@epaymeat’and Coinsurance
Schedule. Coverage is subject to the Deductible (if any), Capayments, @einstirance as shown on the
Copayment and Coinsurance Schedule in the “Outpatient Prescription Drig Benefits” section, except as
stated below.

Coverage includes all Medically Necessary prescrigtion Faod and Brug Administration (FDA) approved
drugs, compounded medications of which at leastonedm@redient is a prescription FDA approved drug,
orally administered anticancer medications, preventive pllarmacy medications, tobacco cessation
medications, and women’s contraceptionnethodsisupported by the Health Resources and Services
Administration (HRSA) guidelines, and any. other dkug Which under law may only be dispensed by
written prescription of a duly licensed healthi@are provider, diabetic supplies, and insulin. Coverage also
includes prescription medications asso€iated with,an Emergency Medical Condition, including those
purchased in a foreign country.

e Mac A Plans. When afgeneric form,of a brand name drug exists, the generic drug will be dispensed,
and in most cases, the Tiegd"Copayment and/or Coinsurance shall apply. An approved generic
equivalent shall mean a genericdrug that has been given an “A” therapeutic equivalent code by the
Department of Health anddduman 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 Maximums.

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
guantity 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.
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e All drugs, including insulin and diabetic supplies, must be prescribed by a Participating Provider or
by a Physician under Referral and must be dispensed by a Participating Provider pharmacy, except
for Emergency Medical Care rendered outside the Service Area. The requirement that drugs must be
prescribed by a Participating Provider or by a Physician under Referral does not apply under a
CommunityCare 3T or PPO Plan.

e Prescription Deductibles (if any), Copayments and/or Coinsurance amounts you pay for prescription
drugs apply toward your plan’s medical Out-of-Pocket Maximums.

e Specialty Pharmacy. Certain drugs identified on the Essential Rx Drug List (EDL) are classified as
Specialty Pharmacy drugs under your plan. Specialty Pharmacy drugs are high cost biologic,
injectable and oral drugs typically dispensed through a limited network of pharmacies and having
significantly higher cost than traditional pharmacy benefit drugs.

e Orally Administered Anticancer Medications. This plan covers Medically Necessary orally
administered anticancer medications used to Kkill or slow the growth of cancerous cells which under
law may only be dispensed by written prescription of a duly license@health care provider. Mail
order prescriptions are not covered.

pharmacy. FDA approved, over-the-counter tobacco ce
from your Participating Provider. No Deductible, 2
each prescription or refill of a generic class drug

Coinsurance shall apply for
a Participating Provider

Coinsurance will apply to brand name drugs
indicates the brand name drug is Me

prescription drugs and over-thé=Ce ications that are determined to be preventive as
recommended by the United Sta i
recommendations. A listi g
website: http://www. jvesekvicestaskforce.org/Page/Name/uspstf-a-and-b-
recommendations/. N ple, Copayment and/ or Coinsurance shall apply for each prescription
or refill of a generic class drugavhen dispensed by a Participating Provider pharmacy. If a generic
class drug is not available 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.

e Women’s contraception methods. Food and Drug Administration (FDA) approved contraceptive
methods, patient education and counseling for all women with reproductive capacity are covered
when dispensed by a Participating Provider pharmacy. If the initial 3 month supply is prescribed,
then a 12 month refill of the same contraceptive is covered, regardless if the initial prescription was
covered under the plan.

FDA approved, over-the-counter contraceptive methods for women require a prescription from your
Participating Provider. This plan also covers hormonal contraceptive patches, injectables and self-
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administered oral hormonal contraceptives prescribed by a participating licensed prescriber (e.g.
physician, pharmacist) as allowed by law. 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.

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

e Growth Hormone Drugs. Growth hormone drugs are covered if determined to be Medically
Necessary and if our medical/pharmacy policy criteria are met. Prior Authorization is required.

e The level of benefit you receive is based on the status of the drug
(EDL) at the time your prescription is filled. Only drugs listed

he Essential Rx Drug List
L are covered. The EDL

may be revised up to four times per Calendar Year based on t endations of the Pharmacy
and Therapeutics Committee. Any such changes including additi tions from the EDL will
be communicated to Participating Providers. The EDL e Health Net website at
https://www.healthnet.com/portal/member/content/i otected/health_plan/content/dru
g_list_ifp.action. Compounded medications are s enlier’3 Copayment and/or Coinsurance.
Brand name drugs with generic equivalents are r 3 Copayment and/or Coinsurance

as soon as a generic becomes available.

e Ifadrugisnotonthe EDL, and is not speci

non-preferred brand tier (Tier 3
medications, which wou cost. If you are suffering from a condition that may

, or ability to regain maximum function, or if you are

atment using a drug that is not on the EDL, then you, your
designee or your docto st an expedited review. Expedited requests for Prior Authorization
will be processed within s after Health Net's receipt of the request and any additional

information requested by Health Net that is reasonably necessary to make a determination.

e 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 to Health Net and sufficient
documentation to establish the need for Emergency Medical Care.

e Reimbursement (minus the Copayment and/or Coinsurance) will be made for coverable prescriptions
filled by a licensed practitioner at a rural health clinic for an urgent medical condition if there is not
a pharmacy within 15 miles of the clinic or if the prescription is dispensed for a patient outside of the
normal business hours of any pharmacy within 15 miles of the clinic. For these purposes, “urgent
medical condition” means a medical condition that arises suddenly, is not life-threatening and
requires prompt treatment to avoid the development of more serious medical problems.
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Cost sharing paid on your behalf for any prescription drugs obtained by you through the use of a
Drug Discount, Coupon, or Copay Card provided by a prescription drug manufacturer will not apply
toward your plan Deductible or Out-of-Pocket Maximum.

In accordance with state regulations, upon request, Health Net will synchronize refill dates of
prescription drugs so that drugs that are refilled at the same frequency may be refilled concurrently.
To request synchronization please call the Customer Contact Center at the number listed at the back
of this Agreement.

All pharmacy services covered under this Agreement must be within a pharmacist’s lawful scope of
practice, as defined by the state of 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 medication
treatment of glaucoma.

r for eye drops used in the

medications or women’s contraceptive methods prescri
section.

Any prescription drug for which an over-the-cq
preventive pharmacy medications, or tobac
methods prescribed by a Provider.

Diabetic supplies (other than blood

beauty aids, herbal remedies, and vitamin preparations other
d prescription vitamins with fluoride and supplements or
preventive purposes in accordance with the U.S. Preventive
mmendations as described in the “Preventive Pharmacy” section

than prescription pre
vitamins which are p
Services Task Force Aand B r
above.

Medical foods except as covered under the “Inborn Errors of Metabolism” subsection in the Group
Plan Benefits section.

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

In the absence of a DSM mental health disorder of 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.

Growth hormone injections or treatments, except to treat documented growth hormone deficiencies
as described in the “Growth Hormone Drugs” section above.
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e Prescription refills due to loss, theft or damage.
e Drugs and medicines used for diagnostic purposes.
e Drugs dispensed by Nonparticipating Pharmacies.

e Supply amounts for prescriptions 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 fromg@Participating Provider,
they are covered at no cost share to you. If the primary purpese of the officgVisit is unrelated to a
preventive care service or if other non-preventive care servicegare received during the same office visit,
the non-preventive care, services are payable at benefiftevels indicateéon your Copayment and
Coinsurance Schedule. If you receive services fromf@ Nonparticipating Provider, benefits are subject to
your Nonparticipating and/or Out-of-Network cast shase@mount including Deductibles (if any), as
indicated on your Copayment and Coinsurance Schedule:

Covered recommended preventive care sghsices can beyfound at

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

Covered recommended prgyentive carg services include the following:
e United States Preventive Sérvices Task Force (USPSTF) recommended type “A” and “B” services;

e Immunizations and inoculation$’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 Health Resources and Services
Administration (HRSA) guidelines;

e Women’s health care services as supported by HRSA guidelines such as, screening for gestational
diabetes; human papillomavirus (HPV) DNA testing for women 30 years and older; sexually-
transmitted infection counseling; human immunodeficiency virus (HIV) screening and counseling;
FDA-approved contraception methods, and contraceptive counseling; breastfeeding support, supplies
and counseling; and domestic violence screening and counseling;

e Other USPSTF recommendations for breast cancer screening, mammography and prevention.
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For a complete list of women’s health care services supported by HRSA, visit
https://www.hrsa.gov/womens-guidelines-2016/index.html or call the Customer Contact Center at the
phone number listed at the back of this Agreement.

e Additionally, coverage is provided for the human papillomavirus (HPV) vaccine for members
between the ages of 11 and 26.

e Additional covered preventive services, not supported by HRSA, include:
o Sexually transmitted infection 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 counselifig;
o0 Breast cancer chemoprevention counseling.

(Note: One breast pump and the necessary operational supplies (as preseribed gy your Physician) will be
covered for each pregnancy at no cost to the Member. We will determingythétype of equipment, whether
to rent or purchase the equipment and the vendor. Breast pumpps can be obtained by calling the Customer
Contact Center at the phone number listed at the back@Fthis Agreement.)

This Agreement will never provide less than the miasmumddenefitsrequired by state and federal laws.

Prosthetic Devices and Orthotic Devices

Custom fitted Prosthetic Devices and Orthatic Dewices that are Medically Necessary to restore or
maintain the ability to complete actiwities of daily living or essential job-related activities and that are
not solely for comfort or convenienge arelgevered, provided it is the least costly alternative that achieves
a medically acceptable result._ Coveragegncludes all services and supplies that are Medically Necessary
for the effective use of a Rfosthetic Dawice or Orthotic Device, including, but not limited to, formulating
its design, fabrication, material@nd‘@omponent selection, measurements, fittings, static and dynamic
alignments, and instruction"to Mempers 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 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. Prosthetic Devices and Orthotic Devices are limited to those on the established
list adopted by the Department of Consumer and Business Services. The list shall be no more restrictive
than the list of prosthetic and Orthotic Devices and supplies in the Medicare fee schedule for Durable
Medical Equipment, prosthetics, orthotics and supplies.

This benefit is subject to the Deductibles, Copayments or Coinsurance shown on the Copayment and
Coinsurance Schedule that apply to Prosthetic Devices and Orthotic Devices.
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Corrective shoes and arch supports including foot orthotics are excluded unless prescribed in the course
of treatments for, or complications from, diabetes.

Reconstructive Breast Surgery

Reconstructive Breast Surgery is required by the Women’s Health and Cancer Rights Act of 1998.
Reconstructive breast surgery following a covered mastectomy which resulted from disease, illness or
injury is covered. If you receive benefits for a mastectomy and elect breast reconstruction with the
mastectomy, benefits include coverage 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 surger§fis exeftuded.

Reconstructive Surgery

This plan covers reconstructive surgery in the followifg situations:
e When necessary to correct a functional disorder;<or

e When necessary because of an accidental infurygor taxcorrect a scar or defect that resulted from
treatment of an accidental injury; or

e When necessary to correct a scar of defeet omihe head or neck that resulted from a covered surgery.

e Except when Medically Necessaryfimeconstrictive surgery must take place within 18 months after
the injury, surgery, scar, or defect\first’oe@urred. Prior Authorization is required for all cosmetic and
reconstructive surgeriesglF@p information on breast reduction, see the “Reconstructive Breast
Surgery” subsection ifi'this Greup Plan Benefits section.

Exclusions and Limitations:

Cosmetic procedures and proeedures 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, get back or improve skills and
functioning for daily living that have been lost or impaired because a person was sick, hurt or disabled.
These services may include physical and occupational therapy, speech language pathology and
psychiatric rehabilitation services in a variety of inpatient and or outpatient settings.
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Rehabilitation therapy is covered as follows:

Medically Necessary therapy and services for the treatment of traumatic brain injury are covered.

Rehabilitation therapy for physical impairments in Members diagnosed with Pervasive Developmental
Disorder or Autism that develops or restores, to the maximum extent practicable, the functioning of an
individual, is considered Medically Necessary when criteria for rehabilitation therapy are met.

