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SECTION I-INTRODUCTION

This document is a description of the Arizona Metropolitan Trust (AzMT) Employee Benefit HDHP Plan (the
Plan). No oral interpretations can change this Plan. The Plan described is designed to protect plan participants
against certain catastrophic health expenses. Terms which have special meanings when used in this Plan will be
italicized. For a list of these terms and their meanings, please see the Defined Terms section of the plan
document. The failure of a term to appear in italics does not waive the special meaning given to that term,
unless the context requires otherwise.

Coverage under the Plan will take effect for an eligible employee and designated dependents when the
employee and such dependents satisfy the waiting period and all the eligibility requirements of the Plan.

The employer fully intends to maintain this Plan indefinitely. However, it reserves the right to terminate,
suspend, discontinue, or amend the Plan at any time and for any reason.

Changes in the Plan may occur in any or all parts of the Plan including benefit coverage, deductibles,
maximums, exclusions, limitations, defined terms, eligibility, and the like.

This Plan is not a ‘grandfathered health plan’ under Health Care Reform. Questions regarding the Plan’s status
can be directed to the Plan Administrator. You may also contact the Employee Benefits Security
Administration, U.S. Department of Labor at 1-866-444-3272, or visit www.dol.gov/ebsa/healthreform.

Failure to follow the eligibility or enrollment requirements of this Plan may result in delay of coverage or no
coverage at all. Reimbursement from the Plan can be reduced or denied because of certain provisions in the
Plan, such as coordination of benefits, subrogation, exclusions, timeliness of Consolidated Omnibus Budget
Reconciliation Act of 1985, as amended (COBRA) elections, utilization review or other cost management
requirements, lack of medical necessity, lack of timely filing of claims, or lack of coverage. These provisions
are explained in summary fashion in this document; additional information is available from the Plan
Administrator at no extra cost.

Read your benefit materials carefully. Before you receive any services you need to understand what is
covered and excluded under your benefit Plan, your cost sharing obligations, and the steps you can take to
minimize your out-of-pocket costs.

Review your Explanation of Benefits (EOB) forms, other claim-related information, and available claims
history. Notify the Third Party Administrator of any discrepancies or inconsistencies between amounts shown
and amounts you actually paid.

The Plan will pay benefits only for the expenses incurred while this coverage is in force. No benefits are
payable for expenses incurred before coverage began or after coverage terminated. An expense for a service or
supply is incurred on the date the service or supply is furnished.

This Plan is established pursuant to Arizona Revised Statute Section 11-952.01 et. seq. as a self-funded
governmental employee benefit pool and, therefore, is exempt from the federal Employee Retirement Income
Security Act of 1974, as amended, commonly known as ERISA.

No action at law or in equity shall be brought to recover under any section of this Plan until the appeal rights
provided have been exercised and the Plan benefits requested in such appeals have been denied in whole or in
part.

If the Plan is terminated, amended, or benefits are eliminated, the rights of plan participants are limited to
covered charges incurred before termination, amendment, or elimination.


http://www.dol.gov/ebsa/healthreform

A. Quick Reference Chart - For Help or Information

When you need information, please check this document first. If you need further help, call the appropriate

phone number listed in the following Quick Reference Information chart:

QUICK REFERENCE INFORMATION

Information Needed

Whom to Contact

Plan Administrator

Medical Claims Administrator/Third Party Administrator
e (Claim Forms (Medical)

e Medical Claims and Post-Service Appeals
e  Eligibility for Coverage

e Plan Benefit Information

Medical Management Administrator
(Pre-Certification)
1. Pre-Certification, Concurrent Review, and Case
Management

2. Appeals of Pre-Certification

Provider Network
Names of Physicians & Hospitals
e Network Provider Directory - see website

Prescription Drug Program
e Retail Network Pharmacies

e  Mail Order (Home Delivery) Pharmacy
e  Prescription Drug Information & Formulary
e  Preauthorization of Certain Drugs

e  Reimbursement for non-network retail pharmacy
use

e  Specialty Pharmacy Program

HSA Vendor
e Health Savings Account

COBRA Administrator
e Continuation Coverage

Arizona Metropolitan Trust

c/o Erin P. Collins & Associates, Inc.
1115 Stockton Hill Rd., Ste. 101
Kingman, AZ 86401

1-928-753-4700

TIN# 30-6316739

AmeriBen

P.O. Box 7186

Boise, ID 83707
1-855-350-8699
www.MyAmeriBen.com

AmeriBen Medical Management
Phone: 1-855-778-9053

Fax: 1-833-730-7961
www.MyAmeriBen.com

Blue Cross® and Blue Shield® of Arizona
Provider Information:

1-855-350-8699
www.azblue.com/CHSnetwork

Retail

Navitus Health Solutions
P.O. Box 999

Appleton, WI 54912
1-866-333-2757
wwWw.havitus.com

Mail Order

Costco

802 134th ST SW
Everett, WA 98204
1-800-607-6861

HealthEquity

15 W. Scenic Pointe Dr., Ste. 100
Draper, UT 84020
1-866-346-5800

www. healthequity.com

Apache Junction and El Mirage
Contact your Human Resources Department

All Others
AmeriBen

P.0O. Box 7565
Boise, ID 83707
1-855-350-8699



http://www.myameriben.com/
http://www.myameriben.com/
http://www.azblue.com/CHSnetwork
http://www.navitus.com/

SECTION II—MEDICAL NETWORK INFORMATION

A. Network and Non-Network Services

Network Provider Information

The Plan has entered into an agreement with a medical network that maintains contractual agreements with
certain hospitals, physicians, and other health care providers which are called network providers. Because
these network providers have agreed to charge reduced fees to persons covered under the Plan, the Plan can
afford to reimburse a higher percentage of their fees.

Therefore, when a plan participant uses a network provider, that plan participant will receive better benefits
from the Plan than when a non-network provider is used. It is the plan participant’s choice as to which
provider to use. Before receiving scheduled services, verify the network status of all providers who will be
involved in your care, such as assistant surgeons, anesthesiologists, and radiologists, as well as the facility
where the services will be performed.

Non-Network Provider Information

Non-network providers have no agreements with the Plan or the Plan’s medical network and are generally free
to set their own charges for the services or supplies they provide. The Plan will reimburse for any medically
necessary services or supplies, subject to the Plan’s deductibles, co-insurance, limitations, and exclusions. Plan
participants must submit proof of claim before any such reimbursement will be made.

Before you obtain services or supplies from a non-network provider, you can find out whether the Plan will
provide network or non-network benefits for those services or supplies by contacting the Third Party
Administrator.

Provider Non-Discrimination

To the extent that an item or service is a covered charge under the Plan, the terms of the Plan shall be applied
in a manner that does not discriminate against a health care provider who is acting within the scope of the
provider's license or other required credentials under applicable state law. This provision does not preclude the
Plan from setting limits on benefits, including cost sharing provisions, frequency limits, or restrictions on the
methods or settings in which treatments are provided, and does not require the Plan to accept all types of
providers as a network provider.

B. Choosing a Physician - Patient Protection Notice

The Plan does not require you to select a primary care provider (PCP) to coordinate your care and you do not
have to obtain a referral to see a specialist.

You do not need prior authorization from the Plan or Third Party Administrator, or from any other
person (including your PCP) in order to obtain access to obstetrical or gynecological care from a health
care professional in the network who specializes in obstetrics or gynecology. The health care provider,
however, may be required to comply with certain procedures, including obtaining pre-certification for
certain services, following a pre-approved treatment plan, or procedures for making referrals.

C. Special Reimbursement Provisions

Under the following circumstances, the higher network payment will be made for certain non-network
services:

1. Medical Emergency. In a medical emergency, a plan participant should try to access a network
provider for treatment. However, if immediate treatment is required and this is not possible, the
services of non-network providers will be covered until the plan participant’s condition has stabilized
to the extent that they can be safely transferred to a network provider’s care. At that point, if the
transfer does not take place, non-network services will be covered at non-network benefit levels.
Charges that meet this definition will be paid based on the maximum allowable charges. The plan
participant will be responsible for notifying the Third Party Administrator for a review of any claim
that meets this definition.

2. No Choice of Provider. If, while receiving treatment at a network facility, a plan participant receives
ancillary services or supplies from a non-network provider in a situation in which they have no control
over provider selection (such as in the selection of an emergency room visit, pathology, laboratory,
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radiology, anesthesia, or assistant surgery services), such non-network services or supplies will be
covered at network benefit levels. Charges that meet this definition will be paid based on the
maximum allowable charges. The plan participant will be responsible for notifying the Third Party
Administrator for a review of any claim that meets this definition.

3. Providers Outside of Network Area. |f non-network provider specialists are used because the
necessary specialty is not in the network or is not reasonably accessible to the plan participant due to
geographic constraints [over fifty (50) miles from home or work], such non-network specialist care will
be covered at network benefit levels. Charges that meet this definition will be paid based on the
maximum allowable charges. The plan participant will be responsible for notifying the Third Party
Administrator for a review of any claim that meets this definition.

Additional information about this option, as well as a list of network providers, will be given to plan
participants, at no cost, and updated as needed. This list will include providers who specialize in obstetrics or
gynecology.

D. Network Information

You may obtain more information about the providers in the network by contacting the network by phone or by

visiting their website.
BlueCross
BlueShield
Z . of Arizona
Blue Cross® and Blue Shield® of Arizona
Provider Information:
1-855-350-8699

www.azblue.com/CHSnetwork




SECTION Il-—SCHEDULES OF BENEFITS

Verification of Eligibility: 1-855-350-8699

Call this number to verify eligibility for Plan benefits before charges are incurred. Please note that oral or
written communications with the Third Party Administrator regarding a plan participant’s or beneficiary’s
eligibility or coverage under the Plan are not claims for benefits, and the information provided by the Third
Party Administrator or other Plan representative in such communications does not constitute a certification of
benefits or a guarantee that any particular claim will be paid. Benefits are determined by the Plan at the time
a formal claim for benefits is submitted according to the procedures outlined within the Claims and Appeals
section of this plan document.

A. Schedule of Medical Benefits

All benefits described in this Schedules of Benefits section are subject to the exclusions and limitations
described more fully herein including, but not limited to, the Plan Administrator’s determination that: care
and treatment is medically necessary; that charges are in accordance with the maximum allowable charge; and
that services, supplies, and care are not experimental and/or investigational.

This document is intended to describe the benefits provided under the Plan, but; due to the number and wide
variety of different medical procedures and rapid changes in treatment standards, it is impossible to describe
all covered charges and/or exclusions with specificity. Please contact the Plan Administrator if you have
questions about specific supplies, treatments, or procedures.

The Plan Administrator retains the right to audit claims to identify treatment(s) that are, or were, not
medically necessary, experimental, investigational, or in accordance with the maximum allowable charges.

Pre-Certification

The following services must be pre-certified or reimbursement from the Plan will be reduced by $300 for paid
claims. The plan participant will be responsible to pay this additional amount if he or she did not obtain pre-
certification.

Please see the Health Care Management Program section in this booklet for details.

The attending physician does not have to obtain pre-certification from the Plan for prescribing a maternity
length of stay that is forty-eight (48) hours or less for a vaginal delivery or ninety-six (96) hours or less for a
cesarean delivery.

1. inpatient pre-admission certification and continued stay reviews (all ages, all diagnoses)
a. surgical and non-surgical (excluding routine vaginal or cesarean deliveries)
b. long term acute care facility (LTAC), not custodial care
c. skilled nursing facility/rehabilitation facility

d. inpatient mental health/substance abuse treatment (includes residential treatment facility
services)

The attending physician does not have to obtain pre-certification from the Plan for prescribing a
maternity length of stay that is forty-eight (48) hours or less for a vaginal delivery or ninety-six (96)
hours or less for a cesarean delivery.

2. inpatient and outpatient surgery including pain management injections (excluding office surgeries and
screening colonoscopies)

3. advanced imaging - Computed Tomographic (CT) studies, Coronary CT angiography, MRI/MRA, nuclear
cardiology, nuclear medicine (including SPECT scans), and PET scans (excluding services rendered in an
emergency room setting)

4. outpatient rehabilitation services (physical therapy, occupational therapy, and speech therapy) in
excess of twenty (20) visits per benefit year per therapy type

chemotherapy drugs/infusions and radiation treatments for oncology diagnoses
6. home health care services and supplies

7. transplant (other than cornea), including, but not limited to, kidney, liver, heart, lung, pancreas, and
bone marrow replacement to stem cell transfer after high-dose chemotherapy

5



8. orthotics/prosthetics in excess of $1,000 purchase price
9. durable medical equipment in excess of $1,000 (purchase price only)
10. genetic/genomic testing (excluding amniocentesis)

11. clinical trial that is conducted in relation to the prevention, detection, or treatment of cancer or other
life-threatening disease or condition

This Plan does not cover clinical trials related to other diseases or conditions. Refer to the Medical
Benefits section of this document for a further description and limitations of this benefit.

12. non-emergent air ambulance

13. intensive outpatient program in excess of twenty (20) visits per benefit year, for mental health and
substance abuse treatment

14. specialty infusion/injectable medications over $1,000 per infusion/injection which are covered under
the medical benefits and not obtained through the Prescription Drug Benefits (i.e. provided in an
outpatient facility, physician’s office, or home infusion)

15. behavioral therapy services for treatment of autism spectrum disorders
16. dental services required for medical procedures

Please see the Health Care Management Program section in this document for details.

B. Balance Bill

The balance bill refers to the amount you may be charged for the difference between a non-network provider’s
billed charges and the allowed charge.

Network providers will accept the allowed charge for covered charges. They will not charge you for the
difference between their billed charges and the allowed charge.

Non-network providers have no obligation to accept the allowed charge. You are responsible to pay a non-
network provider’s billed charges, even though reimbursement is based on the allowed charge. Depending on
what billing arrangements you make with a non-network provider, the provider may charge you for full billed
charges at the time of service or seek to balance bill you for the difference between billed charges and the
amount that is reimbursed on a claim.

Any amounts paid for balance bills do not count toward deductible, co-insurance, or the out-of-pocket limit.