The following services are covered in connection with other conditions when Medically Necessary:
Hospital-based or outpatient physical, occupational and speech therapy, manipulations, cardiac
rehabilitation, rehabilitation therapy following a covered mastectomy. The services must be based on a
treatment plan authorized, as required 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 stg@in 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'agt lighited to, respite care, day
care, recreational care, residential treatment, social serviceS@nd custodial‘care.

Inpatient rehabilitation services are limited to:
e A maximum of 30 days per Calendar Year.

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

Outpatient rehabilitation services are limitged'te:
e A maximum of 30 visits per Calendar Year. \Weimay approve an additional benefit of up to 30 visits
per condition when Medical N&cessiiy, critéria are met, not to exceed 60 visits total.

The maximum benefits for inpatient @ndéoutpatient treatment are shown on the Copayment and
Coinsurance Schedule. Prigr Atthorization is required.

Rehabilitative services to'tkeatfMental Health Conditions are not subject to the day/visit limit
maximums.

Respite Care

Respite care, limited to a maximum of five consecutive days with a lifetime 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 Coinsurance Schedule. Prior Authorization is required.
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Sleep Studies

Sleep study services are covered when ordered by a pulmonologist, neurologist, psychiatrist,
otolaryngologist, or certified sleep medicine 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.

Male sterilization services are covered at no cost when services are rendereddy a Participating
Provider. Refer to the applicable out-of-network Deductibléd@and Coinsuragce for preventive care in the
Copayment and Coinsurance Schedule for services recgiwed fram a Nonparticipating Provider.

Prior authorization requirements can be verified bygontactifig us ogas outlined in the “Prior
Authorization” portion of this Group Plan Benefits sectioft.

Exclusions and Limitations:
Reversal of voluntary infertility (sterilizatien) is not cawered.

Substance Use Disorder Benefits

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

Inpatient, residential, parfial hospitalization and intensive outpatient services and some outpatient
services require Prior Authesizationi T o 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 Disorder services 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 or treatment;

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

e The fact that a court ordered the Enrollee to receive or obtain the treatment or service for a Mental
Health Condition, unless otherwise allowed by law.
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For purposes of this section:

“Facility” means a corporate or governmental entity or other provider of services, licensed for the
treatment of Substance Use Disorder.

“Program” means a particular type 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 residential Program or Facility;

e A day or partial hospitalization Program;

e An outpatient service; or

¢ An individual behavioral health or medical professional autho
law.

reimpursement under Oregon

Preadmission authorization and continued stay authorizationg oth rehabilitation and non-
emergent detoxification services. All admissions for re@aBili sidered non-emergent and
must be certified as Medically Necessary prior to ag ifiCation services are covered only
when Prior Authorized or as Emergency Medic :
considered satisfied unless the patient has been

required

prior to the admission.

Exclusions and Limitations:
No coverage is provided for the fo :
e The coverage of a treatment or s IS or may be excluded from coverage under state law;

red outpatient services while in custody or living temporarily
ceive treatment or services related to a Member’s education that
essary treatment plan provided by a Provider;

in a sheltered living si
are included in a Medical

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 Wellstone-Pete Domenici Mental Health
Parity and Addiction Equity Act of 2008.
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Telemedical Services

Telemedical refers to services delivered through a two-way electronic communication that allows a
health professional to interact with a patient, a parent or guardian of a patient or another health
professional on a patient’s behalf. Applicable 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 servi€e is attested to meet all standards
required by state and federal laws governing the privacy and secusity’ of protected health
information.

Additionally, we will provide coverage for Telemedical serviGes in congection with the treatment of
diabetes under the following conditions:

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

e the service is Medically Necessary.
e The Telemedical health service relatest@,a Specific patient; and

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

Exclusions and Limitatioms:
Services that are not otherwisegdverediare not covered when provided in the Telemedical format.

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

Temporomandibular Joint Syndrome (TMJ)

Services for the diagnosis and treatment of Temporomandibular Joint Syndrome are covered. The
lifetime maximum benefit is shown on the Copayment and Coinsurance 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 Services Task Force (USPSTF) are covered under the “Preventive Care”
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portion of this Group Plan Benefits section. These benefits apply to the annual Out-of-Pocket Maximum,
as shown on the Copayment and Coinsurance Schedule.

Tobacco cessation medications are covered as a pharmacy benefit under the “Prescription Drug
Benefits” subsection of this Group Plan 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.

Wigs following chemotherapy and/ or radiation therapy services afg,covefed. The benefits are shown on
the Copayment and Coinsurance Schedule under “Prosthetic Devicesl@rthoticdDevices.” We may utilize
a Specialty Care Provider for wig services if you live in Orggon or Washington.

Exclusions and Limitations:
The maximum benefit is one wig per Calendar YeargNo other coverdge will be provided for wigs. Hair
transplantation, hair analysis, hairpieces, and cranialfhair prostheses are not covered.

Case Management

We will have the right to authorize benefitsiforserviees and supplies excluded or not specifically
covered under this Agreement as a@ubstitute Tor other, possibly more costly, Covered Services or
supplies. Such alternative benefits shall bedetermined by us, in advance, in cooperation with you and
your Primary Care Provider and will'@aly be covered upon Prior Authorization. The decision on the
course of treatment shall g@main up toyou and your Provider. Our decision in any specific instance to
authorize benefits that wauld aot"otherwise be covered under this Agreement shall not commit us to
cover the same or similar benefits far'the same or any other Member in other instances. By authorizing
alternative benefits, we shall metg@aive our right to enforce all terms, 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 Agreement, are specified in this Group Plan Benefits section and
online at the www.healthnet.com website. You are responsible for obtaining Prior Authorization
from us before obtaining such services. Prior Authorization may be obtained by you or your Provider
by calling 888-802-7001 or faxing a request to 800-495-1148. Coverage for those services will be
provided only if Prior Authorization has been obtained from us.
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e To obtain Prior Authorization, please call our Customer Contact Center at 888-802-7001 or fax a
request to 800-495-1148. For Prior 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.healthnet.com website.

Exclusions and Limitations (What’s not covered)

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

e Not Medically Necessary. Any care not Medically Ne€essary as defiféd in the “Definitions” section
of the Group Medical and Hospital Service Agreementyandhany Hapital or medical care services
not specifically provided for in the Group Medicdland Hospitak&ervice Agreement or this Group
Plan Benefits section.

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

e Other Insurance. All services@isuppliesiendered for any illness, injury, or condition to the extent
that benefits are available to youas aminsured under the terms of any other insurance (except group
or individual health insurance) ineluding Without limitation automobile medical, personal injury
protection, automobilegno-fault, altomobile uninsured or underinsured motorist, homeowners or
renters, commercial premises‘erieomprehensive general liability insurance coverage. If we pay
benefits before any such*tsurange payments are made, reimbursement must be made out of any
other subsequent insurancggpayments made to you and, when applicable, we may recover benefits
already paid directly from the insurer, in accordance with the “Subrogation” section in the Group
Medical and Hospital Service Agreement.

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

e Nonparticipating Providers. Coverage for services of a Nonparticipating Provider is limited to a
Maximum Allowable Amount fee.

e Unauthorized Services. Non-emergency services without Prior Authorization, if Prior
Authorization is required pursuant to the “Prior Authorization” portion of this Group Plan Benefits
section.
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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.

e 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” and the “Hospital
Inpatient Services” subsections of this Group Plan Benefits sectio as otherwise covered under the
“Preventive Care” subsection. Prior Authorization may be requi

nder the “Dental
Benefits section.

e Orthodontic Services and Dental Implants. Except for treat
Injury,” or “Oral and Maxillofacial Services” subsections of this

Group Plan Benefits section.

e Optometrics, Eyewear, Vision and Hearin
diagnosis; routine eye examinations, eye e
keratoplasty, photo refractive keratotomy an
other types of vision hardware or visi

ye refractions, regardless of
ual analysis, therapy or training, radial
ctomy. Also excluded are eyeglasses and all

earing screening and tests except as provided in
the “Diagnostic Services” prov ysician Services” and the “Preventive Care”
subsections of this Group Plan ion. Hearing aids except as provided in the “Hearing
Aids” section, maskin ces, orother hearing devices or the fitting thereof.

e Non-covered Equip pplies. Corrective appliances and artificial aids, braces, disposable
or non-prescription or over-thes€ounter supplies such as ace bandages, splints, and syringes unless
dispensed by a Participati ovider and except as specifically provided elsewhere in this Group
Plan Benefits section; exercise and hygiene equipment; support garments; electronic monitors;
devices other than blood glucose monitors to perform medical tests on blood or other body
substances or excretions; devices or equipment not exclusively medical in nature including, but not
limited to, sauna baths, spas, elevators, light boxes, air conditioners or filters, humidifiers or
dehumidifiers; orthopedic chairs and motorized scooters; devices or equipment which can be used in
the absence of a medical need; or modifications to the home or motorized vehicles. Corrective shoes
and arch supports including foot orthotics are excluded unless prescribed in the course of treatment

for, or complications from diabetes.
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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.

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, registered

domestic partnership, trials or hearings, licensing and insurance.

Immunizations and Inoculations. Except as provided under th
Group Plan Benefits section.

reventive Care” portion of this

may also be considered infertility. From a
treatment includes but is not limited to:
a. Evaluation and/or treatment of andnabili ceive.

b. Evaluation and/or treatment of ha Including chromosomal analysis.
c. Assisted reproductive technglogies a al insemination.
Semen analysis, documentatio lation function unless done as part of an endocrine
evaluation for non-infertility in , post-coital examination, and testing for patency of
fallopian tubes is alw. sidered infertility evaluation.

Reversal of Volunta terilization).

Weight Loss Surgery or ications Caused by Weight Loss Surgery, except for Emergency
Medical Care. Diagnosis, treatment, rehabilitation services and diet supplements for any
classification of obesity, including, but not limited to, morbid obesity, (regardless of co-morbidities),
except as provided in the “Preventive Care” subsection of this Group Plan Benefits section.

Personal Comfort Items. Such as television, telephone, lotions, shampoos, meals in the home,
guest meals in inpatient facilities, housekeeping services, etc.

Diagnosis and treatment for learning disorders in the absence of a DSM diagnosis.

Speech Generating Devices; Augmentative and Alternative Communication Devices or
Communicators. This exclusion does not include an artificial larynx for Members who have had a
complete laryngectomy.

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

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.

Genetic Engineering.

mg Except as specifically

Recreational or educational therapy; Non-medical self-help trai
i cludlng for employment or

stated below, services related to or consisting of education or tr

professional purposes, are not covered, even if provided by a

provider by the state of Oregon.

Excluded services include education and training for n i s such as:

o Gaining academic knowledge for educational advancement to help“students achieve passing
marks and advance from grade to grade. This Agree t cover tutoring, special
education/instruction required to assist a chi ic progress; academic coaching;
teaching members how to read; educati r academic education during residential
treatment.

behavioral health tr ervasive Developmental Disorder or Autism as shown in the
“Autism Spectru e Developmental Disorder” section.

o Behavioral skills Is on how to interact appropriately when engaged in the usual
activities of daily livi as eating or working, except for services related to behavioral
health treatment for Pervasive Developmental Disorder or Autism as shown in the “Autism
Spectrum and Pervasive Developmental Disorder” section.

Bone bank and eye bank charges.

Counseling or training in connection with family, sexual, marital, or occupational issues in the
absence of a DSM diagnosis/mental health disorder are not covered.

Orthoptics, pleoptics.

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.
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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.

e 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.

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

for injuries sustained while practicing for or competing in a profes semi-professional
inthis plan.

e Biofeedback. Biofeedback for the treatment.of nia, ordinary muscle tension or for the
management of chronic pain in pain rehabilitation pregrams is excluded except as outlined in the

e Routine Foot Care. Including treatm
for the treatment of diabetes.

e Preventive and Routine Exa ices, Testing, and Supplies. Except as outlined in the

“Preventive Care” subsegtion of Plan Benefits section.

e Extraction and storage of oRated (autologous), or family member or friend, blood and
derivatives.

e Nutritionist. Services of tionist, except as outlined in the “Diabetes Management” and

“Inborn Errors of Metabolism” subsections of this Group Plan Benefits section, or as listed in the
“Preventive Care” section (as described in the USPSTF Guidelines).

e Wilderness Residential Treatment Programs. All services provided in wilderness residential
treatment programs.

e Treatment by an Immediate Family Member or Self Treatment. Services and supplies rendered
by an immediate family member (spouse, Registered Domestic Partner and/or Non-Registered
Domestic Partner, parent, child, grandparent or sibling related by blood, registered 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.
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e Outside the United States. Services provided outside the United States which are not Emergency
Medical Care.

e 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.

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 anal
prostheses are not covered. Wigs are not covered except followi
therapy.

hairpieces and cranial/hair
therapy and/or radiation

e Services While in Custody. A Member cannot be denigd coverag ices or supplies while in
custody of a local supervisory authority while dispositio charges are pending if the services or
supplies would otherwise be covered by this plan. ill enied for the treatment of
injuries resulting from a violation of law.

e Non-Licensed Providers. Treatment or ser: red by non-licensed health care Providers,
treatment or services outside the scope of a icensed health care provider and treatment
or services for which the Provider of ices equired to be licensed. This includes treatment
or services from a non-licensed Provi
services related to behavioral h
shown in the “Autism Spectru
Plan Benefits section.

e Non-Standard Ther . Yo
covered.

Pervasive Developmental Disorder or Autism as
Developmental Disorder” subsection of this Group

hiking, rock climbing and any other type of sports activity are not

e Surrogacy Arrangemen care services, including supplies and medication, to a Surrogate,
including a Member acting as a Surrogate or utilizing the services of a Surrogate who may or may
not be a Member, and any child born as a result of a Surrogacy Arrangement. This exclusion applies
to all health care services, supplies and medication to a Surrogate including, but not limited to:

a. Prenatal care;
Intrapartum care (or care provided during delivery and childbirth);
Postpartum care (or care for the Surrogate following childbirth);

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

b

C

d. Mental Health Services related to the Surrogacy Arrangement;

e

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;
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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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"Hy
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 State'@f Qregon.

e Subscriber Group desires to make available prepaid comprehensive‘hiealth care services to eligible
persons who participate in its Health Benefit Plan.

e In consideration of the mutual promises of the parftes anel thejperiedic payment to us of the required
premiums and subject to the terms and conditiols,contained in this Agreement, we agree to provide
Subscribers and their Enrolled Dependents with Medical and Hospital Services and other benefits
specified in this Agreement.

e Itis agreed by the parties that this is a0fan indemnity health insurance contract but is an agreement
to provide Subscribers and their EnrollegyDeperdents with health care benefits as specified by this
Agreement. All interpretations@fithis Agreement shall be guided by such nature of this Agreement.

This section defines wordsythatwillhelp you understand your plan. These words appear throughout this
Agreement with the initial letter ofdhe word in capital letters. Definitions do not imply coverage and are
subject to eligibility rules, coverage 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 to,meet health facility licensure
requirements.

“Anniversary Date”” means an anniversary of the Effective Date asyi led on the Signature Sheet of
this Agreement.

“Applied Behavior Analysis” means the design, implementati ation of environmental
modifications, using behavioral stimuli and consequeng

e A licensed health care professional
e A behavior analyst or an assistant b
e A behavior analysis interventionist

“Autism’ means a developmental
and social interaction. Other charact
repetitive activities and st ed
routines, and unusual respons

icantly affecting verbal and nonverbal communication
may be associated with Autism are engagement in
ements, resistance to environmental change or change in daily
y experiences. Essential features are typically but not

necessarily manifested be ge three. Autism may include autism spectrum disorders such as but not
limited to autistic disorder, P ive 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.

“Clinic” means a facility that is devoted to the care of outpatients, in contrast to larger Hospitals, which
also treat inpatients.
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“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 maximums, under the Agreement.

“Craniofacial Anomalies” means a physical disorder identifiable at birth that affects the bony
structures of the face or head, including, but not limited to, cleft palateg€left lip, craniosynostosis,
i alies does not include

“Custodial Care” means care that does not require the contimui ices of skilled medical or allied
health professionals or that is designed primarily to assi ember i

services which can reasonably be provided to a a medically non-licensed individual such as
a parent, spouse or Registered Domestic Partne I other resident of the home, help in walking,

getting in and out of bed, bathing, dressing, use or commode, feeding, preparation of special
diets, and supervision of medications th i

“DSM” The Diagnostic and Statistical Ma ntal Disorders, Fifth Edition (DSM-5) or the

Diagnostic and Statistical Manual al ders, Fourth Edition (DSM-1V). The reference book,
published by the American Psychia lation, is the diagnostic standard for most mental health
professionals in the United S.

“Deductible” The amount th d Member must pay toward the cost of Covered Services

before the plan pays bene

“Dependent” means any Me 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.

“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 Registered
Domestic Partnership or Non-Registered 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
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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
be furnished annually. We will not deny Enrollment of a child because the child was: (a) born out of
wedlock; (b) is not claimed on the parent’s federal tax return; or (c) does not reside with the parent
or within our Service Area.

“Disabled” means when the Dependent is both (1) incapable of self-sustaining employment by reason
of developmental disability or physical handicap and (2) chiefly dependent upon the Subscriber for
support and maintenance. Coverage for any Dependent child of a Subscrilér shall not be terminated by
the child’s attaining the relevant limiting age if the child is and con isabled. Proof of
disability must be furnished within 31 days of reaching a limiti
annually after the first two years of continued coverage.

“Drug Discount” or “Coupon” or “Copay Card” piez
drug manufacturer to discount the Copayment and
Deductible or Out-of-Pocket Maximum.

“Durable Medical Equipment” means equipm
function of which is for treatment of a ieal co
medical condition; (c) which is of no use ce of the medical condition; and (d) which is
appropriate for home use.

“Effective Date”” means the date o nt as stated on the Signature Sheet. The date coverage
is effective for individual I d Dependents is described herein.

“Eligible Employee” means
Plan.

oyee who is eligible for coverage under a group Health Benefit

“Emergency Medical Care’ s 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.

“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
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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 an Emergency Medical Condition.

“Enrollment” or “Enroll” or “Enrolled”” means the completion and signing of the necessary
Enrollment forms, including the Enrollment application, by or on behalf of an eligible person and
acceptance by us. Enrolled members include Subscriber, spouse or Registered Domestic Partner, and/or
Dependents.

“Essential Health Benefits are a set of health care service categories (as defined by the Affordable
Care Act) that must be covered by qualified health plans starting in 2014. Categories include:
Ambulatory patient services, emergency services, hospitalization, maternity and newborn care, Mental
Health Conditions and Substance Use Disorder services, including beh@vioral health treatment,
prescription drugs, rehabilitative and habilitative services and devices, labgsatory services, preventive
and wellness services and chronic disease management, and pediatrig sefvices, including dental and
vision care.

“Expedited Review” means any request for benefits underthe Agreementwhere applying normal
review consideration time periods could: (a) seriously je@pardize,the life’or health of the Member or the
ability of the Member to regain maximum function0r (b) subjectthe" Member to severe pain that cannot
be adequately managed without the care or treatmentithatd$ the basis for the request, in the opinion of a
Physician with knowledge of the Member’s medi¢al condition.

“Experimental” or “Investigational” means servicesywhich a reasonably substantial, qualified,
responsible, relevant segment of the medical*eé@mmunity’does not accept as proven to be safe and
effective in treating a particular ilingss or congditioma@nd in improving the length and quality of life. In
determining whether health care setviées,are EXperimental or Investigational, we will evaluate the
services with regard to the particulafilingss‘amdisease involved and will consider factors such as: the
demonstrated effectiveness@fithe servi€es in improving the length and quality of life; the incidence of
death and complications @ssociategwwith\the services; alternative methods of treatment; whether the
services are provided undegaf"Experimental or Investigational protocol or study; whether the services
are under continued scientific testia@ 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;
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
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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;

b. claims payment, handling or reimbursement for health care services, in which the Enrollee has
not submitted a request for an Internal Appeal, and the complaint is not disputing an Adverse
Benefit Determination; or

C. matters pertaining to the contractual relationship between an Enrollee and an insurer.

“Habilitative Services and Devices” means services and devices that help a person keep, learn, or
improve skills and functioning for daily living (habilitative services). Examples include therapy for a
child who is not walking or talking at the expected age. These services and devices may include physical
and occupational therapy, speech-language pathology and other services and devices for people with
disabilities in a variety of inpatient or outpatient settings. The services must be based on a treatment plan
authorized, as required by us or the Member’s Physician.

Health care services that are not habilitative include, but are not li
recreational care, residential treatment, social services and custodji

to, respite care, day care,

“Health Benefit Plan”” means any Hospital expense, medical expens
policy or certificate, Subscriber contract of a health care sefwice contrac
multiple employer welfare arrangement or by another bemefi

state regulation.

“Home Health Care” means a program of car idedhby a public agency or private organization or a
subdivision of such an agency or organization w iSprimarily engaged in providing Skilled

tients; (b) is licensed according to applicable
laws of the State of Oregon and of the loca h it is located or provides services; and (c) if the

y a public agency or private organization that is primarily
engaged in providing seryvices inally ill persons. The Hospice and its employees must be licensed
in accordance with applic d local laws and certified by Medicare.

“Hospice Care” is care provi 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.

“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.
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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/or the outpatient department of any
Hospital. Except for Emergency Medical Care, Prior Authorization is required for Hospital Services.

“Individual Practice Association” or “IPA” means a Physicians’ group which has contracted with us
as a Participating Provider.

“Initial Enrollment Period”” means the 31 days following the date an individual first becomes eligible
for coverage under this Agreement.

“Internal Appeal” means a review by us of an Adverse Benefit Determination made by us.

“Late Enrollee” means an individual who enrolls in a group Health Bepefit Plan subsequent to the
Initial Enrollment Period during which the individual was eligible fog€overage but declined to enroll.
However, an eligible individual shall not be considered a Late En

e The individual applies for coverage during an open enrollment p

e A court has ordered that coverage be provided for a sp Register omestic Partner or minor
child under a covered Participant’s Health Benefit ndrequestffor enrollment is made within 31
days after issuance of the court order;

e The individual is employed by a Group Suhserib

individual elects a different Health Benefit

Group Subscriber and us;

offers multiple Health Benefit Plans and the
an open enrollment period agreed upon by

e The individual qualifies for Special E der the “Enrollment and Effective Date” section of

this Group Medical and Hospi

“Maximum Allowable Amount (
Covered Medical Services rovided by a Nonparticipating Provider, which may be less
and Supplies. We calculate MAA as the lesser of the amount
r'or the amount determined as set forth below. MAA is not the
vice or Supply; the actual payment will be reduced by applicable

ibles and other applicable amounts set forth in your Copayment and

amount that we pay for a Covered
Coinsurance, Copayments, D
Coinsurance Schedule.