C. Co-Insurance

For covered charges incurred with a network provider, the Plan pays a specified percentage of the negotiated
rate. This percentage varies, depending on the type of covered charge, and is specified in the Schedule of
Medical Benefits - HDHP Plan. You are responsible for the difference between the percentage the Plan pays and
100% of the negotiated rate.

For covered charges incurred with a non-network provider, the Plan pays a specified percentage of covered
charges at the maximum amount. In those circumstances, you are responsible for the difference between the
percentage the Plan pays and 100% of the billed amount.

These amounts for which you are responsible are known as co-insurance.

Unless noted otherwise in the Special Comments column of the Schedule of Medical Benefits - HDHP Plan or in
the Medical Benefits section, your co-insurance applies towards satisfaction of the out-of-pocket limit.

D. Deductible Amount

Deductibles are dollar amounts that the plan participant must pay before the Plan pays. Before benefits can be
paid in a benefit year a plan participant must meet the deductible shown in the Schedule of Medical Benefits.

This amount will accrue toward the 100% maximum out-of-pocket limit.



Family Unit - Embedded Deductible Limit

If you are enrolled in the family unit option, your Plan contains two (2) components: an individual deductible
and a family unit deductible. Having two (2) components to the deductible allows for each member of your
family unit the opportunity to have your Plan cover medical expenses prior to the entire dollar amount of the
family unit deductible being met. The individual deductible is embedded in the family deductible.

Note: Deductibles are NOT interchangeable, meaning they do not cross apply. You may not use any portion of a
network deductible to meet a non-network deductible and vice versa.

E. Requirements for a Health Savings Account (HSA)

To be eligible for enrollment in a Health Saving Account (HSA), you must meet all of the following criteria:

1. be enrolled in a Qualified HDHP
2. not be covered under another group insurance plan

3. not be enrolled in a general purpose health care flexible spending account (and your spouse may not be
enrolled in a general purpose flexible spending account)

4. not be enrolled in Medicare

not be claimed as a dependent on someone else’s tax return (except a spouse)

F. How an HSA works

Your taxable wages are reduced by the amount of your contribution to your HSA. Funds you withdraw to pay for
qualified medical expenses, as defined by Section 213(d) of the IRS Tax Code, are tax-free. If you use your HSA
funds to pay for non-health related expenses, the amount will be taxable as regular income and you will pay an
additional 20% tax penalty. The tax penalty does not apply if you are over age sixty-five (65) or enrolled in
Medicare, but is treated as gross income for tax purposes.

G. Qualified Medical Expenses
A partial list is provided in IRS Publication 502 (available at www.irs.gov).

H. Specific Benefit Maximum

Some benefits may have a specific benefit maximum, either a dollar amount or a visit limitation. Amounts
applied to the benefit maximum are calculated based on the allowed charge. No benefits will be paid over the
maximum amount specified in a benefit provision. Benefit maximums (when applicable) are shown in the
Schedule of Medical Benefits - HDHP Plan or in the Medical Benefits or Transplant Program sections. The
benefit maximum only includes those which are paid by the Plan. Cost sharing amounts paid by the plan
participant do not apply toward the benefit maximum.

I. Out-of-Pocket Limit

Covered charges are payable at the percentages shown each benefit year until the out-of-pocket limit shown
in the Schedule of Medical Benefits - HDHP Plan is reached. Then, covered charges incurred by a plan
participant will be payable at 100% (except for the charges excluded) for the rest of the benefit year.

Family Unit - Embedded Out-of-Pocket Limit

If you are enrolled in the family unit option, your Plan contains two (2) components: an individual out-of-
pocket limit and a family unit out-of-pocket limit. Having two (2) components to the out-of-pocket limit
allows for each member of your family unit the opportunity to have his/her covered charges be payable at
100% (except for the charges excluded) prior to the entire dollar amount of the family unit out-of-pocket limit
being met. The individual out-of-pocket limit is embedded in the family unit out-of-pocket limit.


http://www.irs.gov/

E. Diagnosis-Related Grouping (DRG)

Diagnosis related grouping (DRG) is a method for reimbursing hospitals for inpatient services. This is when a
provider bills for services that go together in a group, or bundle, instead of the individual services that make
up the group separately. The provider has agreed to a set DRG rate with the network. When a service is
rendered, regardless of what the provider bills, the DRG amount has already been set for that specific group of

services. A DRG amount can be higher or lower than the actual billed charge because it is based on an average
cost for the services rendered.

In the case where the DRG amount on an eligible claim is higher than the actual billed charges, the following
will determine how each party’s cost sharing will be determined:

1. the Plan will base their portion of the charge on the network allowed amount
2. the plan participant’s portion of the charge will be based on the billed charges

3. the difference in the network allowed amount versus the actual billed charges will be the
responsibility of the plan participant



J. Schedule of Medical Benefits - HDHP Plan

Blue Cross® Blue Shield® of Arizona, an independent licensee of the Blue Cross and Blue Shield Association,
provides network access only and does not provide administrative or claims payment services and does not
assume any financial risk or obligation with respect to claims. The Plan has assumed all liability for claims
payment.

This Schedule of Medical Benefits - HDHP Plan outlines some (but not all) of the common benefits of the Plan.
Refer to the sections entitled Medical Benefits and Health Care Management Program for more information
regarding exclusions, limitations, and services needing pre-certification.

NETWORK PROVIDERS NON-NETWORK PROVIDERS

Deductible, per benefit year
The network and non-network deductible amounts do not accumulate towards each other.

Co-insurance does not apply to the deductible.

Per plan participant $2,900 $5,000

Per family unit $5,800 $10,000

Deductible Rules when Enrolled in the HDHP Plan: If you are enrolled in the HDHP Plan, the Plan does not pay ANY benefits
[except certain preventive/wellness care outlined in the Routine Preventive Care and Wellness Care (not defined by PPACA) rows
of the Schedule of Medical Benefits - HDHP Plan] until your deductible has been met.

The deductible does accumulate to meet the out-of-pocket limit per benefit year.

NOTE: *Employees must meet the deductible and out-of-pocket limit based on their selected level of coverage. For example,
once any single individual reaches the individual (plan participant) deductible amount in covered charges, the Plan will begin to
pay for his or her covered charges. Any combination of family members can meet the family unit deductible.

Out-of-Pocket Limit, per benefit year
The out-of-pocket limit includes deductibles.
The network and non-network out-of-pocket limits do not accumulate towards each other.

Per plan participant $2,700 $10,000

Per family unit $5,400 $20,000

The Plan will pay the designated percentage of covered charges until out-of-pocket limits are reached, at which time the Plan will
pay 100% of the remainder of covered charges for the rest of the benefit year, unless stated otherwise.

Note: The following charges do not apply toward the out-of-pocket limit and are generally not paid by the Plan:
1. pre-certification penalties
2. health care this Plan doesn’t cover
3. balance billed charges
Note: The following charges do not apply toward the non-network out-of-pocket limit and are never paid at 100%:

1. medical food charges

Note: The maximums listed below are the total for network and non-network expenses. For example, if a maximum of sixty (60)
days is listed under a service, the benefit year maximum is sixty (60) days total which may be split between network and non-
network providers.




Benefits shown as co-payments are listed for what the plan participant will pay.

Benefits shown as co-insurance are listed for the percentage the Plan will pay.

COVERED SERVICES

NETWORK
PROVIDERS

NON-NETWORK
PROVIDERS

SPECIAL COMMENTS

General Percentage Payment
Rule

100% after deductible

50% after deductible

Generally, most covered charges are subject to the
benefit payment percentage contained in this row,
unless otherwise noted. This Special Comments
column provides additional information and
limitations about the applicable covered charges,
including the expenses that must be pre-certified
and those expenses to which the out-of-pocket
limit does not apply.

HOSPITAL SERVICES

Emergency Room

100% after deductible

Emergency room treatment is limited to medical

emergencies having sudden and unexpected onset
requiring immediate care to safeguard the life of
the plan participant.

Intensive Care Unit

100% after deductible

50% after deductible

Pre-certification is required.

Room and Board

100% after deductible|

50% after deductible

Limited to the semi-private room rate.

Pre-certification is required.

Skilled Nursing Facility/
Extended Care

100% after deductible

50% after deductible

Benefit year maximum: Sixty (60) days per plan
participant.

Long-term care, acute care, and rehabilitation
hospital services apply toward this maximum.

Pre-certification is required.

PHYSICIAN SERVICES

Allergy Services

Allergy Testing & Treatment

Allergy Serum & Injections

100% after deductible

100% after deductible

50% after deductible

50% after deductible

Ambulance Service

100% after deductible

50% after deductible

Ancillary Providers

100% after deductible

50% after deductible

Providers who do not typically contract (e.g.
anesthesiologist, pathologists, and assistant
surgeons) are to be paid based on the network
status of the facility in which the services were
rendered.

Bariatric Surgery

100% after deductible

Not Available

Lifetime maximum: One (1) procedure per plan
participant.

See also the Covered Medical Charges subsection for
additional restrictions and qualifications.

Cardiac Rehabilitation

100% after deductible

50% after deductible

Outpatient cardiac rehabilitation services are
available for an outpatient Phase | and/or Il cardiac
rehabilitation program when prescribed by a
physician and rendered by an eligible provider.
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NETWORK NON-NETWORK
COVERED SERVICES PROVIDERS PROVIDERS SPECIAL COMMENTS
PHYSICIAN SERVICES continued
Following surgery, benefits are available for
eyeglasses or external contact lenses, up to a $500
maximum per plan participant, per twelve (12)
Cataract Surgery (Glasses) 100% after deductible 50% after deductible|month period.

Refer to the section entitled Medical Benefits,
Covered Medical Charges, Cataract Surgery, for
further requirements and limitations.

Chiropractic Treatment

100% after deductible

50% after deductible

Benefit year maximum: Thirty (30) visits per plan
participant.

Counseling

100% after deductible

Not Available

Refer to the section entitled Medical Benefits,
Covered Medical Charges, Counseling, for further
requirements and limitations.

Dental Injury

100% after deductible

Refer to the Medical Benefits section, Covered
Medical Charges subsection for further requirements
and limitations.

Pre-certification is required depending on type of
service.

Durable Medical Equipment
(DME)

100% after deductible

50% after deductible

The following items will be considered under the
DME benefit:

a. compression and/or jobst stockings: limited to
four (4) units per benefit year per plan
participant

b. insulin pump

c. continuous blood glucose monitor

Genetic/Genomic Testing and
Counseling

100% after deductible

Not Covered

Pre-certification is required for genetic/genomic
testing and counseling in excess of $1,000.

Hearing Aids

100% after deductible|

50% after deductible

Lifetime maximum: $1,000 per plan participant.

Home Health Care

100% after deductible

50% after deductible

Benefit year maximum: Sixty (60) visits per plan
participant.

Hospice Care

100% after deductible

50% after deductible

Lifetime maximum: Six (6) months per plan
participant.

Lifetime maximum: Bereavement counseling
services are limited to $300 per plan participant.

Inpatient Physician Visits

100% after deductible

50% after deductible

Inpatient Rehabilitation Services
- Extended Active Rehabilitation

(EAR)

100% after deductible

50% after deductible

Pre-certification is required for inpatient
admissions.
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COVERED SERVICES

NETWORK
PROVIDERS

NON-NETWORK
PROVIDERS

SPECIAL COMMENTS

PHYSICIAN SERVICES continued

Lab and X-Ray Services
Hospital
Free Standing Facility - Lab

Free Standing Facility -
Radiology

100% after deductible
100% after deductible

100% after deductible

50% after deductible
50% after deductible

50% after deductible

Diagnostic testing, including radiology and
laboratory services.

Laboratory tests sent to a non-network facility for
processing shall be paid at the network benefit level
if the plan participant utilized a network facility.

Pre-certification is required for advanced imaging.

Maternity

First Visit to Confirm Pregnancy

Prenatal/Postnatal Care

Delivery Charges per admission

100% after deductible

100% after deductible

100% after deductible

50% after deductible

50% after deductible

50% after deductible

Dependent child pregnancy is not covered.

Refer to Medical Benefits, Covered Medical
Charges, Maternity, for a list of mandated benefits
covered under the Patient Protection and
Affordable Care Act (PPACA).

Medical Foods for Inherited
Metabolic Disorders

100% after deductible

50% after deductible

Payments for medical foods do not count toward
the non-network out-of-pocket limit.

Office Visit

Primary Care Physician

Specialist

100% after deductible

100% after deductible

50% after deductible

50% after deductible

Spinal manipulations apply to the chiropractic
benefit maximum.

Orthognathic Surgery

100% after deductible

50% after deductible

Lifetime maximum: $5,000 per plan participant.
Pre-certification is required.

Outpatient Surgery

100% after deductible

50% after deductible

Nuclear Medicine

100% after deductible

50% after deductible

Rehabilitation Services

Physical Therapy
Occupational Therapy
Speech Therapy

100% after deductible

50% after deductible

Benefit year maximum: Combined twenty (20)
visits per plan participant. Pre-certification is
required for services in excess of the twenty (20)
visit limit.

Spinal manipulations apply to the chiropractic
benefit maximum.

Routine Inpatient Newborn Care
Following Delivery

100% after deductible

50% after deductible

Charges incurred for the newborn are subject to his
or her own deductible.
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COVERED SERVICES

NETWORK
PROVIDERS

NON-NETWORK
PROVIDERS

SPECIAL COMMENTS

PHYSICIAN SERVICES continued

Teladoc Consultation

$45 consultation fee

Teladoc is a network of state licensed, board
certified primary care physicians providing cross
coverage consultations twenty-four (24) hours a day,
seven (7) days a week, and three hundred sixty-five
(365) days a year. Teladoc physicians diagnose
routine, non-emergency medical problems via
telephone, recommend treatment, and prescribe
medication when appropriate.

To access this service logon to your Teladoc account
or call 1-800-Teladoc (835-2362).

The Plan is not liable for services provided by
Teladoc.

Teladoc consultation fee applies to deductible and
out-of-pocket limit.

Teladoc services are only covered for certain
entities. Refer to the Covered Medical Charges
subsection for more information.

Temporomandibular Joint
Dysfunction (TMJ)

100% after deductible

50% after deductible

Benefit year maximum: $500 per plan participant.