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.
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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 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 facility services, including but not limited to Hospital, Skilled Nursing Facility, and
Outpatient Surgery, is determined by applying 160% of the Medicare allowable amount.

e The MAA for Physician and all other types of services and supplies is the lesser of the billed charge
or 160% of the Medicare allowable amount.

e Inthe event there is no Medicare allowable amount for a billed sef#iCe or supply code, MAA shall
be determined by Health Net as the lessor of: (1) the amount n ith Participating Providers
for similar Covered Services or Supplies provided; (2) the am ulated using databases of
provider charges and allowable payments maintained by entities meludi ut not limited to, Fair
Health and Data iSight; (3) an amount based on the Medicare or Me allowable amount for a
similar Covered Services or Supplies; or (4) 50% o
Covered Services.

e MAA is subject to other limitations on covered Services. See your Copayment and
Coinsurance Schedule, Group Plan Benefit i d any Supplemental Benefit Schedules and
Amending Attachments for specific Deducti limitations, maximums, requirements and
multiple surgery payment policies t i nt that we pay for covered Medical Services

as to which services and proce
apply Medicare claim processin
claim information and ine
included in the submi i
procedure or diagnos
reimbursement policies.

s submitted. We will use these rules to evaluate the
racy and appropriateness of the procedure and diagnosis codes
lying Medicare rules may affect the MAA if it is determined the
re inconsistent with Medicare procedure coding rules or

The Medicare allowable amountis subject to automatic adjustment by the Center for Medicare and
Medicaid Services (CMS), an agency of the federal government which regulates Medicare.
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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............ccccevieiiiiieiieciic i, $128.00
MAA allowable for extended office visit (example only; does not mean

that MAA always equals thiS @mMOUNL).........cccoiiiiiiiiie e $102.40
Your Coinsurance is 30% of MAA: 30% x $102.40 (assumes Deductible

has already been SAtISTIEA) .......c.civiiiieiee s $30.72
You also are responsible for the difference between the billed charge

($128.00) and the MAA amount ($102.40) ......ceiverieiieieiieriee e $25.60
Total amount of $128.00 charge that is your responsibility...........cccccoceveviiiiiniiiie e, $56.32

NOTE: We have the right to adjust, without notice, the MAA. Claims payment will be determined
according to the schedule in effect at the time the charges are incurred. £laims payment will also never

the Customer Contact Center if you wish to confirm the covered r any treatment or
procedure you are considering.

In addition to the above, from time to time, we also contra
arrangements with Providers (“third party networks”). In

Jnparticipating Provider services to a fee
supply provided directly with the

Nonparticipating Provider. In either of t
difference between the MAA and the bille
Deductible, Copayment and/or Coi

In the event that the billed charges edical Services and Supplies received from a
Nonparticipating Provider the MAA, you are responsible for any amounts charged in
excess of the MAA, in additi phicable Deductibles, Copayments or Coinsurance

For more information on
further understand your pote ancial responsibilities for Out-of-Network Services and Supplies,
please log on to www.healthnet.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 XX 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.

“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.
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“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 In accordance 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 responsible for all final
recommendations regarding the necessity or appropriateness of services or the facility where they
will be provided and shall consult as appropriate with medical an ntal health specialists in
making such recommendations.

For these purposes, “generally accepted standards of medical practi ndards that are based
on credible scientific evidence published in peer-reviewed medical lit nerally recognized by the
relevant medical community, Physician Specialty Society r , the views of Physicians
practicing in relevant clinical areas, and any other rel '

he fact that a Provider of services
fact that it may be the only available

ot make the procedure or treatment Medically
arding what is Medically Necessary will
embers” section of this Group Medical and

Determination of Medical Necessity is done on a cdS
has performed or prescribed a procedure or tre
treatment for a particular illness, injury, or sick
Necessary. The determination of the Medi
control, subject only to the provisions in
Hospital Service Agreement.

“Medicare” means The Health Ins ged Act, Title XVIII of the Social Security Act and
all amendments.

“Member” or “Enrollee® mea y'Subscriber or Dependent who satisfies all of the requirements of
this Agreement, who has rolled*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.

“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.
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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 weak or deformed leg, foot, arm,
hand, back or neck, or restricting or eliminating motion in a diseased or injured leg, foot, arm, hand,
back or neck.

“Out-of-Pocket Maximum” The annual Out-of-Pocket Maximum (OOPM) includes the annual
Deductible. After you reach the Out-of-Pocket Maximum in a Calendar Year, we will pay your Covered
Services during the rest of that Calendar Year at 100% of our contract rates for PPO services and at
100% of MAA for out-of-network (OON) services. You are still responsible for OON billed charges that
exceed MAA.

ician,health professional, Hospital, home

health agency, pharmacy, laboratory, or other i f Certified entity or person who has entered into
a contract or other arrangement to provide healt ices to Members of this CommunityCare Plan
with an expectation of receiving paymen ayments and Deductibles and Coinsurance,
directly or indirectly from us and such co er-arrangement is in effect at the time such services

are rendered.

“Peer Review Committee” means a rticipating Physicians designated and appointed by an
IPA and/or our Board of Dir

“Pervasive Developme i eans a neurological condition that includes Asperger’s
syndrome, Autism, devel ay, developmental disability or intellectual disability.

“Physician” means any doct
which medical care is rendered.

sed to practice medicine or osteopathy in Oregon or in the state in

“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.

“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
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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 coverage terminates and services were
obtained after that date; or

c. The Prior Authorization was obtained through misrepresentation.

e We will answer a request for Prior Authorization of non-emerge
days.

services within two working

an arm or a leg.

ital, home health agency, pharmacy,
icensed or certified by the appropriate state
is acting within the scope of his or her

“Provider” means any Physician, health profession
laboratory, or other entity or person who is professi
agency to diagnose or treat a bodily injury or illngss
license to furnish Covered Services and i€esS.

“Rating Period” means the 12-m
Net are in effect, as determined by

for which premium rates established by Health

“Registered Domestic Par
Subscriber, both of who
otherwise capable and at
relationship must be supported by
Department of Human Servi

person who has entered into a civil contract with the

ex and both of whom are at least 18 years of age, who are
whom is a resident of Oregon. A Registered Domestic Partner
ertificate of Registered Domestic Partnership issued by the Oregon

“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.

“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 XVl of the Social
Security Act and regulations but is limited to those facilities with a contract or other arrangement with
us.
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“Skilled Nursing Service” has the same meaning as Extended Care Service in Title XVII1I 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 XV1II 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 to:

e Ensure that, within reasonable medical probability, no material deterioration of an emergency
medical condition is likely to occur during or to result from the transfer of the patient from a facility;
and

e With respect to a pregnant women who is in active labor, to perfo the delivery, including the
delivery of the placenta.

“Subscriber” means a Participant who meets all applicable requirements of this’Agreement, who has
Enrolled hereunder by submitting an enrollment application,which haseeng@pproved by us, and for
whom the monthly premium has been received by us in accorélance with the terms hereof. One person
from each family unit Enrolled as a Member hereunderfwho,signs, andé@xecutes the necessary enrollment
application form shall be considered the Subscribeginder this Agreéément and shall exercise all rights,
privileges, and responsibilities of a Subscriber with respgét'to us.

“Subscriber Group” means the entity, such as an‘@mployer, trust or association, sponsoring the health
and welfare plan pursuant to which the berefits ofithisSyAgreement are made available to Participants. A
Subscriber Group is limited to an entity that, wauld\under Oregon law, be eligible for a group medical
policy or contract. In order to qualify as a Suliscriber’Group, an entity must meet our current
underwriting standards for the product'Seught.

“Substance Use Disorder”_means thedddictive relationship with any drug or alcohol characterized by
either a physical or psychalogical relationship, or both, that interferes on a recurring basis with the
individual’s social, psychelogigal ofphysical adjustment to common problems. For purposes of this
Agreement, Substance Use Disorderincludes addiction to or dependency on tobacco and tobacco
products, but does not includefaadiction 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.

“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.
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“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 the State of Oregon or any other
taxing authority imposes upon us any new or additional tax or license fee which is levied upon or
measured by premium, by our gross receipts, or by any portion of either, then we may amend this
Agreement to increase the premium by an amount sufficient to covgpall such taxes or license fees
rounded to the nearest cent, effective as of the date stated in a ngtiCe sent to Subscriber Group. The
effective date of such a premium increase shall not be earlier than thedate of the imposition of such
tax or license fee increase. We shall also have the right to changethe premitim as of any date as
permitted or mandated by law or regulation.

e Premiums are due on the first day of each month. Eaelymonthly prefium shall be calculated on the
basis of our records reflecting the number of Subseribersiand‘®ependents in each coverage
classification, as set forth on the Signature Sheetyat the'time of Calculation and at the premium rate
then in effect. Subscriber Group shall submitite us;@n behalf of each Subscriber and Enrolled
Dependents, the entire amount due, on or beforeihe figst day of the month for which coverage is
provided. If a payment is rejected by he,finan€ialhstitution on which it is drawn, premium is not
considered paid until the payment, or amaltésaate payment, is honored by the issuing financial
institution. We may charge a fegifor any payment that is returned as unfunded. Subscriber Group
assumes responsibility for colle¢tion®@fithe contributory portion of the premium, if any, from each
Subscriber.

e Only Members for whiom the prentium is actually received shall be entitled to benefits, and then only
for the period to whiclysueh'premium is applicable.

e The total amount paid moathlyftinder 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.

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
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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.

Eligibility
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 Dependent who is Enrolled as a Member
will continue as an eligible Dependent through the last day of the month in which such Dependent
ceases to meet the requirements of a Dependent. Dependent coverage will terminate when a Member
ceases to be an eligible Dependent. Eligibility is not based on any health status related factors.

e |f the Subscriber Enrolled under this Agreement is under the age of 49 and has been Enrolled by the
parent or legal guardian, the parent or legal guardian signing for gdverage on behalf of the underage
Subscriber agrees to be responsible for the administrative and gremiuayrequirements of the coverage
where the Subscriber cannot do so because he or she is not of legal@ge. Dependents of the
Subscriber cannot be Enrolled and cannot be Members under this Agkeemient. No benefits shall be
payable on behalf of Dependents.

Subscriber Group’s eligibility criteria must be provide@d onthe Greup#Application which is a part of this
Agreement. If the criteria on an approved Group AQplicatign confliet with any eligibility criteria
elsewhere in this Agreement, then the criteria oghthe application shall prevail.

During the term of this Agreement, Subscriber Group,shalhimake no change in its eligibility standards
for purposes of this Agreement unless su€hnehangeiis agkeed to by us.

Any ineligible person Enrolled under this Agreemenbwill not be entitled to benefits hereunder. We will
refund to the Subscriber Group anytpremium paid for the ineligible person in excess of any benefits paid
for the time the person was ineligibleyor forthe,last six months prior to discovery of the ineligibility,
whichever is shorter (the “reftind pertod”). We shall also be entitled to repayment from the ineligible
person for the cost of benéfits prowided'during the refund period in excess of the premium received by
us for the ineligible persomyfefthat 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 perteéd’in excess of the premium received by us for the ineligible person
during that period.

Enrollment and Effective Date

e 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.
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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 premium is required, coverage shall not
take effect unless application and premium required are received within 30 days after birth or
placement. Additional premium is required if Enrollment of the additional Dependent places the
family in a higher premium bracket.

After the first 31 days, a newborn child must meet the definition of Dependent in the “Definitions”
section of this Group Medical and Hospital Service Agreement in order to continue coverage under
the plan.

Other Newly Eligible Dependents. A Subscriber may Enroll a péwly eligible Dependent by
submitting a completed application form within 31 days of attaifing eligibility. Enrollment is
effective the first day of the following month or as specified on thedSroup Application.

Special Enrollment.

a. Loss of Other Coverage. A Participant and/or Dependents whogpreviously declined coverage
under this Agreement because of coverage under another Health Benefit Plan can Enroll in this
Agreement by submitting a completed applicationgdorm within 60 days of loss of such other
coverage because of legal separation, diss@lution of a registered domestic partnership, divorce,
death, termination of employment, reductiendin houss of employment, a Dependent Child ceasing
to be a Dependent Child, Medicaid¥lan or'€hildsen’s Health Insurance Plan (CHIP). If loss of
coverage is due to discontinuation afempleyer contributions or exhaustion of COBRA
continuation under such oth@ggroup cawerage a completed application form must be submitted
within 30 days of loss. Enrollmentiis,effective the first day of the following month.

b. Newly Acquired Dgpenglents.\A'Participant and/or newly acquired Dependents can Enroll in this
Agreement by submittinggscompleted application form within 30 days of marriage, registered
domestic partnershiggbirth, adoption or placement for adoption or placement in foster care. In
the case of marriage or_registered domestic partnership, Enrollment is effective the first day of
the following month. [n"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.

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.

HNOR CC3T SGrp Contract 1/2020 72 (1/1/20)



Group Medical and Hospital Service Agreement

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 enrollment. Any person who is denied
coverage as a late enrollee may enroll for coverage during the Subscriber Group's next Open
Enrollment period for coverage to begin at the following anniversary date, or during a Special
Enrollment period.

b. Late enrollees do not include those who experience a qualifying event, and are eligible for
enrollment during a Special Enrollment period.

c. Employee eligibility wait periods established by the Subscriber Group may apply.

If a Member is confined as an inpatient in a Hospital on the Effective Date of this Agreement, and prior
coverage terminating immediately before the Effective Date of this Agrgement furnishes benefits for the
hospitalization after the termination of prior coverage, then services afd benefits will not be covered
under this Agreement for that Member until the Member is dischagg€ed from’the Hospital or benefits
under the prior coverage are exhausted, whichever is earlier.

Subscriber Group shall notify us no later than the next billiag cycle of anjaehanges which may affect
Member eligibility.

Subscriber Group shall require each Member to discl@Se to s at thedime of Enroliment, at the time of
receipt of Covered Services and Supplies, and from<ime t@'time as requested by us, the existence of any
other group insurance coverage the Member mayshave;ithe identity of the carrier, and the group through
whom the coverage is provided.

We shall have the right, at reasonable tirmes;te,examinetthe records of the Subscriber Group and
Subscriber Group’s subcontractors, includingypayralbrecords, with respect to eligibility and monthly
premiums under this Agreement. Subsesiber Group shall have the right, at reasonable times, to examine
our records pertaining to SubscriberfGroup™ith respect only to Enrollment, eligibility and receipt of
monthly premiums under thissAgreement.

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.

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;
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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 .3 below, in a specified Service Area;

3. May not cancel coverage for 90 days after the date of the notice required under section d.1
above if coverage is discontinued in a specified Service Area because of an inability to reach
an agreement with Providers to provide services under the plans within the Service Area; and

4. Must discontinue offering or renewing, or offering and renewing, all Health Benefit Plans
issued by us in the Small Employer market, in this state, or in the specified Service Area.

e. When we discontinue offering and renewing a Small Employer Health Benefit Plan in a specified
service area within this state because of an inability to reach an agreement with Providers to
provide services under the plan within the Service Area. In order to discontinue a plan under this
paragraph, we:

1. Must give notice of the decision to the director and to all S
plan;

criber Groups covered by the

2. May not cancel coverage under the plan for 90 days aft
under section e.1 above; and

e notice required

3. Must offer in writing to each Subscriber Group
Employer Health Benefit Plans that we offe
plans at least 90 days prior to discontin

red by the'plan, all other Small
cifi ervice Area. We shall offer the

f.  When we discontinue offering or renewi ffering and renewing, a Health Benefit Plan for

all Small Employers in this state or in a ified'Service area within this state, other than a plan
edical and Hospital Service Agreement,
inued, we must:

1. Offer in writing to eac er Subscriber Group covered by the plan, all Health
Benefit Plans that we o ecified Service Area.

S prior to discontinuation.

to the claims experience of the affected Subscriber Groups or

the health statu rent or prospective Enrollee.

g. When the director ord 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.

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.
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j. A Non-Registered Domestic Partner losing group coverage under this Agreement because of
termination of the Domestic Partnership is not entitled to provisions of the “Federal Continuation
of Coverage” section, or to the provisions of the “Oregon State Continuation of Coverage”
section.

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 this Group Medical and Hospital
Service Agreement to the contrary, we may rescind an Agreement for fraud or intentional
misrepresentation of material fact by a Subscriber Group and the coverage of a Member may be
rescinded for fraud or intentional misrepresentation of material fact by the Member.

e In the event of termination of this Agreement on one of the gro
termination will be effective as to the Subscriber Group and a ers and Enrolled Dependents
irrespective of whether monthly premiums have been received
date. However, in no event will this Agreement contin ay of the month for which

on date. If the Agreement is to
provide a written notice to the
be paid (no less than 10 days from the date
ay charge a fee to reinstate the Agreement

terminate due to the required premium not paid
Policyholder, specifying the last date the premi
of the notice) in order to reinstate the Agree
after termination.

e Subject to continued payment of mon
Hospital on the day this Agree and immediately replaced by a group contract with
another company, we will cont nd pay toward covered expenses incurred during the
balance of that hospitalization. expenses must be incurred for the same sickness, injury
or pregnancy that was nt before this Agreement terminated. Eligibility for benefits will
end upon discharge fram t
happens first. In no ot

incurred by a person who

will we pay for the benefits of this Agreement toward expenses
en 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

HNOR CC3T SGrp Contract 1/2020 75 (1/1/20)



Group Medical and Hospital Service Agreement

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.

o 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 terminaté’in the event that the Subscriber
leaves employment with the Subscriber Group or otherwise bec@mes inpeligible, unless the
Subscriber or any Dependent continues or converts his or her membership in accordance with the
“Federal Continuation of Coverage,” and “Oregon State Continuatien of @overage” sections of this
Group Medical and Hospital Service Agreement. If a Sdbscriber doesmot work for 120 consecutive
working days, the Subscriber will be deemed to havegdeft employment with the Subscriber Group.

e Except as expressly provided in this section, all#ights t@ benefitgs’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 terminateé,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 Agreement 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 coverage retroactive to the date of the
Member’s qualifying event under COBRA. In any event, we willl provide COBRA continuation
coverage only for the minimum period required to enable SubScribgs Group to meet its
obligations under COBRA and, for purposes of this sectionysuchfperiodawill always begin on the
date of the Member’s qualifying event. If we, in the exercise Of keason@ble judgment, determine
that Subscriber Group willfully failed to give timely@motice to a Member of any required COBRA
continuation rights, we may refuse to provide COBRAontinuation coverage to the Member.

e. The cost of COBRA continuation coverage Ml be 102 pereént of the applicable group rate
(including any portion previously paid by Suliscrilder Group), except where COBRA
continuation coverage has been extended due totdisability in which case the cost will be 150
percent of the applicable group rate for the,pekiod @fextension.

f. The provisions of this section willterminateyf this Agreement terminates. Subscriber Group’s
violation of its obligations under this'§ectiofishall constitute grounds for termination of this
Agreement.

g. Per federal regulations, a Registeéred Domestic Partner and the Registered Domestic Partner’s
covered children 1@8thg‘group €overage under this Agreement are not entitled to Federal
Continuation of Goverage:

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.

¢ 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
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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 registered domestic
partnership, or divorce.

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 Registered 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 registered domestic parnership, divorce or death. The
Subscriber Group must send the application to us along with its regular monthly billing. The
billing should note the individuals who are continuing group

Group each month in advance. The Subscriber Group
along with its regular monthly premium. We will ac

the following occurs:

a. Nine months expire from the time r group coverage normally would have ended;

b. We fail to receive full pre
payment;

c. The Member bec
Medicare;

ember with the Subscriber Group’s regular monthly

s InsuredWnder any other group health plan or becomes eligible for

d. We received 30-day writte
terminate group cover

otice through the Subscriber Group that the Member wishes to

e. This Agreement is terminated by either the Subscriber Group or us.

e A Subscriber who has terminated 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.
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e A Member age 55 or older who would otherwise lose coverage due to the death of a Subscriber
dissolution of a registered 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 registered 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;

. The termination of this Agreement;

b
c. The date on which the Member becomes covered under another group health plan;
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 ReemploymentdRights Act of 1994
(USERRA), when your coverage under this Agreement endSjbecause yousgnter into active service in the
United States Armed Forces, you may again be coveredgifi

e You return to active full-time employment with@your SubscribegGroup; and
e You make a written request for reinstatemefitito uswith:
a. 90 days of your discharge from active services; or
b. One year following hospitalizationhieh,cantinties after your discharge from active service.

The coverage provided will be the §ame, coverage provided by your Subscriber Group to other
employees and Dependents at the time of:application. Your coverage will start on the date we receive
your request for reinstatementslf youthad completed all or part of an exclusionary or waiting period
under this Agreement befgre your entriyainto active military service, you will not be required to complete
that period a second time\

Each of your Dependents wha,werg'covered under this Agreement immediately prior to your entry into
active military service will alsobe reinstated for coverage on the date your coverage begins again, if
otherwise eligible. Eligible Dependents born during the period of active military duty will have the same
rights as other Dependents under this Agreement.
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Small Employer Coverage

e We may provide different Health Benefit Plans to different categories of employees of a Small
Employer when the employer has chosen to establish different categories of employees in a manner
that does not relate to the actual or 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.

o 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 contributi@n requirements shall be applied
uniformly among all Small Employer groups with the same numberof Eligtble Employees applying for
coverage or receiving coverage from us. In determining minimum patti€tpatioafrequirements, we shall
count only those employees who are not covered by an existing group Health'Benefit Plan, Medicaid,
Medicare, TRICARE, Indian Health Service or a publicly sp@rsored or subsidized health plan,
including, but not limited to, the Oregon Health Plan.

Continuation of group coverage is available to SmalbEmployer groups with less than 20 employees. See
the “Oregon State Continuation of Coverage” sgétion‘@fdhe Group Medical and Hospital Service
Agreement. Continuation of group coverage is avatlablet®,Subscriber Groups not required to offer
continuation under the Consolidated Ompibus BudgetiReconciliation Act of 1985 (“COBRA”) under the
“Federal Continuation of Coverage” sectian, 0fithe Group Medical and Hospital Service Agreement.

Participating Providers

e If a Member receives gare from a Renparticipating Physician or other nonparticipating health care
Provider, except as stated umderiGeneral 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 Namparticipating Provider to obtain the Prior Authorization shall in no way
relieve the Member of the financial responsibility for services received from that Provider. If you
receive care for covered Medical Services and supplies from a participating 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. Members should consult our Participating
Provider Directory for this CommunityCare Plan for a list of Participating Providers, including
Women’s Health Care Providers, authorized to act as Primary Care Providers. This selection must be
identified on the Enrollment application at the time of Enrollment. 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 which all covered specialist Physician and associated Hospital
services are received, except when a Referral is made for services outside the medical group or for
Emergency Medical Care. No benefits are provided to a Member prior to his or her selection of a
Primary Care Provider, except for Emergency Medical Care.
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A Member may change his or her Primary Care Provider by calling our Member Service
Department. A Member’s Primary Care Provider may be changed at the Member’s request no more
than four times in any Calendar Year.

A Referral is required for services 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.

Upon Enroliment, 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 reas le time after the Member’s
Effective Date of coverage. In addition, it is the Member’s res ity to present the card to each
health care Provider at the
time of service.

h any Prior Authorization and
e made by another plan or a third
er Directory for a list of Participating

iderspauthorized to act as Primary Care Providers.

Referral requirements, even when a Member e
party. Members should consult our Participati
Providers, including Women’s Health Care

Medical Services from Participating Providers and “E!
9 U

For personal reasons, a Member ma a procedure or treatment recommended by the
attending Physician.

The relationship between us a iCi Providers is that of independent contractors.
Participating Providers are inde [
make their own medic isions
Members. Participati i
retrospective review
procedures.

ee to methods and rates of payment from us, concurrent and
| Services provided to Members, and our medical management

The fact that Members and Participating Providers each have contractual relationships with us does
not prevent a Member from obtaining or a Participating Provider from providing services that are not
covered by us. We have no direct control over the examination, diagnosis or treatment of a Member.
We do perform medical management, including, but not limited to, case review for purposes of
determining coverage, consultation with Providers regarding Prior Authorization and Referrals, and
concurrent and retrospective review of Medical Services provided to Members. The purpose of our
medical management procedures is to encourage the lowest cost method 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 procedures are not intended to ration care or limit
care to methods not appropriate to treat a Member’s condition. These procedures are not intended to
create a Physician/patient relationship or to replace the relationship between a Member and his or
her Physician. A Member is always entitled to obtain, at his or her own expense, services not
covered under the terms of this Agreement.
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We shall use ordinary care in the exercise of our power and in the performance of our obligations
under this Agreement.

A Nonparticipating Provider must 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 impdet, such as formulary changes,
or to a decrease or increase required by state or federal law. Upaf'termipation of this Agreement or a
Member’s coverage under this Agreement, a Member’s right togontintied benefits consists solely of
those benefits expressly set forth in “Federal Continuation of Coverage,” 20regon State
Continuation of Coverage,” sections of this Group Medigal and Hospital’'Service Agreement.