Urgent Care

100% after deductible

50% after deductible

Wig

100% after deductible

50% after deductible

Includes expenses for a wig in connection with the
diagnosis of alopecia (loss of hair resulting from
illness or injury).

Benefit year maximum: $300 per plan participant.

MENTAL DISORDERS & SUBSTANCE ABUSE

Services include residential treatment.

Inpatient 100% after deductible| 50% after deductible o
Pre-certification is required.
Services include psychiatric day treatment
facilities.

Outpatient 100% after deductible| 50% after deductible

Psychiatric day treatment requires pre-
certification.
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PREVENTIVE CARE

If the service is listed as A or B rated on the U.S. Preventive Service Task Force list, the IRS Safe Harbor preventive services list, or
preventive care for children under Bright Future guidelines, then the service is covered at 100% when performed by a network
provider, if the primary reason for the appointment is preventive care. For more information about preventive services please

refer to the following websites:

https://www.healthcare.gov/coverage/preventive-care-benefits/ or

http://www.uspreventiveservicestaskforce.org/BrowseRec/Index/browse-recommendations

https://www.irs.gov/pub/irs-drop/n-04-23.pdf

https://www.irs.gov/pub/irs-drop/n-19-45.pdf

Preventive Care

100%, deductible

waived Not Covered

Services include, but not limited to: routine physical
exam (male and female), mandated lab and x-ray,
gynecological exam, pap smear, mammogram,
colorectal cancer screening, blood work, bone
density testing, and immunizations based on CDC
guidelines.

Benefit Year Maximum: one (1) visit per adult plan
participant.

Refer to the section entitled Medical Benefits,
Covered Medical Charges, Preventive Care, for a
further description and limitations of this benefit.

3D Mammograms

On-Site Wellness
Provider
$20 co-payment until
deductible is met Not Covered
Other Network
Provider
Not Covered

Breastfeeding Pump and Supplies

100% deductible waived

Breastfeeding support, supplies, and counseling.

Limited to one (1) per pregnancy. Over-the-counter
models are included. Over-the-counter and non-
network breast pumps are subject to a $250
maximum.

Contraceptive Services

100%, deductible

. Not Covered
waived

Services provided by a network health care provider
related to FDA approved contraceptive methods,
sterilization, and patient education and counseling,
not including drugs that induce abortion. Benefits
include:

a. injections for birth control purposes

b. diaphragm or cervical cap

c. surgical implantation and removal of a

contraceptive device

d. Intrauterine Device (IUD)

e. surgical sterilization and related services
Contraceptive prescription drugs, including birth
control pills, patches, and vaginal rings are

covered under the pharmacy program, please refer
to the Prescription Drug Benefits section.

Benefit limitations: Services are available to all
female plan participants.

On-Site Wellness Screenings

100%, deductible waived

AzMT L.1.V.E wellness screenings/programs provided
on-site.
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NETWORK NON-NETWORK

COVERED SERVICES SPECIAL COMMENTS

PROVIDERS PROVIDERS
TRANSPLANTS
Refer to the Transplant Program section for a
further description and limitations of this benefit.
Organ Transplants 100% after deductible Not Covered For the purposes of this benefit network means: A

Transplant Network, Center of Excellence, or
network provider.

Pre-certification is required.

Benefit maximums: $200 per day up to $10,000

. 0 ,
Transplant Travel and Lodging 100% after deductible Not Covered per plan participant per lifetime.

Refer to the Medical Benefits section, Medical Plan Exclusions subsection for additional information relating to
excluded services.
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K. Schedule of Prescription Drug Benefits - HDHP Plan

The Prescription Drug Benefits are separate from the Medical Benefits and are administered by Navitus Health
Solutions. Refer to the Prescription Drug Benefits section for details on the Prescription Drug Benefits.

Prescription drug charges apply to the medical deductible and out-of-pocket maximum.

PRESCRIPTION DRUG BENEFIT

NETWORK PHARMACY

NON-NETWORK PHARMACY*

Retail Pharmacy Option (30-Day Supply)

Tier 1: Formulary Generics and Certain Low Cost
Brand Name Drugs

Tier 2: Formulary Brand Name Drugs and Certain
Higher Cost Generic Drugs

Tier 3: Non-Formulary Drugs and Compound
Medications

Specialty Drugs: Only available through the Navitus
SpecialtyRx Program Pharmacy

The Plan pays 100% of the cost of the
drug, after the deductible is met

If you purchase your prescription
drugs from a non-network pharmacy,
you will pay the full cost of the drug

minus the network price of the
prescription.

Not Applicable

Mail Order Option or Retail Pharmacy Option (90-Day Supply)

Tier 1: Formulary Generics and Certain Low Cost
Brand Name Drugs

Tier 2: Formulary Brand Name Drugs and Certain
Higher Cost Generic Drugs

Tier 3: Non-Formulary Drugs and Compound
Medications

The Plan pays 100% of the cost of the
drug, after the deductible is met

Not Applicable

Certain preventive care prescription drugs (including contraceptives) received by a network pharmacy are covered at 100%
and the deductible/co-insurance (if applicable) is waived.

Please refer to the following websites for information on the types of payable preventive care prescription drugs:
https://www.healthcare.gov/coverage/preventive-care-benefits/ or

http://www.uspreventiveservicestaskforce.org/BrowseRec/Index/browse-recommendations.

Present your ID card to the pharmacy for claim processing. In certain cases, you may need to request
reimbursement for prescriptions that you have filled and paid for yourself. To submit a claim, you must provide
specific information about the prescription and the reason you are requesting reimbursement. Complete the
appropriate claim form and mail it, with the receipt, to:

Navitus Health Solutions
Attn: Manual Claims
P.O. Box 999

Appleton, WI 54912-0999

*Some pharmacies, including CVS, are excluded from coverage under the network. Members who utilize
excluded pharmacies will be responsible for the full cost of the medication.

Note: For a complete list of covered drugs and supplies, and applicable limitations and exclusions, please
refer to the Navitus Health Solutions Drug Coverage List, which is incorporated by reference and is available
by calling Navitus at 1-866-333-2757 or by visiting their website at www.navitus.com.
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A.

SECTION IV—ELIGIBILITY, EFFECTIVE DATE, AND TERMINATION
PROVISIONS

Eligibility

Eligible Employee

All active employees and Elected/Appointed Officials, in accordance with the established policy of the
employing member entity, are eligible provided they work at least thirty (30) hours per week on a regular basis
at their customary place of employment and perform all of the duties of their employment.

Eligibility Requirements for Employee Coverage

All new Arizona Metropolitan Trust (AzMT) employees will be covered on the first day of the month following
the waiting period established by each participating employer. Coverage will be effective provided proper
enrollment has been made and any required contributions have been authorized.

Eligible Classes of Dependents

A dependent is any of the following persons:

1.

a covered employee’s spouse

The term spouse shall mean the person to whom a covered employee is legally married based upon the
laws of the state in which the individuals’ marriage was entered into.

For Participating Entities who elect to provide benefits to Domestic Partners ONLY

Check with your Human Resources Department to see if this benefit applies. The term spouse shall also
mean the person who is currently registered with the employer as the domestic partner (as defined
below) of the employee.

Domestic Partner. An individual who is the same or opposite sex as the eligible employee and who has
shared a long-term committed domestic partnership relationship with the eligible employee for a
minimum of the last twelve (12) months.

Children of a Domestic Partner. The children of the domestic partner, including natural children,
legally adopted children, children placed for adoption, children under legal guardianship substantiated
by a court order, and children who are entitled to coverage under a Medical Child Support Order.

Domestic Partnership. A relationship between an eligible employee and his or her domestic partner
that meets all of the following criteria:

a. The partners currently reside together in an exclusive mutual commitment similar to marriage
and have done so for at least the last twelve (12) consecutive months and each intend to
continue the relationship indefinitely.

b. The partners are jointly responsible for basic living expenses.
c. Both partners are eighteen (18) years of age or older.

d. Both partners were mentally competent to consent to contract when the domestic partnership
began and remain so for purposes of contracting for coverage for the domestic partner.

e. The partners are not married to any other individual (statutory or common law) and neither is a
member of another domestic partnership.

f. The employee and the individual are not related by blood to a degree of closeness that would
prohibit legal marriage between individuals of the opposite sex in the state in which they
reside [Code A.R.S. 25-101(A)].

g. Each partner is the other’s sole domestic partner and is responsible for the other’s common
welfare.

h. The partners are financially interdependent, jointly responsible for each other’s basic living
expenses and able to provide documents for at least three (3) of the following situations to
demonstrate that interdependence has existed for a minimum of the last twelve (12)
consecutive months:

i. joint mortgage, joint property tax identification, or joint tenancy on a residential lease
ii. joint bank, investment, and/or credit account
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iii. joint liabilities (e.g., credit cards, automobile loans)

iv. joint ownership of real property or a common leasehold, interest in real
property, such as a residence or business or common ownership of an automobile

v. a will which designates the other as the primary beneficiary or a beneficiary
designation form currently in effect for a retirement plan or life insurance policy
setting forth that one (1) partner is a beneficiary of the other

vi. designation of one (1) partner as holding power of attorney for health care or a
general durable power of attorney for the other

vii. written agreement(s) or contracts regarding the domestic partner relationship
showing mutual support obligations

To obtain more detailed information or to apply for this benefit, the employee must contact their
Human Resources Department.

In the event the domestic partnership is terminated, either partner is required to inform the Plan through
their Human Resources Department of the termination of the partnership.

If two (2) employees (spouses or, for those entities who provide domestic partner coverage, domestic
partners) are covered under the Plan and the employee who is covering the dependent children
terminates coverage, the dependent coverage may be continued by the other covered employee with
no waiting period as long as coverage has been continuous.

a covered employee’s child(ren)

An employee’s child and the children of the employee’s spouse or children of a domestic partner (as
defined above). This includes natural child(ren), step-child(ren), foster child(ren), adopted child(ren),
or child(ren) placed with the employee for adoption. An employee’s child will be an eligible dependent
until reaching the limiting age of twenty-six (26) without regard to student status, marital status,
financial dependency, or residency status with the employee or any other person. Please refer to the
subsection entitled When Dependent Coverage Terminates, to determine when coverage will end once
the child reaches the applicable limiting age.

The phrase placed for adoption refers to a child whom a person intends to adopt, whether or not the
adoption has become final, who has not attained the age of eighteen (18) as of the date of such
placement for adoption. The term placed means the assumption and retention by such person of a legal
obligation for total or partial support of the child in anticipation of adoption of the child. The child
must be available for adoption and the legal process must have commenced.

a covered employee’s qualified dependents

The term qualified dependents shall include children for whom the employee is a legal guardian
substantiated by a court order.

To be eligible for dependent coverage under the Plan, a qualified dependent must be under the
limiting age of twenty-six (26) years. Please refer to the subsection entitled When Dependent Coverage
Terminates, to determine when coverage will end once a qualified dependent reaches the applicable
limiting age.

Any child of a plan participant who is an alternate recipient under a Qualified Medical Child Support
Order (QMCSO) shall be considered as having a right to dependent coverage under this Plan.

A participant of this Plan may obtain, without charge, a copy of the procedures governing QMCSO
determinations from the Plan Administrator.

The Plan Administrator may require documentation proving eligibility for dependent coverage,
including birth certificates, tax records, or initiation of legal proceedings severing parental rights.

a covered dependent child or qualified dependent who reaches the limiting age and is totally disabled,
incapable of self-sustaining employment by reason of mental or physical handicap, primarily dependent
upon the covered employee for support and maintenance and unmarried

The Plan Administrator may require, at reasonable intervals, continuing proof of the total disability
and dependency.

The Plan Administrator reserves the right to have such dependent examined by a physician of the Plan
Administrator’s choice, at the Plan’s expense, to determine the existence of such incapacity.
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Ineligible Dependent(s)

Unless otherwise provided in this plan document, the following are not considered eligible dependents:
1. other individuals living in the covered employee’s home, but who are not eligible as defined
2. the legally separated or divorced former spouse of the employee
3. any former domestic partner of the employee
4. any person who is on active duty in any military service of any country
NOTE: This provision does not apply to dependent children.
5. a person who is covered as an employee under the Plan

6. any other person not defined above in the subsection entitled Eligible Classes of Dependents

Restrictions on Elections

If a person covered under this Plan changes status from employee to dependent or dependent to employee,
and the person is covered continuously under this Plan before, during, and after the change in status, credit
will be given for deductibles and all amounts applied to maximums.

If both spouses are employees, their children will be covered as dependents of one (1) of the covered
employees, but not of both.

If an employee works for more than one (1) participating entity, he or she can only elect coverage under the
policy of one (1) participating entity. In addition, his or her dependents may only be covered under the same
policy as the employee.

Accumulators will transfer if a dependent changes from coverage under one parent employee to coverage
under another parent employee.

Eligibility Requirements for Dependent Coverage

Dependent coverage is available only if an eligible employee has enrolled for coverage. Eligible dependents will
have the same effective date as the eligible employee if they are included on the application at the time the
eligible employee first enrolls. If the employee and/or dependents do not enroll when first eligible, the
employee and/or dependents may only apply for coverage at the group's annual open enrollment period,
except as stated in Special Enrollment Provisions subsection or if court-ordered.

At any time, the Plan may require proof that a dependent qualifies or continues to qualify as a dependent as
defined by this Plan.

B. Enrollment

Enrollment Requirements

An employee must enroll for coverage for themselves and their dependents by completing the enrollment
process along with the appropriate payroll deduction authorization.

Enrollment Requirements for Newborn Children

Newborn children will be covered from the time of birth only if timely enrollment is received and required
contributions are authorized within thirty-one (31) days of the date of birth.

If the newborn child is not enrolled in this Plan on a timely basis, as defined in the subsection Timely
Enrollment, there will be no payment from the Plan and the parents will be responsible for all costs. You will
also have to wait until the next open enrollment period to add the child as a dependent.

C. Timely Enrollment

Timely Enrollment

The enrollment will be timely if the completed form is received by the Plan Administrator no later than thirty-
one (31) days after the person becomes eligible for the coverage, either initially or under a Special Enrollment
Period.
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Late Enrollment

An enrollment is late if it is not made on a timely basis or during a Special Enrollment Period. Late enrollees
and their dependents who are not eligible to join the Plan during the Special Enrollment Period may join only
during open enrollment.