Members are entitled to receive benefits subjectdonithe exclusions and limitations as stated in
any provision of this Agreement.

Benefits are available only for services that.aredMeédically Necessary except for services
covered as preventive care as outlined in theiPreventive Care” portion of the Group Plan
Benefits section.

Level one benefits, as shown on your‘@opayment and Coinsurance Schedule, are available only
for services provided by or agranged threugh™Primary Care Providers except for annual
gynecological examinations, maternttypeare, thammography screening, Emergency Medical Care or
services provided by Referral. A'Wlember shall contact his or her Primary Care Provider directly.

Unauthorized Benefits. MembersWwho are treated by a Provider without a Prior Authorization, if
required pursuant to thegPrior Authorization” portion of the Group Plan Benefits section, will have
any and all such claims depied 49y us.

All benefits, exclusions and limitations set forth in the attached Copayment and Coinsurance
Schedules, or any Supplemental Benefit Schedules are incorporated herein by this reference.

To the extent that a natural disaster, war, riot, civil insurrection, epidemic, or any other
emergency or similar event not within our control results in our facilities, personnel, or financial
resources being unavailable to provide or arrange for the provision of a basic or supplemental health
service in accordance with the requirements of this Agreement, 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 section, an event is not within our control if we cannot exercise
influence or dominion over its occurrence.

Nonparticipating Provider Claims. Written notice of claim for Nonparticipating Provider benefits
must be given to us within 90 days after the date of treatment or as soon as reasonably possible, but
in no event later than one year from the date of treatment unless the Member is legally incapacitated
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throughout that year. If a Member is hospitalized at a Hospital that is a Nonparticipating Provider,
the Member shall or shall cause the Hospital or the Subscriber to notify us by telephone of the
hospitalization on the first business day after the admission or as soon as reasonably possible. In the
event that a Member is unable to 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

Written notice of claims for Mental Health Conditions and Substanée Use Disorder should be
addressed to:

MHN Claims
P.O. Box 14621
Lexington, KY 40512-4621

Filing a Grievance or Appeal. Any Grievancewer Agpeal brought to recover on this Agreement
shall be limited to the Grievance and Appeal procedure*nder the “Rights of Members” section of
this Group Medical and Hospital Servage"Agreement— Rights of Members. No Grievance or Appeal,
including, but not limited, to inquiries regarding@enial of claims for payments or for services, may
be brought more than 180 days\fromthe dateyof the Adverse Benefit Determination to file a
Grievance requesting reconsideration@fthe-decision, unless the complainant is legally incapacitated
throughout that year inihieh casethe Grievance or Appeal must be brought as soon as reasonably
possible.

Calendar Year. Any benefit limitation or other dollar amount that is calculated on an annual basis
hereunder shall be calculatedgon the basis of a Calendar Year.

Rights of Members

Confidentiality of Medical Records. We shall have access to information from medical records of
Members and information received by Physicians in the course of the Physician/patient relationship
and the right to use such information as is reasonably necessary in connection with our
administration of this Agreement, for records review incident to any peer review, quality assurance
program or Utilization Review program. All provisions of law or professional ethics forbidding,
restricting or treating as privileged or confidential such information are waived by or on behalf of
each Member hereunder by acceptance of the benefits of this Agreement, and Members shall sign
any specific releases necessary to effect this provision. Except as provided above, all such
information shall be confidential and shall not be disclosed except as allowed by federal and state
law.
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e Your right to information about Health Net. The following information about Health Net is
available upon request: An annual summary of grievances and appeals, an annual summary of
utilization review policies, an 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.

e 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.

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. Sttbscriber Group must conform to
underwriting requirements on the Group Effective Date hereof aid 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 ‘“@Brievances and Appeals”
section of this Group Medical and Hospital Service Agreement if dissatisfied with an Adverse
Benefit Determination and may then submit an unreSolued €laim tearbitration under the
“Grievances and Appeals” section of this Group@Medical and Hespital Service Agreement. An
Enrollee may receive, free of charge, reasonable‘@ecess to documents used in the Adverse Benefit
Determination.

e Upon the request, we will provide thegiollowing:

a. Reasonable access to and copies of'all deeuments, records and other information relevant to a
claim or request for coveragéste.a Member or the Member’s authorized representative.

b. Information, free of charge, Gh the'pragesses, strategies, evidentiary standards and other factors
used to make Medigal"Necessity determinations of Mental Health Conditions or Substance Use
Disorder benefits;

c. Compliance with these disclosure requirements is not determinative of compliance with any
other provisions of applieable federal or state law.

Grievances and Appeals

A Member is always encouraged to promptly contact our Customer Contact Center at the phone number
listed at the back of this Agreement whenever there is a question, inquiry or a complaint about
availability, or delivery, or quality of health care services under this Agreement or any other act by us.
Our Customer Contact Center can also offer assistance in filing a Grievance when you have a complaint
and ask for help to put it in writing. If the problem relates to an Adverse Benefit Determination, please
consider the Internal Appeal process outlined below.

a. Internal Appeal. A Member 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
Appeals and Grievances department all information in support of the claim, including additional
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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 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 treatmént is:_ (i) Medically Necessary; (ii)
Experimental or Investigational; and (iii) subject to the provisi@ns deséribed in the “Continuity of
Care” section of this Group Medical and Hospital Service Agreement; or (i) delivered in an
appropriate health care setting and with the appropriate level of cares(\j)fwhether an exception to the
health benefit plan’s prescription drug formulary should'ge granted. A"Member can apply in writing
for External Review of an Adverse Benefit Determination byaus ne'fater than the 180th day after
receipt of our final written decision following QuF internal review through our Grievances and
Appeals process. We will notify the Oregon Divisiend@f Financial Regulation (DFR) of your request
for an External Review no later than the secanghbusiness day after receipt of the request. A Member
is eligible for External Review (i) once we reGeivéa signed waiver granting the IRO access to the
Member’s medical records; and (ii) the-Member hasiexhausted the Internal Appeals process shown
above. Health Net Health Plan of Oregomwilif¥pay the cost for External Review. We may waive the
requirement of compliance witl the,InternalpAppeals process and have a dispute referred directly to
External Review upon the MemBer’s gonsent, including when a Member simultaneously requests
expedited internal and expedited External Reviews. The Member who applies for External Review
of an Adverse Benefig#Determinatign must provide complete and accurate information to the IRO in
a timely manner. A Membérmayisubmit additional information to the IRO no later than 5 business
days after receipt of notice of thé’appointment of the IRO or 24 hours in the case of an expedited
review. The IRO will maKeditsteview and report its decision within 30 days (72 hours for expedited
reviews). We hereby state that we will abide by the decisions rendered by the IRO, including
decisions which may conflict with our definition of Medically Necessary. If we fail to comply
with the decision of the IRO, the Member has a right to bring a lawsuit against us. If the
Member is a participant in an ERISA-qualified plan, the Member also has the alternate right to seek
legal redress under Section 502(a) of ERISA, Civil Enforcement.

c. Expedited External Review. We will expedite the External Review if the Adverse Benefit
Determination, that qualifies for expedited review, concerns an admission, the availability of care, a
continued stay or a health care service for a medical condition for which the Enrollee received
Emergency Medical Care and has not been discharged from a health care facility, or if a provider
with an established clinical relationship to the Enrollee certifies in writing and provides supporting
documentation that the ordinary time period for External Review would seriously jeopardize the life
or health of the Enrollee or the Enrollee’s ability to regain maximum function.
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Appeal of Utilization Review Determination.

a. When a Member or a Provider first appeal a decision to deny Prior Authorization or benefits for
services as not Medically Necessary 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.

An otherwise applicable standard for timeliness outlined in this se
Hospital Service Agreement does not apply when:
a. The period of time is too long to accommodate the clinica

n of this Group Medical and

of the situation;

b. The Member (or the Provider in the case of an Appeal) does n ly cooperate;

c. Circumstances beyond the control of a party preven

report our decision and rationale within
to provide sufficient information to dete
payable under the plan or health i

Contact the Oregon Division o ClahR
Salem, OR 97309- 0405 by phone at 1-503-947-7984 or toll free at 1-888-877-4894,

.gov or online at

A Subscriber Group or Membef'aggrieved by any action by us, including an Adverse Benefit
Determination, must first exhaust the Grievance procedure as set forth in the “Grievances and
Appeals” section of this Group Medical and Hospital Service Agreement. Arbitration is not required
in Oregon, but when the Grievance procedure is exhausted, an aggrieved Subscriber Group or
Member may submit his or her claim to binding arbitration. The arbitration shall be conducted in
accordance with the Commercial Rules of the American Arbitration Association in effect at the time
the arbitration is commenced, before an arbitrator(s) selected by mutual agreement of the Subscriber
Group or Member and us or, failing agreement, the American Arbitration Association. Information
regarding the arbitration rules is available from our Customer Contact Center. Arbitration
proceedings shall be governed by Oregon law, unless Oregon law conflicts with Federal Code, and
shall be held in the Member's county of residence in Oregon or another county in Oregon if agreed
upon between the Member and us. Unless there is a mutual agreement between the Subscriber or
Member and us to use the arbitration process, the decision resulting from the arbitration will only be
binding on the party that demanded arbitration.
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e Any legal action arising out of this Agreement must be filed in the state of Oregon.

e We will furnish to the Subscriber Group for delivery to each Eligible Employee or Member of the
Subscriber Group a copy of this Agreement outlining the essential features of the coverage of the
Eligible Employee or Member, 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.

Coordination of Benefits

e This Coordination of Benefits provision applies when a covered Participant or a covered Dependent
has health care coverage under more than one plan.

e The order of benefit determination rules govern the order in whigh'each plan will pay a claim for
benefits. The plan that pays first is called the Primary Plan. Th@ primafy plan must pay benefits in
accordance with its policy terms without regard to the possibilitysth@t anoth@r plan may cover some
expenses. The plan that pays after the primary plan is the secondary®plaa®”The secondary plan may
reduce the benefits it pays so that payments from all plansydo not exceed 100% of the total allowable
expense.

e “Plan” means any of the following which provide benefits or services for, hospital-medical-
surgical-dental care or treatment or other caféidesceibed in separate policy endorsements to this
benefit policy. If separate contracts are used 1@ Providecoordinated coverage for members of a
group, the separate contracts are considered pakt ofithe Same plan and there is no coordination
among those separate contracts.

a. Plan includes: group and in@liwidual inSlkance contracts, health maintenance organization (HMO)
contracts, closed panel planser othémforms of group or group-type coverage (whether insured or
uninsured); medical cake companents of group long-term care contracts, such as skilled nursing
care; and Medicarg or any otheffederal governmental plan, as permitted by law and group and
individual insurange centracts and subscriber contracts that pay or reimburse for the cost of
dental care.

b. Plan does not include: hospital indemnity coverage or other fixed indemnity coverage; accident
only coverage; specified disease or specified accident coverage; school accident type coverage;
benefits for non-medical components of group long-term care policies; Medicare supplement
policies; Medicaid policies; or coverage under other federal governmental plans, unless
permitted by law.

e Each contract or other arrangement for coverage described above is a separate plan. Also, if an
arrangement has two or more parts and the Coordination of Benefits provision applies to only one of
the two, each of the parts is a separate plan.
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e “This plan” means, in a Coordination of Benefits provision, the part of this Agreement that provides
benefits for health care expenses 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.

e 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.

e 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.

, Coinsurance and
person. When a plan provides

e “Allowable expense” is a health care expense, including Deductib
Copayments, that is covered at least in part by any plan coverin

expenses.

t compute their benefit payments on the basis of
schedule reimbursement methodology or other similar
in excess of the highest reimbursement amount for a

e expense.

b. If a person is covered by two or mo
usual and customary fees o i
reimbursement methodolog
specific benefit is allo

c. If aperson is covered ore plans that provide benefits or services on the basis of
negotiated fees, an unt iprexcess of the highest of the negotiated fees is not an allowable
expense.

d. If aperson is covered by one plan that calculates its benefits or services on the basis of usual and
customary fees or relative value schedule reimbursement methodology or other similar
reimbursement methodology and another plan that provides its benefits or services on the basis
of negotiated fees, the primary plan’s payment arrangement shall be the allowable expense for all
plans. However, if the Provider has contracted with the secondary plan to provide the benefit or
service for a specific negotiated fee or payment amount that is different than the primary plan’s
payment arrangement and if the Provider’s contract permits, the negotiated fee or payment shall
be the allowable expense used by the secondary plan to determine its benefits.

e. The amount of any benefit reduction by the primary plan because a covered person has failed to
comply with the plan provisions is not an allowable expense. Types of plan provisions include
but are not limited to second surgical options, Prior Authorization of admissions, and preferred
provider arrangements.
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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.

e 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.

in a coordination of benefits
provision of both plans

Except as provided in the paragraph below, a plan that does not co

of a basic package of benefits and provides that this su
other parts of the plan provided by the contract holde these situations are major

surgical benefits, and insurance

is plan and another plan, this plan is a
fter those of the other plan unless: (1) the

benefits using the first of the following rules which applies:

. The benefits of the plan, which covers the person as other than a
Dependent, for an employee, Member, Subscriber or retiree. The benefits of the
plan which covers rson as a Dependent is the secondary plan. However, if the person is
a Medicare beneficiary and, as a result of federal law, Medicare is secondary to the plan
covering the person as a Dependent; and primary to the plan covering the person as other
than a Dependent (e.g. a retired employee); then the order of benefits between the two plans
is reversed so that the plan covering the person as an employee, Member, Subscriber or
retiree is the secondary plan and the other plan is the primary plan.

2. Dependent Child/covered under more than one plan. Unless there is a court decree stating
otherwise, when a Dependent child is covered by more than one plan the order of benefits is
determined as follows:

A. For a Dependent child whose parents are in a registered domestic partnership or married
or are living together, whether or not they have ever been in a registered domestic
partnership or married:
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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 registered domestic partnership or married:

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;

the Dependent child’s health
s of section b.2.A above of this

ii. Ifacourt decree states both parents are responsible
care expenses or health care coverage, the provisi
Section shall determine the order of benefits;

iii. If a court decree states that the parents have joint ¢ hout specifying that one
parent has responsibility for the health expenses alth care coverage of the
Dependent child, the provisions of sgeiion 12 A of this Section shall determine the
order of benefits; or

iv. If there is no court decree allgcat
care expenses or health care

follows:

onsibility for the Dependent child’s health
he order of benefits for the child are as

1. the plan of the par
2. the plan of t

C. For a Depende 1ld covered under more than one plan of individuals who are not the
parents of the child, the provisions of section b.2.A. or section b.2.B. of this Section shall
determine the order of benefits as if those individuals were the parents of the child.

D. For a Dependent child who has coverage under either or both parents’ plans and also has
coverage as a Dependent under a Registered Domestic Partner or spouse’s plan, the rule
in “Longer/Shorter Length of Coverage section below applies.

E. In the event the Dependent child’s coverage under the Registered Domestic Partner or
spouse’s plan began on the same date as the Dependent child’s coverage under either or
both parents’ plans, the order of benefits 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 Registered Domestic Partner.
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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.

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.

les determines the order of
benefits, the benefits of the plan, which covered the em er, or Subscriber

time.
6. If the preceding rules do not determine th

shared equally between the plans meeti iti “Plan” above in this section. In
addition, this plan will not pay more tha d have paid had it been the primary plan.

e This section applies when in accordance wit of benefit determination rules stated in the
“Order of Benefit Determination Rulgs” is plan is a secondary plan to one or more
other plans. In that event, the benefit may be reduced under this section. Such other plan
or plans are referred to as “the Q i ion a. below.

a. The benefits of this plan wi that the total benefits paid or provided by all plans
during a plan year ar 2 ghan the total allowable expenses. In determining the amount to

be paid for any claim, the secofidary plan will calculate the benefits it would have paid in the
absence of other age and apply that calculated amount to an allowable expenses
under its plan that 1 the primary plan. The secondary plan may then reduce its
payment by the amou at, when combined with the amount paid by the primary plan, the
total benefits paid or provided by all plans for the claim do not exceed the total allowable
expense for that claim. In addition, the secondary plan shall credit to its plan Deductible any
amounts it would have credited to its Deductible in the absence of other health care coverage.

b. If a covered person is enrolled in two or more closed panel plans and if, for any reason, including
the provision of service 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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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.

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 €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.

In certain situations, this Agreement is secondasy to'Wedicare. This means that when a Member is
enrolled in Medicare and this Agreement at the Saime time, Medicare pays benefits for Covered
Services first and we pay second, in accordancewwitivfederal law.

All benefits provided under thisgAgreement,shaltbe reduced by any amounts to which a Member is
entitled based on his or her enrgllmeAunderithe program commonly referred to as Medicare when
federal law permits Medicare to paygoeforea group health plan.

In the event any Medical amEospital 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. 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.

In some cases, the Subscriber or covered Dependents 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:
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. We will pay our share of the expenses of obtaining a recovery,

If we have provided any benefits, we shall be entitled to recover the amount paid from the
proceeds of any settlement or recovery the Subscriber or a covered Dependent receives from the
third party. If the Subscriber or a covered Dependent continues to receive medical treatment for
the illness or injury after obtaining the settlement or recovery, we will not provide benefits for
that continuing treatment unless the Subscriber or covered Dependent can prove that the total
cost of treatment including the cost of obtaining the settlement or recovery is more than the
amount the Subscriber or covered Dependent has recovered or expects to recover.

The Subscriber or Enrolled Dependent must hold the rights of recovery in trust for us, up to the
amount of benefits already provided.

We may require Subscriber or Enrolled Dependent to sign and deliver all legal papers necessary
to secure our rights and the rights of the Subscriber or Enrolled Dependent. If requested, the
Subscriber or covered Dependent must sign an agreement to hold the proceeds of any recovery in
trust for us before any payment for benefits is provided.

ch as attorney fees and court

costs, out of any part of that recovery which is reimbursed to

In the event our interests are not protected by judgment or t entered into by the insured
and a liable third party, we retain the right to deduct the amo
payment from future benefits that would have been@therwise p
overpayment/wrongful payment is recovered.

If we pay benefits before
made out of any subsequen
applicable, we may r s already paid directly from the motor vehicle insurer or out
of any settlement hich the Member obtains by exercising his/her rights against a
third party.

Before we will pay benefits#(1) the Member must give us information about any motor vehicle
insurance payments ay 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 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

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.

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 omissi@ns of the Subscriber Group, any
of its directors, officers, or employees or any Members Enrolled ghder 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, ‘@kdraudulet act on the part of us or
any of our directors, officers, employees, or parent, subsidiary, or Otherwise affiliated entities.

We shall use ordinary care in the exercise of our power anghin the performance of our obligations
under this Agreement.

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 ofitheywillel 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, jy@igments, c@sts, penalties and expenses result from the misconduct or
dishonest, fraudulent, reckless, Regligenter tnlawful acts or omissions of the Subscriber Group, its
directors, officers or empleyees onafty Members Enrolled under this Agreement.

Continuity of Care

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

HNOR CC3T SGrp Contract 1/2020 94 (1/1/20)



Group Medical and Hospital Service Agreement

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 Care” section of this Group Medical
and Hospital Service Agreement. The notice will be provided as 800n as we are aware of the

the Member, and the date we receive or approve the req ity of Care. If the

' iati A), we may allow the IPA to
deliver the notice to the Member for us, if the ne i ets all other requirements of this
section of this Group Medical and Hospital :

Continued Course of Treatment. A course t continued under this provision will be
treated as if the Provider was still a Pastici vider, until the following dates:

ing the birth of the child; and (ii) when the care for

r that condition ends.

provisions of this section extend beyond the 120th day
s notified of the termination of the contract with the
Member’s right to Continuity of Care.
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Miscellaneous

e 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.

e Members or applicants for membership shall complete and submit to us such applications and other
forms or statements as we may reasonably request.

e 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 ourd@entifigation 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 ofgstch,Member afid his or her Dependents may be
terminated without notice at our election. Such JMembey shall hefhable to us for all associated costs.

e We may adopt reasonable policies, procedurgs, rulesfand interpretations not inconsistent with this
Agreement to promote orderly and efficient administration of this Agreement.

e Any notice under this Agreement shallbe,givenbythe U.S. mail, postage paid, addressed as follows:
a. Tousat 13221 SW 68th Patkway, Stite 200,°Tigard, Oregon 97223;
b. To Member at the address ofrecore;
c. To Subscriber Groupratythe address indicated on the Signature Sheet.

e ENTIRE CONTRACT CHANGESYThis 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 angexge€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.

e 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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e 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.

e 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.

e 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. When a covered employee pays the monthly premium purs to this section, if the Subscriber
Group is not a trustee of a fund established or maintained i r in part by an employer, the
employee’s individual contribution shall be: (1) the rate in t
cessation of work occurs, applicable to an individu ich the employee belongs

ide for a rate applicable to

individuals, an amount equal to the amount d ivifliing the total monthly premium in
effect under this Agreement at the date of cg the total number of persons

insured under the policy on such date.

Subscriber Group is a trustee of Or maintained in whole or in part by an
employer, the employee’s indivi ibution shall be the amount which the employee and
employer would have been seguired

rage under this section, each individual premium rate
eased by 20% during the period of cessation of work in order
to provide suffici n to us for increased administrative costs and increased

mortality and mo

d. Coverage under this secti all 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.

e 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 Itis 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.

¢ 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 maintain t
Agreement all coverage required of it by applicable workers’ ¢
laws or other laws of similar purpose.

ughout the term of this
ensation or employer’s liability

Continuation of benefits after injury or illness covered by workers sation claim. Health
insurance will continue to be in effect if an employee i inj
compensation claim is filed as long as timely pay e of the premiums which
includes the individual contribution and contrib
benefit plan continue. The employee may conti
occurs first:

a. The employee takes full-time employme

b. Six months from the date that th
continuation of benefits provision

coverage until whichever of the following

anether employer; or

akes the premium payment under this
eir workers' compensation claim.

f this Agreement is held by a court of competent
jurisdiction to be invalid, void, 0 Ceable, the remainder of the provisions and the Agreement
shall remain in force

The headings in this

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.

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.
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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 Net to accurately categorize the
Subscriber Group, for purposes of determining the appropriate MLR value that is applicable to the

2&
@
W
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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‘€@rrentlygn affect and notify you
in the event of a breach of your unsecured PHI.

This Notice describes how we may use and disclose youisRH It also describes your rights to access,
amend and manage your PHI and how to exercise thaSe rights. Alhother uses and disclosures of your
PHI not described in this Notice will be made only"with yeuir written authorization.

Health Net reserves the right to change this Noticea\We'teserve 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\Noti¢e whenever there is a material change to the
uses or disclosures, your rights, our legal duties, @other 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

Permissible Uses and\Dis€losures of Your PHI:

The following is a list of how e gay use or disclose your PHI without your permission or

authorization:

e 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.

e 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.
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Other Permitted or Required Disclosures of Your PHI®

Health Care Operations - We may use and disclose your PHI in the performance of our health care
operations. These activities may include providing customer services, responding to complaints and
appeals, providing case management and care coordination, conducting medical review of claims
and other quality assessment and improvement activities. We may also in our health care operations
disclose PHI to business associates with whom we have written agreements containing terms to
protect the privacy of your PHI. We may disclose your PHI to another entity that is subject to the
federal Privacy Rules and that has a relationship with you for its health care operations relating to
quality assessment and improvement activities, reviewing the competence or qualifications of health
care professionals, case management and care coordination, or detecting or preventing health care
fraud and abuse.

Group Health Plan/Plan Sponsor Disclosures — We may disclose your protected health information
to a sponsor of the group health plan, such as an employer or other entity that is providing a health
care program to you, if the sponsor has agreed to certain restrictions on how it will use or disclose
the protected health information (such as agreeing not to use the pratected health information for
employment-related actions or decisions).

communications in the future.