The time between the date a late enrollee first becomes eligible for enrollment under the Plan and the first
day of coverage is not treated as a waiting period. Coverage begins July 1.

D. Special Enrollment Rights

Federal law provides special enrollment provisions under some circumstances. If an employee is declining
enrollment for himself or herself or his or her dependents (including his or her spouse) because of other health
insurance or group health plan coverage, there may be a right to enroll in this Plan if there is a loss of
eligibility for that other coverage (or if the employer stops contributing towards the other coverage). However,
a request for enrollment must be made within thirty-one (31) days after the coverage ends (or after the
employer stops contributing towards the other coverage).

In addition, in the case of a birth, marriage, registration of a domestic partnership, adoption, or placement for
adoption, there may be a right to enroll in this Plan. However, a request for enrollment must be made as
stated in the Qualifying Events Chart.

The special enrollment rules are described in more detail below. To request special enrollment, or obtain more
detailed information of these portability provisions, contact your Human Resources Department.

NOTE: Employees and eligible dependents who experience a special enrollment event during the benefit year
may not elect to move to a different plan option once enrolled.

E. Special Enrollment Period

Individuals that do not enroll in the Plan during their initial eligibility period because at the time they have
other creditable coverage, and then they subsequently lose that coverage as a result of certain events such as
termination of spouse’s employment, loss of eligibility for coverage, expiration of COBRA coverage, reduction
in the number of hours of employment, or employer contributions towards such coverage terminates, may now
enroll in this Plan. Enrollment in this Plan must be completed as stated within the Qualifying Events Chart.
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F. Qualifying Events Chart

This chart is only a summary of some of the permitted health plan changes and is not all-inclusive.

If changes are not made within the specified timeline, the eligible employee, and/or dependent will have to
wait until open enrollment to make any change in coverage.

Qualifying Event

Effective Date

Forms and Notification
Must be Received
Within:

You May Make the Following
Changes(s)

Marriage or registration
of a domestic partnership

Date of event

Thirty-one (31)
days of marriage

Enroll yourself, if applicable

Enroll your new spouse
and other eligible dependents

Divorce, legal separation,
or annulment

First of the month
following the date
of the event

Thirty-one (31) days of
the date of final divorce
decree or annulment

Coverage will terminate
for your spouse

Enroll yourself
and dependent child(ren)
if you, or they, were previously
enrolled in your spouse’s plan

Birth of your child

Date of event

Thirty-one (31)
days of birth

Enroll yourself

Enroll the newborn child

Adoption, placement for
adoption, foster child, or
legal guardianship of a child

Date of event

Thirty-one (31)
days of event

Enroll yourself

Enroll the newly adopted child

Your dependent child reaches
maximum age for coverage

First of the month
following the date
of the event

Notify within
thirty-one (31) days
of loss of eligibility

Coverage will terminate
for the child who lost eligibility
from your health coverage

Death of your spouse
or dependent child

Date of event

Sixty (60) days
of spouse’s or
dependent’s death

Coverage will terminate for the
dependent from your health coverage

A change in employment status
in employment classification or
work schedule for you, your
spouse, or dependent child

First of the month
following the date
of the event

Thirty-one (31) days of
change in employment
status classification

Enroll yourself, if your employment
change results in you being eligible
for a new set of benefits

Enroll your spouse and
other eligible dependents

Drop health coverage

Drop your spouse and other eligible
dependents from your health coverage

Change of residence or worksite
if change impairs ability to
access network providers

First of the month
following the date
of the event

Thirty-one (31) days of
change in employment
status classification

Enroll or drop coverage
for yourself, your spouse,
or covered dependent children

Significant change in or

cost of your or your spouse’s or
dependent’s health coverage due
to spouse’s or dependent’s
employment, including open
enrollment

First of the month
following the date
of the event

Thirty-one (31) days
of effective date of
change in coverage

Enroll yourself and
other eligible dependents

Significant change in benefits

First of the month
following the date
of the event

Thirty-one (31) days
of effective date of
change in coverage

Enroll yourself and
other eligible dependents
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Spouse or covered dependent
obtains coverage in another
group health plan

First of the month
following the date
of the event

Notify within
thirty-one (31) days
of gain of coverage

Drop coverage for yourself, your
spouse, or covered dependent children

Loss of other coverage, including
COBRA coverage

First of the month
following the date
of the event

Thirty-one (31) days
of the date of loss
of coverage

Enroll yourself, your spouse and
eligible dependent children

Spouse’s loss of coverage,
including COBRA coverage

First of the month
following the date
of the event

Thirty-one (31) days
of the date of loss
of coverage

Enroll your spouse and
eligible dependent children

Enroll yourself in a health plan if
previously not enrolled because you
were covered under your spouse’s plan

Eligibility for government-
sponsored plan, such as Medicare
(excluding the government-
sponsored Marketplace)

First of the month
following the date
of the event

Thirty-one (31) days
of eligibility date

Drop coverage for the person who
became entitled to Medicare,
Medicaid, or other eligible coverage

CHIP Special Enrollment -

loss of eligibility for coverage
under a state Medicaid or CHIP
program, or eligibility for state
premium assistance under
Medicaid or CHIP

First of the month
following the date
of the event

Sixty (60) days
of loss of eligibility
or eligibility date

Enroll yourself, if applicable

Add the person who
lost entitlement to CHIP

Drop coverage for the person
entitled to CHIP coverage

Qualified Medical Support Order
affecting a dependent child’s
coverage

First of the month
following receipt
of the notice

Thirty-one (31) days
of order

Enroll yourself, if applicable

Enroll the eligible child
named on QMCSO

G. Effective Date

Effective Date of Employee Coverage for Pinal County

An employee will be covered under this Plan as of the first of the month following thirty (30) days of active

employment.

Eligibility is contingent on both of the following:

1. proper enrollment has been made

(Employees who fail to complete proper enrollment will receive ‘Employee Only’ medical coverage in
the PPO Plan and basic life insurance for the remainder of the plan year. They will not be eligible to
change this coverage until the next open enrollment period.)

2. any required contributions have been authorized

Effective Date of Employee Coverage for Other Participating Entities

An employee will be covered under this Plan as of the first day of the calendar month following the date that
the employee satisfies all of the following:

1. the eligibility requirement

2. the active employee requirement

3. the enrollment requirements of the Plan

Active Employee Requirement

An employee must be an active employee (as defined by this Plan) for this coverage to take effect.

22




Effective Date of Dependent Coverage

A dependent’s coverage will take effect on the day that the eligibility requirements are met; the employee is
covered under the Plan; and all enrollment requirements are met.

H. Termination of Coverage

Rescission of Coverage

Coverage under the Plan may be rescinded (cancelled retroactively) if you or a covered dependent perform an
act, practice, or omission that constitutes fraud, or you make an intentional misrepresentation of material fact
as prohibited by the terms of the Plan. Coverage may also be rescinded for failure to pay required premiums or
contributions as required by the Plan. Coverage may be rescinded to your date of divorce if you fail to notify
the Plan of your divorce and you continue to cover your ex-spouse under the Plan. Coverage will be canceled
prospectively for errors in coverage or if no fraud or intentional misrepresentation was made by you or your
covered dependent. If coverage is to be terminated or voided retroactively for fraud or misrepresentation, the
Plan will provide at least thirty (30) days advance written notice of such action.

When Employee Coverage Terminates

Employee coverage will terminate on the earliest of these dates, except in certain circumstances, a covered
employee may be eligible for COBRA continuation coverage.

1. the date the Plan is terminated

2. the last day of the calendar month in which the covered employee ceases to be in one of the eligible
classes

This includes death or termination of active employment of the covered employee. It also includes an
employee on disability, or other leave of absence, unless the Plan or federal or state law specifically
provides for continuation during these periods.

3. the end of the period for which the required contribution has been paid if the charge for the next
period is not paid when due

For a complete explanation of when COBRA continuation coverage is available, what conditions apply and how
to select it, see the section entitled Continuation Coverage Rights under COBRA.

When Dependent Coverage Terminates

A dependent’s coverage will terminate on the earliest of these dates, except in certain circumstances, a
covered dependent may be eligible for COBRA continuation coverage.

1. the date the Plan or dependent coverage under the Plan is terminated

2. the date that the employee’s coverage under the Plan terminates for any reason including death

3. on the last day of the calendar month a covered spouse loses coverage due to loss of dependency status
4. on the end of the month that a person ceases to be a dependent as defined by the Plan
5

on the last day of the calendar month that a dependent child ceases to be a dependent as defined by
the Plan due to age as listed in the Eligible Classes of Dependents provisions

6. the end of the period for which the required contribution has been paid if the charge for the next
period is not paid when due

For a complete explanation of when COBRA continuation coverage is available, what conditions apply, and how
to select it, see the section entitled Continuation Coverage Rights under COBRA.

When Domestic Partner Coverage Terminates

For Participating Entities who elect to provide benefits to domestic partners ONLY

In addition to the reasons stated above concerning dependent spouses and children, a domestic partner and/or
the children of the domestic partner also lose eligibility for coverage on the earliest of these dates:

1. on the last day of the calendar month in which the domestic partner who is the eligible employee loses
coverage under this benefit Plan

2. on the last day of the calendar month in which the domestic partnership is terminated or dissolved

on the last day of the calendar month in which the group discontinues eligibility for domestic partners
and/or eligible children of the domestic partner
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I.  Continuation during Family and Medical Leave

Regardless of the established leave policies mentioned above, this Plan shall at all times comply with the
Family and Medical Leave Act of 1993 (FMLA) as promulgated in regulations issued by the Department of Labor.

During any leave taken under the Family and Medical Leave Act, the employer will maintain coverage under
this Plan on the same conditions as coverage would have been provided if the covered employee had been
continuously employed during the entire leave period.

If Plan coverage terminates during the FMLA leave, coverage will be reinstated for the employee and his or her
covered dependents if the employee returns to work in accordance with the terms of the FMLA leave.
Coverage will be reinstated only if the person(s) had coverage under this Plan when the FMLA leave started,
and will be reinstated to the same extent that it was in force when that coverage terminated.

J. Continuation during Periods of Employer-Certified Disability, Leave of Absence, or Layoff

A person may remain eligible for a limited time if active, full-time work ceases due to disability, leave of
absence, or layoff. For information regarding this continuance, please refer to your participating entity’s
employee handbook.

K. Continuation of Coverage for Certain Public Safety Employees

Pursuant to Arizona Revised Statute § 38-961, eligible Public Safety Employees who are injured while on duty,
to the extent that they cannot perform the functions of their position, may be eligible to continue their
coverage under this Plan on the same conditions and with the same coverage as an actively-at-work employee.
The Public Safety Employee must be receiving Workers’ Compensation benefits and meet established injury
standards as determined by the employer. Continuation of coverage will be offered for a period of six (6)
months.

L. Special Eligibility for Surviving Spouses and Surviving Unmarried Dependents of Certain Law
Enforcement Officers

Pursuant to Arizona Revised Statute § 38-1103, certain Surviving Spouses and Unmarried Dependents of Law
Enforcement Officers, as defined in Arizona Revised Statute § 38-1103(G)(2), who were killed in the line of
duty, or who died from injuries suffered in the line of duty, and who were enrolled in a Health Insurance
Program defined in Arizona Revised Statute § 38-1103(B) at the time the Law Enforcement Officer was killed in
the line of duty or died from injuries suffered in the line of duty, are eligible to continue obtaining coverage
under this Plan. Such eligibility ends for a surviving spouse under this section when they remarry, become
Medicare eligible, or die. Such eligibility ends for a surviving unmarried dependent when they turn twenty-six
(26) years of age.

The premium payable by the participating entity employer of the deceased Law Enforcement Officer is the
amount the employer of the deceased Law Enforcement Officer would pay for an active Law Enforcement
Officer for single or family coverage premium, whichever is applicable.

M. Rehiring a Terminated Employee

A terminated employee who is rehired will be treated as a new hire and be required to satisfy all eligibility and
enrollment requirements to the extent permitted by the terms of the Plan and applicable law.

N. Open Enrollment

Every year during the annual open enrollment period, covered employees and their covered dependents will be
able to change some of their benefit decisions based on which benefits and coverages are right for them.

Benefit choices made during the open enrollment period will become effective July 1 and remain in effect until
the next June 30 unless the employee qualifies for a Special Enrollment Period. To the extent previously
satisfied coverage waiting periods will be considered satisfied when changing from one benefit option under
the Plan to another benefit option under the Plan.
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A plan participant who fails to make an election during the open enrollment period may lose coverage. Each
employer determines whether an open enrollment period is considered active or passive. Since this can change

from year to year, please verify with your employer whether you need to make a new election during the open
enrollment period to avoid losing coverage.

Plan participants will receive detailed information regarding open enrollment from their employer.
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SECTION V—MEDICAL BENEFITS

Medical benefits apply when covered charges are incurred by a plan participant for care of an injury or
sickness and while the person is covered for these benefits under the Plan. Depending on your particular
benefit Plan, the service you receive and the provider you choose, you may have a balance bill, co-insurance,
deductible, or some combination of these payments. Each cost share type is explained below.

A.

Covered Medical Charges

Covered charges are the maximum allowable charges that are incurred for the following items of service and
supply. These charges are subject to the benefit maximums, limits, exclusions, and other provisions of this
Plan. A charge is incurred on the date that the service or supply is performed or furnished.

1.

Advanced Imaging. Charges for advanced imaging including: Computed Tomographic (CT) studies,
Coronary CT angiography, MRI/MRA, nuclear cardiology, nuclear medicine (including SPECT scans), and
PET scans. Charges include the readings of these medical tests/scans. Pre-certification is required.

Ambulance. Benefits will be provided for ground ambulance transportation from the site of an
emergency, accident, or acute illness to the nearest facility capable of providing appropriate
treatment. Air or water ambulance transportation to the nearest facility capable of providing
appropriate treatment when the emergency, accident, or acute illness occurs in an area inaccessible
by ground vehicles or transport by ground ambulance would be harmful to the plan participant’s
medical condition is covered. Medically necessary inter-facility ground or air ambulance transfer for
admission to the nearest acute care facility, extended active rehabilitation facility, or skilled nursing
facility when the transferring facility is unable to provide the level of service required. Inter-facility
transport is also available to a network hospital after you have been stabilized at a non-network
hospital. Services for chartered flights will not be covered by the Plan.

Note: Charges for services requested for an advance life support unit, when the patient is not
transported, will not be covered by the Plan.

Anesthetics. Includes anesthetic, intravenous injections, solutions, and administration of these items.

Autism Spectrum Disorder - Behavior Therapy Services. Behavioral therapy services for the
treatment of an Autism Spectrum Disorder are available for plan participants who have been diagnosed
with an Autism Spectrum Disorder. Covered behavioral therapy services must be delivered by a
provider who is licensed or certified, as required by law. Pre-certification is required.

Bariatric Surgery. Bariatric surgery may be considered eligible if the plan participant meets all of the
following criteria and the procedure is performed by network providers [The No Choice of Provider
provision does not apply to bariatric surgery. All providers (surgeons, assistant surgeons,
anesthesiologists, etc.) must be network providers.] at a network facility known to have an effective
program for doing such a surgery and a follow-up program:

a. The plan participant has been covered under the participating entity’s coverage for a
minimum of twenty-four (24) months immediately preceding the date of the procedure.

b. The plan participant is at least eighteen (18) years of age, is physically mature, and is not
older than sixty-five (65) years of age.

c. Two (2) separate physicians confirm, in writing, that the plan participant satisfies all of the
following:

i. is, and has been for two (2) or more years prior to the procedure, morbidly obese

ii. is an acceptable surgical interventional risk (i.e. he or she must otherwise be a good
surgical candidate)

iii. does not have a specifically correctable cause of obesity, such as a glandular or
endocrine problem

d. The plan participant provides evidence of physician documented compliance with a structured,
medically guided weight reduction program for at least six (6) months prior to the proposed
surgery and the plan participant has failed to maintain weight loss.

e. A licensed psychologist or psychiatrist, a dietitian, an exercise physiologist, and a surgeon have
confirmed, in writing, that the plan participant has met with them and the plan participant is

26



both physically and mentally prepared to undergo the proposed bariatric surgery and a
structured post-operative exercise, diet, and related follow-up program.

f. The plan participant provides written documentation, from a licensed psychologist or
psychiatrist, confirming the absence of a significant psychopathology that may limit the plan
participant’s understanding of the procedure, ability to comply with medical/surgical
recommendations, and post-surgery lifestyle changes necessary for the procedure to be
successful.

Benefits will not be provided for subsequent (repeat or revision) procedures to correct further injury or
illness resulting from the plan participant’s non-compliance with prescribed medical treatment follow-
up post-surgery.

Expenses which are medically necessary, in connection with services or supplies and surgical
procedures performed in connection with morbid obesity, will receive benefits as described in the
Schedule of Medical Benefits - HDHP Plan.

Please see the Defined Terms section of this document for a definition of morbid obesity.

The benefits payable for bariatric surgery, gastric bypass, or any other type of surgical weight loss
procedure are limited that such a plan participant is only eligible for such benefits once during their
lifetime.

Behavioral and Mental Health Services. Treatment of mental disorders and/or chemical
dependency/substance abuse. Coverage for mental health treatments are considered the same as
benefits provided for other medical conditions.

a. Outpatient Facility and Professional Services. Non-emergency outpatient behavioral and
mental health services are considered a covered charge. Those services include psychotherapy,
outpatient therapy services for chemical dependency or substance abuse, diagnostic office
visits, certain office visits for monitoring of behavioral health conditions or medications,
electroconvulsive therapy (ECT), and counseling for personal and family problems. Psychiatric
day treatment facilities are covered under this benefit when both of the following criteria are
met:

i. the services meet medical necessity criteria for the level of care
ii. upon utilization review approval and pre-certification

b. Inpatient. Pre-certification is required for non-emergency inpatient behavioral and mental
health admissions. Inpatient facility, residential treatment, and professional behavioral and
mental health services are covered. Benefits are available for inpatient behavioral and mental
health services that meet all of the following criteria:

i. the inpatient program is provided in a facility licensed to provide an inpatient level of
care

ii. the facility designated medical director is a psychiatrist or physician with behavioral or
mental health work experience and this person is in charge of the medical services at
the facility

iii. a behavioral or mental health medical practitioner is present at the facility or on-call
at all times to admit to the inpatient program and respond to the needs of patients

iv. the facility’s license requires 24/7 nursing coverage

v. the facility has sufficient behavioral or mental health professional staff to provide
appropriate treatment

vi. the services meet medical necessity criteria for an inpatient level of care

Refer to the Federal Notices section for the statement of rights under the Mental Health Parity and
Addiction Equity Act of 2008.

Blood. Non-replaced blood, blood plasma, blood derivatives, and their administration and processing.

Breastfeeding Support, Supplies, and Counseling. Comprehensive lactation support and counseling by
a trained provider during pregnancy and/or in the postpartum period, and costs for renting or
purchasing breastfeeding equipment. Breast pumps are limited to one (1) purchase per pregnancy.
Refer to Schedule of Medical Benefits for limitations.

27



10.

11.

12.

13.

14.

15.

16.

17.

Cardiac and Pulmonary Rehabilitation (Outpatient). Benefits are available for outpatient phase one
(1) and two (2) cardiac rehabilitation programs and pulmonary rehabilitation services.

Cataract Surgery. Benefits are available for the removal of cataracts. This includes the placement of a
single intraocular lens at the time of the cataract removal. Following surgery, benefits are available for
eyeglasses or external contact lenses, up to a $500 maximum per plan participant, per twelve (12)
month period. The eyeglasses or external contact lenses must be prescribed and purchased within
twelve (12) months of the surgery. The $500 benefit maximum will include any and/or all add-on
services including but not limited to tinting, coating, oversized lenses, and polish edges. Any
procedures associated with cataract surgery that are not included in this benefit description, including
replacement, piggyback, or secondary intraocular lenses, or any other treatments or devices for
refractive correction are not a benefit of the Plan.

Chemotherapy/Radiation. Radiation or chemotherapy and treatment with radioactive substances. The
materials and services of technicians are included.

Chiropractic. Charges for spinal manipulations for the correction of structural imbalance, distortion,
misalignment, or subluxation of or in the vertebral column, by manual or mechanical means, and the
necessary adjunctive modalities (including hot and cold therapy, etc.). Spinal manipulations rendered
by an MD or DO apply to the chiropractic maximum. Spinal manipulation while under anesthesia is not
covered. Spinal manipulations apply to the chiropractic benefit level.

Circumcision. Covered for newborns within eighteen (18) months of birth. If performed during an
office visit the office visit benefit applies.

Clinical Trials. This Plan will cover routine patient costs for a qualified individual participating in an
approved clinical trial that is conducted in connection with the prevention, detection, or treatment of
cancer or other life-threatening disease or condition and is federally funded through a variety of
entities or departments of the federal government, is conducted in connection with an investigational
new drug application reviewed by the Food and Drug Administration, or is exempt from investigational
new drug application requirements. Refer to the Medical Plan Exclusions subsection for a further
description and limitations of this benefit. Pre-certification is required.

Counseling. Family, marital, and group counseling services are covered when all of the following
criteria are met:

a. when performed by a network provider
b. when the counseling is provided for a covered charge
c. when the plan participant is present during the family/group counseling session

Dental Injury. Injury to or care of the mouth, teeth, gums and alveolar processes will be covered
charges under this plan only if that care is initiated within three (3) months following the injury and is
for the following oral surgical procedures:

a. emergency repair due to injury

b. surgery needed to correct accidental injuries to the jaws, cheeks, lips, tongue, floor and roof of
the mouth

Note: No charge will be covered under this Plan for dental and oral surgical procedures involving
orthodontic care of teeth, periodontal disease and preparing the mouth for fitting of or continued use
of dentures.

Pre-certification is required depending on type of service.

Dental Services Required for Medical Procedures. Pre-certification is required for non-emergency
inpatient admissions. Benefits are available for dental services which are required in order to perform
the medical services listed in this benefit. These dental services may either be part of the medical
procedure or may be performed in conjunction with and made medically necessary solely because of
the medical procedure.

Benefits are available for the following:
a. diagnostic services prior to planned organ or stem cell transplantation procedures

b. removal of teeth required for covered treatment of head and neck cancer or osteomyelitis of
the jaw

28



c. restoration of teeth made medically necessary because of the covered treatment of head and
neck cancer or osteomyelitis of the jaw

18. Diagnostic Testing.

19. Dialysis. If you are diagnosed with a condition requiring dialysis, you may be able to enroll in Medicare.
Upon beginning dialysis treatments, Medicare, if applicable, will coordinate benefits with the Plan as
the secondary payer for months four (4) through thirty-three (33) of the coordination period while you
are receiving dialysis treatments. The Plan will not enroll you in Medicare; it is your decision and your
responsibility to enroll in Medicare, if applicable.

20. Durable Medical Equipment (DME). To be eligible for coverage, DME must meet all of the following
criteria:

a. be designed for repeated medical use in the home setting
b. be specifically designed to improve or support the function of a body part
c. cannot be primarily useful to a person in the absence of an illness or injury

d. isintended to prevent further deterioration of the medical condition for which the equipment
has been prescribed

Benefits are available for DME rental, up to the purchase price, of the item and for DME repair or
replacement due to normal wear and tear caused by use of the item in accordance with the
manufacturer’s instructions or due to growth of a child. Delivery and set-up charges are not a payable
benefit under the Plan.

The following items will be considered under the DME benefit:

a. Compression and/or Jobst Stockings. Limited to four (4) units per benefit year per plan
participant.

b. Diabetic Supplies. The following diabetic supplies will be considered under the Durable
Medical Equipment (DME) provision of this Plan:

i. continuous blood glucose monitor
ii. insulin pump

For all other diabetic supplies coverage, refer to the Prescription Drugs Benefits section.

c. Sleep Apnea Oral Devices. When medically necessary.
21. Emergency Room. Charges for the following:

a. Emergency, professional, and facility services. Benefits are available for services needed to
treat an emergency.

b. Teletrauma Services. If a plan participant is receiving covered emergency services, benefits
may be available for teletrauma consultations between providers at the facility where the plan
participant is being treated and providers at certain Level 1 trauma centers. In order for
teletrauma services to be covered, the plan participant must be receiving emergency
treatment in a facility that is not equipped to handle that plan participant’s medical condition
and the treating providers must need the consultation to appropriately treat or stabilize the
plan participant. A teletrauma consultation may include telephonic or electronic
communications between providers and video presentation of the plan participant’s condition.
Both facilities must have certain equipment to facilitate the teletrauma communications.

For purposes of this benefit, trauma is defined as a physical wound or injury that results from a sudden
accident or violent cause and which, if not immediately treated, is likely to result in death, permanent
disability, or severe pain.

22. Foot Care. Treatment for the following foot conditions:

a. bunions, when an open cutting operation is performed when medically appropriate for
diabetes, neurological involvement, or peripheral vascular disease of the foot or lower leg

b. non-routine treatment of corns or calluses when medically appropriate for diabetes,
neurological involvement, or peripheral vascular disease of the foot or lower leg

c. toenails when at least part of the nail root is removed
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d.

any medically necessary surgical procedure required for a foot condition

23. Genetic/Genomic Testing and Counseling. Genetic/Genomic testing and counseling is covered as
required by federal law or in the following circumstances:

a.

C.

tests to determine sensitivity to FDA-approved drugs, such as the genetic test for warfarin
(blood thinning medication) sensitivity

the detection and evaluation of chromosomal abnormalities or genetically transmitted
characteristics in covered plan participants if all of the following conditions are met:

i. the testing method is considered scientifically valid for identification of a genetically-
linked heritable disease

ii. the covered individual displays clinical features/symptoms, or is at direct risk (family
history or first or second-degree relative) of developing the genetically linked heritable
disease/condition in question (pre-symptomatic)

iii. the results of the test will directly impact clinical decision-making, outcome, or
treatment being delivered to the covered individual

diagnostic genetic testing used to identify or rule out a specific genetic or chromosomal
condition when a particular condition or diagnosis for a patient is suspected based on physical
signs and symptoms

Pre-certification is required for genetic/genomic testing and counseling in excess of $1,000.

24. Hearing Aids. Charges for services or supplies in connection with hearing aids and implantable hearing
devices, including, but not limited to, cochlear implants and exams for their fitting. Benefits are
subject to the maximum shown in the Schedule of Benefits.

25. Home Health Care. Charges for home health care services and supplies are covered only for care and
treatment of an illness or injury when hospital or skilled nursing facility confinement would otherwise
be required. The diagnosis, care, and treatment must be certified by the attending physician and be
contained in a home health care plan.

Benefit payment for nursing, home health aide, and therapy services is subject to the Home Health
Care limit shown in the Schedule of Medical Benefits - HDHP Plan.

26. Home Infusion - Medication Administration Therapy. Pre-certification is required for services in
excess of $1,000 under this benefit. Benefits are available for the following home health and home
infusion medication administration therapy services:

a.

Home Infusion Medication Administration Therapy.
i. blood and blood components
ii. hydration therapy
iii. intravenous catheter care
iv. intravenous, intramuscular, or subcutaneous administration of medication
v. specialty injectable medications
vi. total parenteral nutrition

Enteral Nutrition (Tube Feeding) when it is the Sole Source of Nutrition. Sole source of
nutrition is defined as the inability to orally receive more than thirty (30) percent of daily
caloric needs. Home health visits will be covered only for the purpose of instructing the plan
participant or caregiver (not compensated by the Plan) to initiate and terminate the feeding,
unless the plan participant or caregiver cannot perform these tasks. If the plan participant or
caregiver cannot perform the tasks or no caregiver is available, the Plan will continue to cover
home health visits up to the benefit year maximum.

Home health and home infusion medication administration therapy services must meet all of
the following criteria:

i. alicensed home health care agency must provide the services

ii. a physician or Registered Nurse Practitioner must order the services pursuant to a
specific plan of home treatment for recovery from an illness or injury
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27.