Underwriting Purposes — We may use or d
make a determination about a coverage appli

guest. If we do use or disclose your PHI for
r disclosing your PHI that is genetic

jves - We may use and disclose your PHI to remind
ical care with us or to provide you with information

Appointment Reminders/Trea
you of an appointment for treat

As Required by Law -
may use or disclose your formation 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.

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.

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.

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
subpoena, summons, warrant, discovery request, or similar legal request.
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Law Enforcement - We may disclose your relevant PHI to law enforcement when required to do so,
such as in response to a court order, court-ordered warrant, subpoena or summons issued by a
judicial officer, or a grand jury subpoena. We may also disclose your relevant PHI for the purpose of
identifying or locating a suspect, fugitive, material witness, or missing person.

e Coroners, Medical Examiners and Funeral Directors - We may disclose your PHI to a coroner or
medical examiner. This may be necessary, for example, to determine a cause of death. We may also
disclose your PHI to funeral directors, as necessary, to carry out their duties.

e Organ, Eye and Tissue Donation - We may disclose your PHI to organ procurement organizations
or entities engaged in the procurement, banking or transplantation of cadaveric organs, eyes or
tissues.

e Threats to Health and Safety - We may use or disclose your PHI if we believe, in good faith, that
the use or disclosure is necessary to prevent or lessen a serious or imminent threat to the health or
safety of a person or the public.

e Specialized Government Functions - If you are a member of

e Workers’ Compensation - We may disclose your }
compensation or other similar programs, establjs
injuries or illness without regard to fault.

e Emergency Situations — We may disclose y
incapacitated or not present, to a fami
agency, or any other person previous
experience to determine if the disclosure
interest, we will only disclose t
care.

u. We will use professional judgment and
best interests. If the disclosure is in your best
irectly relevant to the person's involvement in your

e Inmates - If you are orrectional institution or under the custody of a law enforcement
official, we may rele he correctional institution or law enforcement official, where
such information is necessary faf'the institution to provide you with health care; to protect your
health or safety; or the he 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 disclosing the PHI in this manner.
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Marketing — We will request your written authorization to use or disclose your PHI for marketing
purposes with limited exceptions, such as when we have face-to-face marketing communications with
you or when we provide promotional gifts of nominal value.

Psychotherapy Notes — We will request your written authorization to use or disclose any of your
psychotherapy notes that we may have on file with limited exception, such as for certain treatment,
payment or health care operation functions.

Individuals Rights

The following are your rights concerning your PHI. If you would like to use any of the following rights,
please contact us using the information at the end of this Notice.

Right to Revoke an Authorization - You may revoke your authorization at any time, the revocation
of your authorization must be in writing. The revocation will be effective immediately, except to the
extent that we have already taken actions in reliance of the authorization and before we received

your written revocation.

Right to Request Restrictions - You have the right to request
of your PHI for treatment, payment or health care operations, as
involved in your care or payment of your care, such as i

s on.the use and disclosure
isclosures to persons
close friends. Your

m the restriction applies. We
with your restriction request
unless the information is needed to provide yo >
the use or disclosure of PHI for payment or perations to a health plan when you have
paid for the service or item out of pocket in

Right to Request Confidential Com u have the right to request that we
communicate with you about your PH tive means or to alternative locations. This right
only applies if the information r you if it is not communicated by the alternative
means or to the alternative loca nt”You do not have to explain the reason is for your

request, but you must st ion could endanger you if the communication means or
ommodate your request if it is reasonable and specifies the
ou PHI should be delivered.

Right to Access and Receive py of Your PHI - You have the right, with limited exceptions, to
look at or get copies of yo | 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.

alternative means or
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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 the right to receive a list of instances
within the last 6 years period in which we or our business associates disclosed your PHI. This does
not apply to disclosure for purposes of treatment, payment, health care operations, or disclosures you
authorized and certain other activities. If you request this accounting more than once in a 12-month
period, we may charge you a reasonable, cost-based fee for responding to these additional requests.
We will provide you with more information on our fees at the tima@ of your request.

¢ Right to Receive a Copy of this Notice - You may request a co r Notice at any time by using

violated or that we have
in writing or by phone using the

e Rightto File a Complaint - If you feel your priv
violated our own privacy practices, you can fil
contact information at the end of this Notice

You can also file a complaint with the Secretar
Office for Civil Rights by sending a lettetato 200
or calling 1-800-368-1019, (TTY: 1-866-
complaint/index.html.

WE WILL NOT TAKE ANY AC

YOU FOR FILING A COMPLAINT.

Contact Informatio

If you have any question thisiNotice, our privacy practices related to your PHI or how to exercise
your rights you can contact us,in ing 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

**This Notice of Privacy Practices also applies to enrollees in any of the following Health Net
entities: Health Net of California, Health Net Life Insurance Company, Health Net Health Plan of
Oregon, Inc., Managed Health Network, LLC, Health Net Community Solutions, Inc.

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 as’premium payment and
claims history; and

e Information from consumer reports.

Disclosure of Information:

We do not disclose personal financial informatiomiaboUtteur 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 thesfoHewing types of institutions:

e To our corporate affiliates, suchhas®@ther insukers;

e To nonaffiliated companigs for oUkgveryday business purposes, such as to process your transactions,
maintain your account(s), or respofd to court orders and legal investigations; and

e To nonaffiliated compani@s that perform services for us, including sending promotional
communications on our behali;
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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Notice of Nondiscrimination

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, national origin, age, disability,
or Sex.

Health Net:

e Provides free aids and services to people with disabilities to communicate effectively with us, such
as qualified sign language interpreters and written information in other formats (large print,
accessible electronic formats, other formats).

e Provides free language services to people whose primary language is not English, such as qualified
interpreters and information written in other languages.

If you need these services, contact Health Net’s Customer Contact Centér at 1-888-802-7001TTY: 711.

If you believe that Health Net has failed to provide these services gfdiscriginated in another way on the
basis of race, color, national origin, age, disability, or sex, you can file afgrievaace by calling the number
above and telling them you need help filing a grievance; Health Net’s‘Qustomer Contact Center is
available to help you.

You can also file a civil rights complaint with the U.SgDepartment ofgdealth and Human Services,
Office for Civil Rights, electronically through the Q@ffice foF Civil'Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, ordy mail @ phone at: U.S. Department of Health and
Human Services, 200 Independence Avenue SWLERoomS09F, HHH Building, Washington, DC 20201,
1-800-368-1019, (TDD: 1-800-537-7697),

Complaint forms are available at http://wwww.hs.gaVv/oct/office/file/index.html.

HNOR CC3T SGrp Contract 1/2020 108 (1/1/20)


https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html.

Notice of Language Assistance

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).

Arabic
o b doatl cireluall to Jpaall olige g e 3l o Jpasll di€ay 556 an e o Jpeanll oli€ay dulae dalll cilenz
(TTY: 711). 1-888-802-7001 & 1 to JLai¥! Joall Claai de gane clnc (o (a3 A gl Ailay o 3 ga gall 43 )

Chinese
REES IR - ToIEACEES - B3 A SN BA T - FmE - FRELE Bk LAY
HYEESESR SRR - B T EEAY S 8555 1-888-802-7001 (TTY: 711) -

Cushite (Oromo)
Waa Lacag la’aan Adeegyada Luuqada. Waxaad heli kartaa turjubaan. Waxaad
aqriyo. Wixii caawin ah. naga soo wac lambarka ku qoran kaarka Aqoonsig
fadlan soo wac 1-888-802-7001 (TTY: 711).

kartaa in waraaqaha laguu
aha kooxda badrooniga

French
Services linguistiques sans frais. Vous pouvez obtenir un inte
étre lus Pour obtenir de I a1de appelez nous au NUMEro

ents peuvent vous
te d’1dentité. Membres

German

Kostenloser Sprachendienst. Dolmetscher sind v okumente kénnen Thnen vorgelesen
werden. Wenn Sie Hilfe bendtigen, rufen Sie uns vt mmer auf Threr ID-Karte an
Arbeitgeber-Gruppenmitglieder rufen bit -7001 (TTY: 711) an.

Japanese

?ﬂ’%ﬂ'ﬂ)ﬁﬁﬁﬂ’ EA, #aRZE ZF g Vg NEZBHALET, BIBLERGEIE,

DA — k_nu#z“iﬂ un? ‘i’xﬁb—i TR E; - . EAEZE CHAERRO A R —DFFI,

Korean
L= 040% Au) 2, B X :
E2E AN, B Do =
B 888 802-7001 (TTY: 71)H o B sls) FHA 2.

T AUtk B4 35 Aul2E 2o & gy

Khmer
EUNMAENWRRRMG Y HAMNGSGUMSHAUMUM UMED HRMGANUIRMSNRaNISjHAY
AIURSW AERRsIbngmuIL: giragitunsishilmagbgsiunHn g

UNAUSINGA ﬁmeﬁgmgﬁmz UARS AYNAGHIFTIS 1- 888-802-7001 (TTY: 711)4
Romanian
Servicii lingvistice gratuite. Puteti obtine un interpret. Puteti avea documente citite pentru dvs. Pentru asistenta

telefonati-ne la numarul indicat pe cardul de membru. Membrii grupului angajatorilor sa telefoneze la
1-888-802-7001 (TTY: 711).
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Persian (Farsi)
S (g gk 8 Lk () 53 il A4S 0 il g2 50 2 8 a2 56 (ALES s se SO il e OB sl 4s L) ilada
5 et L ikl Lo 8 J€ 55 € slime) 3,80 plad sl o Ladi Lol & )€ 1348 (ol o et da ba b il DUl
8% el (TTY: 711) 1-888-802-7001

Russian

BecnuraTHad IOMOIIE IEPEBOTIHKOB. BBl MOKETE [IOIyUHTH ITIOMOIIb YCTHOTO [IEPEBOIUHKA. Bam
MOTYT IPOTHTATE JOKYMEHTEL. 3a IIOMOINBK oGpamaiTecsk K HaM 110 TeledoHy, IPHBeIeHHOMY Ha
Bamref HIeHTH)HKAITHOHHOH KapTOIKe YIacTHHKA ITaHa. ECIIH BB yIAaCTHHK KOJLIEKTHBHOTO ILTAHA,
mpeaocTaBIgeMoro padoTogaTeneM, 3ROHATE Mo Temedony 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. llamenos al nimero que aparece en su tarjeta
de identificacion. Los afiliados del grupo del empleador deben llamar al 1-888-802-7001 (TTY: 711).

Thai

Tigenusmsswnim Qmmmsnl“ﬁ'ﬂ'ﬂﬂﬁ Qmmm'm‘lﬁ'a'wmanmﬁlﬁm‘lﬁ FMILAAT

8 I‘l’l‘i‘ﬁ"l L"E'WI"IJJHJJ"IULR’HGI‘PT

Ty uﬂ'm’aﬂs:ﬁ'hﬁa"ﬂaqqm SNTNNFUILT n?nn'[ns 1-888-802-7001 (TTY: 711

Ukrainian
BesmiarTHi IOCIyTH IepeKIaay. BH MokeTe CKOPHCTYBATHCA IIOCIIYT
MPOYHTATH BaIli JOKyMeHTH. I1]o0 oTpHMAaTH TOIOMOTY. TeTedo
Bamiif izeHTHbIKamiHAIE KapTi (ID). YUacHHKIB TPYTIOBOTO ¢

TenedoHyBaTH 3a HOMepoM 1-888-802-7001 (TTY: 711).

Vietnamese
Céc Dich Vu Ngon Negir Mién Phi. Quy vi ¢6 thé ¢6 mo
nghe tai liéu. Pé nhan tro gitp. hay goi cho chy

vién thudc chuong trinh theo nhém cua chu s vur'long goi s6 1-888-802-7001 (TTY: 711).

Health Net Health Plan of Oregon. Inc. is a subsidiary of Health Net, Inc. All rights reserved.
OR Commercial Off-Exchange Member Notice of Language Assistance

FLY007789EH00 (06/16)
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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.healthnet.com

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

TTY 888-802-7122: TTY: 711
www.healthnet.com

Effective 1/2020

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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