28.

iii. services must be provided in the plan participant’s residence

iv. the plan participant or primary caregiver (not compensated by the Plan) must agree to
participate in the home plan of care by learning the techniques and performing the
procedures, for transition of care to the plan participant or primary caregiver

v. the physician or Registered Nurse Practitioner must regularly review the
appropriateness of the services [regularly means at least every thirty (30) days or more
frequently if appropriate under the treatment plan]

vi. the services must be for skilled nursing care, which is required to be provided by a
Licensed Practical Nurse (L.P.N.) or a Registered Nurse (R.N.) or another eligible
provider

Hospice Care. Hospice care services and supplies as an alternative to hospitalization for a terminally ill
plan participant. The hospice agency determines the required level of care, which is subject to the
medical necessity provision of the Plan. Once the plan participant selects the hospice benefit, the
hospice agency coordinates all of the plan participant’s health care needs related to the terminal
illness.

The plan participant’s physician must certify that the plan participant is in the later stages of a
terminal illness and prescribe hospice care, which must be provided by a state-licensed hospice agency
is necessary. The plan participant must meet the requirements of the hospice care plan. Benefits are
provided for the following hospice care services and supplies:

a. Bereavement Counseling. Sessions for covered family members following the death of a
terminally ill plan participant up to a lifetime maximum of $300 per plan participant.

b. Continuous Home Care. Twenty-four (24) hour skilled care provided by a physician during a
period of crisis, as determined by the hospice agency, in order to maintain the plan participant
at home, if the plan participant is receiving services in his or her home.

c. Inpatient Acute Care. Inpatient admission for pain control or symptom management, which
cannot be provided in the home setting.

d. Respite Care. Admission of the plan participant to an approved facility to provide rest to the
plan participant’s family or primary caregiver.

e. Routine Care. Intermittent visits provided by a member of the hospice team.

Hospital Care. The medical services and supplies furnished by a hospital or ambulatory surgical center
or a birthing center. Covered charges for room and board will be payable as shown in the Schedule of
Medical Benefits - HDHP Plan. Some inpatient facilities provide different levels of care within the same
facility (i.e.: acute inpatient, rehabilitation, skilled nursing, and hospice). If you move or transfer
between different levels of inpatient care, even within the same facility, your cost sharing amounts
will change to match your level of care. If you are moving to a level of care that requires pre-
certification, you will also need to obtain a new pre-certification for the different level of care. Pre-
certification is required prior to all elective or scheduled inpatient admissions. Covered charges
include:

a. room and board in a semi-private room, unless the hospital only has private rooms

If the hospital only has private rooms, only standard private rooms are covered (not deluxe).

i

blood transfusions, whole blood, blood components, and blood derivatives

charges for an intensive care unit stay and other special care units

diagnostic testing, including laboratory, pathology services, x-rays, and radiology services
general, spinal, and caudal anesthetic provided in connection with a covered charge
medications, biologicals, and solutions

operating, recovery, and treatment rooms and equipment for covered charges

oS w 0o a 0

radiation therapy or chemotherapy, except in conjunction with a non-covered transplant

.
.

facility and professional anesthesiologist

j. charges to perform dental services under anesthesia in an inpatient or outpatient facility due
to one (1) or more of the following concurrent or co-morbid conditions:
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29.

30.

31.

32.

33.

34.

35.

i. children five (5) years or younger who, in the opinion of the treating dental provider,
cannot be safely treated in the dental office

ii. mental retardation

iii. malignant hypertension

iv. senility or dementia

v. unstable cardiovascular condition
vi. uncontrolled seizure disorder

Intensive Care Unit. Charges for an intensive care unit stay. Pre-certification is required for
inpatient admissions.

Inpatient Detoxification. Benefits are available for medical observation and intervention to stabilize a
plan participant who has developed substance intoxication due to the ingestion, inhalation, or
exposure to one (1) or more substances. Pre-certification is required for non-emergency admissions.

Inpatient Rehabilitation Services - Extended Active Rehabilitation (EAR). An intense therapy program
provided in a facility licensed to provide extended active rehabilitation. This care is for patients who
require twenty-four (24) hour rehabilitation nursing and have the ability to achieve rehabilitation goals
in a reasonable period of time. Pre-certification is required.

Long-Term Acute Care (Inpatient). Specialized acute, medically complex care for patients provided in
a facility licensed to provide long term acute care. This care is for patients who require hospitalization
on an extended basis in a facility offering specialized treatment programs and aggressive clinical and
therapeutic interventions. Pre-certification is required.

Mastectomy Bras and Camisoles. Mastectomy bra and camisole purchases will be limited to two (2)
total items per plan participant per benefit year.

Maternity. Maternity benefits are available for covered charges related to pregnancy. This includes
certain screening tests such as prenatal ultrasounds, alpha-fetoprotein (AFP), rubella immunity,
Hepatitis B and HIV exposure, blood type, anemia, urinary tract disease or infections, sexually
transmitted diseases, and others as determined by the Plan. Certain tests, including some genetic
screenings, may not be covered. Please call the Third Party Administrator to confirm what tests are
covered prior to undergoing such testing. Charges for a planned home birth will not be considered a
covered benefit.

For the purpose of this benefit, the following definition applies:

Global Charge. A fee charged by the delivering provider that may include certain prenatal, delivery,
and postnatal services.

Note: Breastfeeding support, supplies, and counseling are also available without cost sharing when
services are received from a network provider. Breast pumps will be available without cost sharing for
over-the-counter and non-network purchases up to a maximum of $250. Breast pumps are limited to
one (1) per pregnancy.

The care and treatment of pregnancy for a dependent child is limited to certain preventive care
services. Refer to the Preventive Care provision or visit https://www.healthcare.gov/coverage/
preventive-care-benefits/ or http://www.uspreventiveservicestaskforce.org/BrowseRec/
Index/browse-recommendations.

Delivery and hospitalization stay may be subject to pre-certification if over the standards set forth in
the Newborns’ and Mothers’ Health Protection Act. Refer to the Federal Notices section for the
statement of rights under the Newborns’ and Mothers’ Health Protection Act for certain protections
mothers and newborns have regarding hospital stays.

Medical Foods for Inherited Metabolic Disorders. Benefits are available for medical foods to treat
Inherited Metabolic Disorders. These charges do not apply to the out-of-pocket limit.

For the purpose of this benefit, the following definitions apply:

a. Inherited Metabolic Disorder means a disease caused by an inherited abnormality of body
chemistry that meets all of the following requirements:

i. the disorder is one of the diseases tested under the newborn screening program
required under Arizona law (A.R.S. § 36-694)
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36.

37.

38.

39.

40.

ii. the disorder is such that an afflicted individual will need to consume medical foods
throughout life in order to avoid serious mental or physical impairment

iii. the disorder must involve amino acid, carbohydrate, or fat metabolism and have
medically standard methods of diagnosis, treatment and monitoring, including
quantification of metabolites in blood, urine, or spinal fluid or enzyme or DNA
confirmation in tissues as determined by the Plan

b. Medical foods means modified low protein foods and metabolic formulas that are all of the
following:

i. administered for the medical and nutritional management of a plan participant who has
limited capacity to metabolize foodstuffs or certain nutrients contained in the
foodstuffs or who has other specific nutrient requirements as established by medical
evaluation

ii. essential to the plan participant’s optimal growth, health, and metabolic homeostasis

iii. formulated to be consumed or administered through the gastrointestinal tract under
the supervision of an M.D., or D.O., physician, or a Registered Nurse Practitioner
(R.N.P.)

iv. processed or formulated to be deficient in one (1) or more of the nutrients present in
typical foodstuffs (metabolic formula only)

v. processed or formulated to contain less than one (1) gram of protein per unit of serving
(modified low protein foods only)

Medical Supplies. Benefits are available for the following medical supplies:

a. any device or supply required by applicable federal law

c

blood glucose monitors

diabetic injection aids and drawing-up devices
diabetic syringes and lancets

ostomy and urinary catheter supplies

peak flow meters

supplies associated with oxygen or respiratory equipment

S w o oo

test strips for glucose monitors and urine test strips
i. volume nebulizers

Midwife Services. Benefits for midwife services performed by a Certified Nurse Midwife (C.N.M.) who
is certified or licensed as such and acting within the scope of his or her license. This Plan will not
provide benefits for lay midwives or other individuals who become midwives by virtue of their
experience in performing deliveries. Please see Maternity benefit for home birth limitation.

Nutritional Counseling and Training. Intensive behavioral dietary counseling for adult plan
participants with hyperlipidemia and other known risk factors for cardiovascular and diet-related
chronic disease. Intensive counseling can be delivered by Primary Care Providers (PCP) or by referral to
other specialists, such as nutritionists or dietitians.

Orthognathic Surgery/LeFort Procedures. Orthognathic surgery which corrects jaw and oral relations
is a covered charge. Refer to the Schedule of Medical Benefits - HDHP Plan for specific limits regarding
this benefit. Pre-certification is required.

Outpatient Laboratory Services. Benefits are available for the following outpatient services:
a. blood transfusions, whole blood, blood components, and blood derivatives
b. diagnostic testing, including laboratory, and radiology services

c. outpatient surgery, which is defined as operative procedures and other invasive procedures
such as epidural injections for pain management and various scope procedures, such as
arthroscopies and colonoscopies

d. pre-operative testing
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41.
42.

43.

44,

45.

46.

e. radiation therapy or chemotherapy, unless performed in conjunction with a non-covered
transplant

Oxygen. Oxygen and its administration.
Physician Services. Benefits are available for the following:

a. general surgical procedures (including assistance at surgery) provided outside a physician’s
office

b. office, home, or walk-in clinic visits (urgent care facilities are not walk-in clinics)
c. inpatient medical visits
d. multiple surgical procedures that may be performed during a single operative session

In general, covered secondary procedures are reimbursed at reduced levels. Non-network
providers may balance bill you for secondary, incidental, or mutually exclusive procedures in
addition to the primary surgical procedure.

Charges for multiple surgical procedures will be a covered charge subject to the following
provisions:

i. If bilateral or multiple surgical procedures are performed by one (1) surgeon, benefits
will be determined based on the maximum allowable charge that is allowed for the
primary procedures; 50% of the maximum allowable charge will be allowed for each
additional procedure performed through the same incision. Any procedure that would
not be an integral part of the primary procedure or is unrelated to the diagnosis will be
considered incidental and no benefits will be provided for such procedures.

ii. If multiple unrelated surgical procedures are performed by two (2) or more surgeons on
separate operative fields, benefits will be based on the maximum allowable charge for
each surgeon's primary procedure. If two (2) or more surgeons perform a procedure
that is normally performed by one (1) surgeon, benefits for all surgeons will not exceed
the maximum amount allowed for that procedure.

iii. If an assistant surgeon is required, the assistant surgeon's covered charge will not
exceed 20% of the surgeon’'s maximum allowance.

Note: You may receive services in a physician’s office that incorporate services or supplies from a
provider other than your physician. If those services or supplies are rendered and billed by a provider
other than your physician, you will pay the cost sharing amount applicable to the billing provider, in
addition to the cost share amount for your office visit. Examples of services or supplies from another
provider include durable medical equipment from a medical supply company, specialty injectable
medications provided by a pharmacy, an x-ray reading by a radiologist, or tissue sample analysis by a
pathologist.

Pre-Admission Testing. Pre-admission testing includes diagnostic lab, x-rays, and EKG’s that you
obtain on an outpatient basis prior to your scheduled admission to the hospital. Ensure the hospital will
accept the results of these tests and not simply repeat them.

Pregnancy (Termination). Benefits are available for abortions when the treating provider certifies, in
writing, that the abortion is medically necessary in order to save the life of the mother or to avert
substantial and irreversible impairment of a major bodily function of the woman having the abortion.

Prenatal Testing. Services for prenatal diagnosis or congenital disorders of the fetus by means of
screening and diagnostic procedures will be provided the same as for any other condition during your
covered pregnancy. Such services must be medically necessary.

Preventive Care. Charges incurred by plan participants for wellness care such as routine physicals,
routine laboratory tests and x-rays, routine gynecological exams, routine mammograms, routine well
child care, required routine childhood immunizations, cancer screenings, bone density scans, flu shots,
and the like are limited under this section to those services eligible as a preventive service as defined
by the U.S. Preventive Service Task Force. The Plan covers these items as stated in the Schedule of
Medical Benefits - HDHP Plan:

a. Evidence-based Preventive Services. Evidence-based items or services that have in effect a
rating of A or B in the current recommendations of the United States Preventive Task Force
(the Task Force), except that for breast cancer screening, mammography, and prevention of
breast cancer, the recommendations of the Task Force issued in 2002 will be considered the
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47.

current recommendations until further guidance is issued by the Task Force or the Health
Resources and Services Administration.

Routine Vaccines. Immunizations that have in effect a recommendation from the Advisory
Committee on Immunization Practices of the Centers for Disease Control and Prevention.

Prevention for Children. For infants, children, and adolescents, evidence-informed preventive
care and screenings provided for in the comprehensive guidelines supported by the Health
Resources and Services Administration.

Prevention for Women. For women, such additional preventive care and screenings, not
otherwise addressed by the Task Force, as provided for in comprehensive guidelines supported
by the Health Resources and Services Administration. These services include coverage for
family planning, counseling, and contraceptives.

Contraceptive Coverage. Contraceptive services provided by a health care provider related to
voluntary female sterilization or contraception. Benefits include:

i. injections for birth control purposes

ii. diaphragm or cervical cap

iii. surgical implantation and removal of a contraceptive device
iv. Intrauterine Device (IUD)

v. surgical sterilization and related services

For contraceptive prescription medications and drugs, including birth control pills, patches,
and vaginal rings see Prescription Drugs Benefits section.

In administering this benefit, as technology changes medical policy or medical guidelines for these
services may be modified as appropriate.

The Plan will automatically be updated to reflect new recommendations to the preventive benefits
listed above at the schedule established by the Secretary of Health and Human Services.

For a detailed listing of preventive services, visit the following websites:

a.
b.
c.
d.

https://www.healthcare.gov/coverage/preventive-care-benefits/

http://www.uspreventiveservicestaskforce.org/BrowseRec/Index/browse-recommendations

https://www.irs.gov/pub/irs-drop/n-19-45.pdf

https://www.irs.gov/pub/irs-drop/n-04-23.pdf

Prosthetic Appliances and Orthotics. Benefits are available for the following:

a.

external or internal breast prostheses when needed as a result of a medically necessary
mastectomy

prosthetic appliances to replace all or part of the function of an inoperative or malfunctioning
body organ or to replace an eye or limb lost as a result of trauma or disease

orthotics (such as foot orthotics, collars, braces, or molds) to protect, restore, or improve
impaired bodily function

orthopedic shoes that are:
i. attached to a brace

ii. therapeutic shoes (depth inlay or custom-molded) along with inserts, for individuals
with diabetes

iii. in accordance with medical necessity criteria

Note: Benefits are limited to the allowed charge for the prosthetic appliance or orthotic base model.
The Medical Management Administrator will determine what is covered as the base model. Deluxe or
upgraded prosthetic appliances or orthotics may be eligible for coverage based upon medical necessity
criteria.
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48. Reconstructive Surgery and Services. Benefits are available for reconstructive surgery, which is
surgery performed to improve or restore the impaired function of a body part or organ resulting from
one (1) of the following:

49

50
51

52

53

54.

55.

56

57

a.

b
o
d.
e
f

congenital defects
illness and disease
injury and trauma
surgery

therapeutic intervention

Post-Mastectomy Services. Benefits are available, to the extent required by applicable state
and federal law, for breast reconstruction following a medically necessary mastectomy.
Benefits include:

i. all stages of reconstruction of the breast on which the mastectomy was performed
ii. surgery and reconstruction of the other breast to produce a symmetrical appearance

iii. post-operative implanted or external prostheses and treatment of physical
complications for all stages of the mastectomy, including lymphedema

Refer to the Federal Notices section for the statement of rights to surgery and prostheses
following a covered mastectomy under the Women’s Health and Cancer Rights Act of 1998

(WHCRA).

. Rehabilitation Therapies. Benefits are available for physical therapy, occupational therapy, and
speech therapy services. Aquatic therapy is covered when medically necessary. Refer to the Schedule
of Medical Benefits - HDHP Plan for specific limits regarding this benefit. Pre-certification is required

for services in excess of the visit limit. Wound debridement services do not apply toward the
Rehabilitation Therapy maximum and do not require pre-certification

. Respiratory Therapy.

. Routine Well Newborn Care. Routine well newborn care is care while the newborn is hospital-confined
after birth and includes room and board and other normal care for which a hospital makes a charge.

The newborn must be enrolled in a timely manner as an eligible dependent under this Plan. (Refer to
Eligibility, Effective Date, and Termination Provisions, Enrollment).

. Second Surgical Opinion. Benefits are available for a second surgical opinion the plan participant
voluntarily obtains before recommended surgery. Second opinions provide more information so that the
plan participant can make an informed decision about whether to have surgery or follow another
course of treatment.

. Skilled Nursing Facility (SNF). Benefits are available for inpatient skilled nursing facility services
provided in a facility licensed to offer skilled nursing services and those services meet the definition of
skilled nursing care. Skilled nursing services are provided by and under the supervision of qualified and
licensed professionals, such as a Licensed Practical Nurse (L.P.N.) or Registered Nurse (R.N.) and
provided at a level of complexity and sophistication requiring assessment, observation, monitoring,
and/or teaching or training to achieve the medically desired outcome. Pre-certification is required.

Sleep Disorders. Medically necessary care and treatment for sleep disorders. Pre-certification is
required.

Sterilization. Services for vasectomy or other voluntary sterilization procedures for male plan
participants. Female sterilization and family planning counseling is covered under the Preventive Care
provision of this Plan. The Plan does not cover the reversal of voluntary sterilization procedures,
including related follow-up care.

. Surgery. Benefits for the treatment of illnesses and injuries including fractures and dislocations are
covered for the surgeon, assistant surgeon, anesthesiologist, and surgical supplies.

. Teladoc Services. Teladoc services are available, including:

a.

Prescriptions may be provided through a Teladoc consultation. When you go to your pharmacy
of choice to pick up your prescription, you may use your health/prescription insurance card to
help pay for the medication. You will be responsible for the co-payment/co-insurance based on
the type of medication and your Plan benefits.
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58.

59.

60.

61.

b. Teladoc provides medical care related to routine medical issues only as defined by the Teladoc
service. Psychiatric and dental care needs are not provided through this service.

Temporomandibular Joint Disorders (TMJ). Benefits for medical services for treatment of
temporomandibular joint disorders. Refer to the Schedule of Medical Benefits - HDHP Plan for specific
limits regarding this benefit.

Transplants - Organ, Tissue, or Bone Marrow Transplants and Stem Cell Procedures. Services and
supplies that are incurred for care and treatment due to an organ, tissue, or bone marrow transplants
and stem cell procedures are subject to the limits located in the Transplant Program section. Pre-
certification is required.

Urgent Care. Urgent care means treatment for conditions that require prompt medical attention, but
are not emergencies. No matter what the circumstances, if you obtain urgent care services at a
hospital or a hospital’s on-site urgent care department, you will be responsible for the applicable
emergency room co-pay.

X-Rays. Diagnostic x-rays.
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B. Maedical Plan Exclusions

The following list is intended to give you a general description of expenses for services and supplies not
covered by the Plan. Items that are not listed as excluded may be considered based on medical necessity,
standard of care, and medical appropriateness. This list is not exhaustive.

Note: All exclusions related to prescription drugs are shown in the Prescription Drug Benefits section.

1.

10.
11.

12.

13.
14.

15.

Abortion. Non-spontaneous, medically-induced abortions (by surgical or non-surgical means), except
as stated in this Plan.

Activity Therapy. Activity therapy and milieu therapy, including community immersion, integration,
home independence, and work re-entry therapy; and any care intended to assist an individual in the
activities of daily living; and any care for comfort and convenience, except for limited hospice
benefits.

Acupuncture.

Alcohol. Services, supplies, care, or treatment to a plan participant for an injury or illness from taking
part in any activity made illegal due to the use of alcohol. Expenses will be covered for injured plan
participants other than the person partaking in any activity made illegal due to the use of alcohol and
expenses may be covered for substance abuse treatment as specified in this Plan.

Alternative Medicine. Includes non-traditional and alternative medical therapies; interventions;
services, and procedures not commonly accepted as part of allopathic curriculum and practices;
naturopathic and homeopathic medicine; diet therapies; massage therapy, and aromatherapy.

Armed Forces. Services or supplies furnished, paid for, or for which benefits are provided or required
by reason of past or present service of any plan participant in the armed forces of a government.

Athletic Training.

Before or After Eligibility. Services, supplies, or accommodations provided prior to the plan
participant’s effective date or after the termination of coverage.

Behavioral Services. The following services or supplies are excluded under this Plan:

a. development of a learning plan and treatment and education for learning disabilities (such as
reading and arithmetic disorders)

i

services related to developmental delay

IQ testing

lifestyle education and management services, except as required by law
neurofeedback

neuropsychological and cognitive testing

partial hospitalization

D w 0 o 0

inpatient and outpatient facility charges for services provided by the following: group homes,
wilderness programs, boarding schools, halfway houses, assisted living centers, shelters, or
foster homes

Bio Feedback and Hypnotherapy.

Body Art, Piercing, and Tattooing. Services related to body piercing, cosmetic implants, body art,
tattooing, and any related complications. This exclusion does not apply to breast reconstruction
following a medically necessary mastectomy or needed for radiation treatment.

Bone Marrow. Benefits in connection with harvesting and reinfusion of bone marrow for the treatment
of an illness, except as otherwise specifically provided herein.

Cardiac Rehabilitation. Cardiac rehabilitation phase three (3) and phase four (4).

Certain Types of Facility Charges. Inpatient and outpatient facility charges for treatment provided by
the following facilities: group homes, wilderness programs, boarding schools, halfway houses, assisted
living centers, shelters, or foster homes.

Chartered Flights.
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16.
17.

18.

19.

20.
21.
22.

23.
24,

25.
26.

27.

28.

29.

Chelation Therapy. Except for lead poisoning.
Clinical Trials. The following items are excluded from approved clinical trial coverage under this Plan:
a. theinvestigational item, device, or service, itself

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

C. a service that is clearly inconsistent with widely accepted and established standards of care for
a particular diagnosis

If one (1) or more participating providers do participate in the approved clinical trial, the qualified
plan participant must participate in the approved clinical trial through a participating, network
provider, if the provider will accept the plan participant into the trial.

The Plan does not cover routine patient care services that are provided outside of this Plan’s health
care provider network unless non-network benefits are otherwise provided under this Plan.

Cognitive and Vocational Therapy. Services related to improving cognitive functioning (i.e., higher
brain functions), reinforcing or re-establishing previously learned thought processes, compensatory
training, sensory integrative activities, and services related to employability.

Complications from a Non-Covered Service. Complications and consequences, whether immediate or
delayed, arising from any condition or service not covered under this Plan.

Computer Speech Training, Therapy Programs, and Devices.
Cord Blood. Harvesting and storage of umbilical cord blood.

Cosmetic Services and Related Complications. Surgery and any related complications, procedures,
treatment, office visits, consultations, and other services for cosmetic purposes. This exclusion does
not apply to breast reconstruction following a medically necessary mastectomy.

Counseling. Counseling and behavioral modification services, except as stated in this Plan.

Court-Ordered Services. Court-ordered testing, treatment, and therapy, unless such services are
otherwise covered under this Plan.

Custodial Care. Services or supplies provided mainly as a rest cure, maintenance, or custodial care.
Dental Care. Normal dental care benefits, including:

a. dental and orthodontic services

b. placement or replacement of crowns, bridges, or implants

c. any fixed dental reconstruction of the teeth

d. orthodontics

e. extractions of teeth

f. dentures and procedures associated with the fitting of dentures

g. vestibuloplasty
h. surgical orthodontics

Dietary and Nutritional Supplements. All dietary, caloric, and nutritional supplements, such as
specialized formulas for infants, children, or adults or other special foods or diets, even if prescribed,
except as stated in this Plan.

Error. Any charge for care, supplies, treatment, and/or services that are required to treat injuries that
are sustained or an illness that is contracted, including infections and complications, while the plan
participant was under, and due to, the care of a provider wherein such illness, injury, infection, or
complication is not reasonably expected to occur. This exclusion will apply to expenses directly or
indirectly resulting from the circumstances of the course of treatment that, in the opinion of the Plan
Administrator, in its sole discretion, unreasonably gave rise to the expense.

Excess Charges. Any charge for care, supplies, treatment, and/or services that are not payable under
the Plan due to application of any Plan maximum or limit or because the charges are in excess of the
maximum amount, or are for services not deemed to be reasonable or medically necessary, based upon
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30.

31.

32.

33.

34.

35.

36.

37.

38.

39.
40.

41.

the Plan Administrator’s determination as set forth by and within the terms of this document. The part
of an expense for care and treatment of an injury or illness that is in excess of the maximum amount.

Exercise Programs. Exercise programs or gym memberships for treatment of any condition, except for
physician-supervised cardiac rehabilitation, pulmonary rehabilitation, occupational, or physical therapy
if covered by this Plan.

Experimental/Investigational. Care and treatment that is experimental/investigational. This exclusion
shall not apply if the charge is for routine patient care for costs incurred by a qualified individual who
is a participant in an approved clinical trial.

Eye Care. Unless stated otherwise in the Plan the following are excluded:
a. orthoptics (eye muscle exercises), orthoptic therapy, vision training, or subnormal vision aids
b. all types of refractive keratoplasties

c. any other procedures, treatments, and devices for refractive correction, even when performed
in conjunction with a medical diagnosis

d. eyeglasses, contact lenses, and other eyewear
e. vision examinations for fitting of eyeglasses and contact lenses, except as stated in this Plan

This provision only applies to the extent such services are not covered as a benefit under the Routine
Preventive Care provisions found in the Schedule of Medical Benefits - HDHP Plan.

Family History Diagnosis. Any testing performed on a plan participant who does not have a specific
diagnosis, acute signs, or symptoms of a condition, or disease for which the test is being performed but
has only a family history for the disease or condition. This exclusion does not apply to the exams
permitted under the Routine Preventive Care provision found in the Schedule of Medical Benefits -
HDHP Plan.

Fees. Fees other than for medically appropriate, in-person, direct member services, except as stated
in this Plan. Fees for concierge medicine services are also excluded under this Plan.

Fertility and Infertility Services. Services to improve or achieve fertility (ability to conceive) or to
diagnose and treat infertility (inability to conceive).

Foods and Formulas. The following food and formula service or supplies are excluded under this Plan:
a. foods and beverages that are naturally low in protein or galactose

b. foods and formulas available for purchase without a prescription or order from an M.D. or D.O.
physician or Registered Nurse Practitioner (R.N.P.)

c. foods and formulas that do not require supervision by an M.D., D.O., physician, or a R.N.P.

d. medical food benefits are not available for any condition not included in the newborn screening
program, such as lactose intolerance without a diagnosis of Galactosemia

e. spices and flavorings

Foot Care. Services for routine, palliative, or cosmetic foot care, including trimming of nails or
treatment of corns and calluses, except when medically necessary for diabetes, neurological
involvement, or peripheral vascular disease of the foot or lower leg. Services for treatment of flat feet,
weak feet, and fallen arches. Arch supports may be covered when medically necessary for diabetes,
neurological involvement, or peripheral vascular disease of the foot or lower leg.

Foreign Travel. Expenses for planned and/or routine services received or supplies purchased outside
the United States, including services rendered on a cruise ship, even if travel outside the United States
is for the purpose of treatment, except services provided in a medical emergency.

Gene Therapy.

Genetic and Chromosomal Testing and Screening. Genetic and chromosomal testing of an individual
who is asymptomatic, unaffected, or not displaying signs or symptoms of a disorder for which the test
or screening is performed, except amniocentesis and as required under applicable federal law or as
specified herein. The Plan specifically excludes genetic testing for pre-parental genetic testing, pre-
implantation genetic diagnosis, home genetic test kits, and services that are not medically necessary.

Government Coverage. Care, treatment, or supplies furnished by a program or agency funded by any
government. This exclusion does not apply to Medicaid, a Veteran’s Administration facility, or when
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42.
43.
44,

45.
46.

47.

48.

49.

50.

51.

52.

53.

54.
55.

56.
57.

58.

59.

otherwise prohibited by applicable law. If a plan participant receives services in a U.S. Department of
Veterans Affairs Hospital or Military Medical Facility on account of any other condition that is not a
military service-related illness or injury, benefits are covered by the Plan to the extent those services
are medically necessary and the charges are within this Plan’s maximum allowable charge.

Growth Hormones. Refer to Prescription Drug Benefits section.

Habilitation Services.

Hair Loss. Care and treatment for hair loss including wigs, hair transplants, or any drug that promises
hair growth, whether or not prescribed by a physician, except for wigs for plan participants diagnosed
with alopecia resulting from illness or injury.

Health Records. Charges associated with the preparation, copying, or production of health records.

Hearing Services. Routine hearing exams, except for hearing screenings included in a physical exam
covered under the Routine Preventive Care benefit. Aural therapy services in connection with
implantable hearing devices. Diagnostic hearing tests related to a medical condition identified by a
physician are covered as any other service.

Home Visits. When a provider visits the home for covered services, commonly known as a ‘house call.’
This is separate from home health care and therapy done in the home.

Hospice Care. Services including pastoral or spiritual counseling; services performed by a family
member or volunteer workers; homemaker or housekeeping services; food services (such as Meals on
Wheels); legal and financial counseling services; and services or supplies not included in the hospice
care plan or not specifically set forth as a hospice benefit.

Hospital Employees. Professional services billed by a physician or nurse who is an employee of a
hospital or skilled nursing facility and paid by the hospital or facility for the service.

Hospital Services. Hospital services when hospitalization is primarily for diagnostic studies or physical
therapy when such procedures could have been done adequately and safely on an outpatient basis.

Illegal Acts. Any charges for care, supplies, treatment, and/or services received for any injury or
illness which is incurred while taking part or attempting to take part in an illegal activity, including but
not limited to misdemeanors and felonies. It is not necessary that an arrest occur, criminal charges be
filed, or, if filed, that a conviction result. Proof beyond a reasonable doubt is not required to be
deemed an illegal act.

lllegal Drugs or Medications. Services, supplies, care, or treatment to a plan participant for injury or
illness resulting from that plan participant’s voluntary taking of or being under the influence of any
controlled substance, drug, hallucinogen, or narcotic not administered on the advice of a physician.
Expenses will be covered for injured plan participants other than the person using the controlled
substance.

Impotence. Care, treatment, services, supplies, or medication in connection with treatment for
impotence.

Lodging and Meals. Lodging and meals, except as stated in this Plan.

Maintenance Services. Services rendered after a plan participant has met functional goals; services
rendered when no objectively measurable improvement is reasonably anticipated, services to prevent
regression to a lower level of function, services to prevent future injury and services to improve or
maintain posture.

Manipulation of the Spine Under Anesthesia.

Medicare. Any charge for benefits that are provided, or which would have been provided had the plan
participant enrolled, applied for, or maintained eligibility for such care and service benefits, under
Title XVIII of the Federal Social Security Act of 1965 (Medicare), including any amendments thereto, or
under any Federal law or regulation, except as provided in the sections entitled Coordination of
Benefits and Medicare.

Medications Dispensed in Certain Settings. Prescription medications given to the plan participant, for
the plan participant’s future use, by any person or entity that is not a licensed pharmacy, home health
care agency, specialty pharmacy, or hospital emergency room.

Methadone Clinic. Methadone clinics are not covered. Methadone treatment is only covered as part of
detoxification under the Substance Use Disorder benefit.
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60.

61.

62.

63.

64.

65.

66.

67.

68.

69.

70.

71.

72.

73.

74.

Milieu Therapy. A treatment program based on manipulation of the plan participant’s environment for
their benefit. Activity therapy, milieu therapy, and any care primarily intended to assist the plan
participant in the activities of daily living are excluded under this Plan.

Negligence. Care and treatment of an injury or illness that results from activity where the plan
participant is found by a court of competent jurisdiction and/or a jury of his or her peers to have been
negligent in his or her actions, as negligence is defined by the jurisdiction where the activity occurred.

No Charge. Care and treatment for which there would not have been a charge if no coverage had been
in force.

No Legal Obligation. Any charge for care, supplies, treatment, and/or services that are provided to a
plan participant for which the provider of a service customarily makes no direct charge, or for which
the plan participant is not legally obligated to pay, or for which no charges would be made in the
absence of this coverage, including but not limited to fees, care, supplies, or services for which a
person, company or any other entity except the plan participant or this benefit Plan, may be liable for
necessitating the fees, care, supplies, or services.

No Physician Recommendation. Care, treatment, services, or supplies not recommended and
approved by a physician or treatment, services, or supplies when the plan participant is not under the
regular care of a physician. Regular care means ongoing medical supervision or treatment which is
appropriate care for the injury or illness.

Non-Compliance. All charges in connection with treatments or medications which were directly caused
by and attributed to the patient’s non-compliance with or discharge from a hospital or skilled nursing
facility against medical advice.

Non-Emergency Hospital Admissions. Care and treatment billed by a hospital for non-medical
emergency admissions on a Friday or a Saturday. This does not apply if surgery is performed within
twenty-four (24) hours of admission.

Non-Medical Expenses. Expenses such as those for preparing medical reports or itemized bills, sales
tax, services for telephone consultations (except as outlined in the Emergency Room, Teletrauma
benefit or the Teladoc Services benefit), or expenses for failure to keep a scheduled visit or
appointment.

Non-Prescription Medication. Drugs and supplies not FDA approved, experimental drugs, including
those labeled “Caution: Federal law prohibits dispensing without prescription” and prescription
medications related to health care services which are not covered under this Plan. Services and
supplies that are required by this Plan to have a prescription and are not prescribed by a physician or
other provider licensed to prescribe.

Not Actually Rendered. Any charge for care, supplies, treatment, and/or services that are not actually
rendered.

Not Medically Necessary. Any charge for care, supplies, treatment, and/or services that are not
medically necessary.

Occupational or Workers’ Compensation. Charges for care, supplies, treatment, and/or services for
any condition, illness, injury, or complication thereof arising out of or in the course of employment
including self-employment, or an activity for wage or profit. If you are covered as a dependent under
this Plan and you are self-employed or employed by an employer that does not provide health benefits,
make sure that you have other medical benefits to provide for your medical care in the event that you
are hurt on the job. In most cases Workers’ Compensation insurance will cover your costs, but if you do
not have such coverage, fail to file, or receive a denial for failure to file timely, you may end up with
no coverage at all.

Over-the-Counter Items. Medications, devices, equipment, and supplies that are lawfully obtainable
without a prescription, except as stated in this Plan.

Personal Comfort Items. Services intended primarily for assistance in daily living, socialization,
personal comfort, convenience, and other non-medical reasons.

Personal Injury Insurance. Expenses in connection with an automobile accident for which benefits
payable hereunder are or would be otherwise covered by mandatory no-fault auto insurance or any
other similar type of personal injury insurance required by state or federal law, without regard to
whether or not the plan participant actually had such mandatory coverage. This exclusion does not
apply if the injured person is a passenger in a non-family owned vehicle or a pedestrian.
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75.

76.

77.
78.

79.

80.

81.

82.

83.
84.

85.

86.

87.

88.
89.
90.

91.

92.

93.
94.

Physical Examinations, Tests for Employment, Sports, and Administrative Purposes. Expenses for
physical examinations and testing required for employment, government or regulatory purposes,
insurance, or by any third party. This exclusion does not apply to the exams permitted under the
Routine Preventive Care provision in the Schedule of Medical Benefits - HDHP Plan, or under applicable
law.

Prescription Drugs. Prescription drugs charges covered under the Prescription Drug Benefits, other
than those covered in a physician’s office or inpatient admission.

Private Duty Nursing. Charges in connection with care, treatment, or services of a private duty nurse.

Prohibited by Law. Any charge for care, supplies, treatment, and/or services to the extent that
payment under this Plan is prohibited by law.

Repair or Replacement of Durable Medical Equipment (DME). The following services or charges:
a. charges for continued rental of a DME item after the purchase price is reached
b. repair costs that exceed the replacement cost of the DME item

c. repair or replacement of DME items lost or damaged due to neglect or use that is not in
accordance with the manufacturer’s instructions or specifications

Self-Inflicted. Any loss due to an intentionally self-inflicted injury. This exclusion does not apply to a
victim injured as a result of an act of domestic violence or an injury resulting from a medical (including
both physical and mental health) condition.

Services for Idiopathic Environmental Intolerance. Services associated with environmental
intolerance from unknown causes (idiopathic), multiple chemical sensitivity, the diagnosis or treatment
of environmental illness (clinical ecology) such as chemical sensitivity, or toxicity from exposure to
atmospheric or environmental contaminants, pesticides, or herbicides

Services from a Family Member. Services delivered by an eligible provider who is a member of your
immediate family. Immediate family members are: parents, siblings, children, step-parents, step-
children, spouses, grandparents, grandchildren, and any of the preceding individuals related to the
member by marriage. When a provider is also the plan participant, services rendered by that provider
for himself or herself are also excluded from coverage.

Sexual Dysfunction. Services for sexual dysfunction, regardless of the cause.

Sleep Disorders. Care and treatment for sleep disorders unless deemed medically necessary. Under no
circumstance is an at home sleep study covered under this Plan.

Spinal Decompression or Vertebral Axial Decompression Therapy.

Strength Training. Services primarily designed to improve or increase fitness, strength, or athletic
performance, including strength training, cardiovascular endurance training, fitness programs, and
strengthening programs, except as stated in this Plan.

Subrogation, Reimbursement, and/or Third Party Responsibility. Any charges for care, supplies,
treatment, and/or services of an injury or illness not payable by virtue of the Plan’s subrogation,
reimbursement, and/or third party responsibility provisions.

Surgical Sterilization Reversal. Care and treatment for reversal of surgical sterilization.
Surrogate Pregnancy. Charges for services related to surrogate pregnancy.

Transplants. Transplants and related services not pre-certified. Also see the Transplant Program
section.

Transsexual Treatment. Surgery, medications, and all related services.

Travel or Accommodations. Charges for travel, transportation, or accommodations, whether or not
recommended by a physician, except for ambulance charges as defined as a covered charge and the
limited travel benefits described in the Transplant Program.

War. Any loss that is due to a declared or undeclared act of war.

Weight Loss and/or Obesity. Expenses for care, treatment, supplies, instruction, or activities for
weight reduction, weight control, weight loss programs, or physical fitness, even if such services are
performed or prescribed by a physician; weight control drugs, supplies, supplements, or substances; or
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surgery. This exclusion only applies to the extent such services are not covered under the Routine
Preventive Care provision, or as stated in this Plan under the Bariatric Surgery benefit.
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SECTION VI—HEALTH CARE MANAGEMENT PROGRAM

The Health Care Management Program consists of several components to assist plan participants in staying
well: optimal management of chronic conditions, and provisions of support and service coordination during
times of acute or new onset of a medical condition.

The scope of the Health Care Management Program consists of the following components (each of which will be
further discussed in the section):

1. Utilization Review
2. Concurrent Review and Discharge Planning

3. Case Management

A. Utilization Review

Utilization Review is a program designed to help insure that all plan participants receive necessary and
appropriate health care while avoiding unnecessary expenses.

The purpose of the program is to determine what services are medically necessary and eligible for payment by
the Plan. This program is not designed to be the practice of medicine or to be a substitute for the medical
judgment of the attending physician or other health care provider.

If a particular course of treatment or medical service is not pre-certified, it means that either the Plan will not
pay for the charges, or the Plan will not consider that course of treatment as medically necessary and
appropriate for the maximum reimbursement under the Plan. The patient is urged to review why there is a
discrepancy between what was requested and what was certified before incurring charges.

The attending physician does not have to obtain pre-certification from the Plan for prescribing a maternity
length of stay that is forty-eight (48) hours or less for a vaginal delivery or ninety-six (96) hours or less for a
cesarean delivery.

Your employer has contracted with AmeriBen Medical Management in order to assist you in determining
whether or not proposed services are appropriate for reimbursement under the Plan. The program is not
intended to diagnose or treat medical conditions, guarantee benefits, or validate eligibility.

Elements of the Utilization Review Program

The program consists of:

1. Pre-Certification. Review of the medical necessity for non-emergency services before medical and/or
surgical services are provided.

2. Retrospective Review. Review of the medical necessity of the listed services provided on an
emergency basis.

3. Concurrent Review. Ongoing assessment of the health care as it is being provided, especially, but not
limited to, inpatient confinement in a hospital or covered medical care facility (based on the admitting
diagnosis, of the listed services requested by the attending physician).

4. Discharge Planning. Certification of services and planning for discharge from a medical care facility or
cessation of medical treatment.

Note: If there is an emergency admission to the medical care facility the plan participant, participant’s family
member, medical care facility, or attending physician must contact American Health Group (AHG) within forty-
eight (48) hours of the first business day after the admission.

What Services Must Be Pre-Certified (Approved Before they are Provided)

The provider, patient, or family member must call the Medical Management Administrator to receive
certification of certain health care management services. This call must be made at least forty-eight (48) hours
in advance of services being rendered or within forty-eight (48) hours after an emergency.

Any reduced reimbursement due to failure to follow cost management procedures will not accrue toward
the 100% maximum out-of-pocket payment.

The following services must be pre-certified before the services are provided:

1. inpatient pre-admission certification and continued stay reviews (all ages, all diagnoses)
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10.
11.

12.
13.

14.

15
16

a. surgical and non-surgical (excluding routine vaginal or cesarean deliveries)
b. long term acute care facility (LTAC), not custodial care
c. skilled nursing facility/rehabilitation facility

d. inpatient mental health/substance abuse treatment (includes residential treatment facility
services)

The attending physician does not have to obtain pre-certification from the Plan for prescribing a
maternity length of stay that is forty-eight (48) hours or less for a vaginal delivery or ninety-six (96)
hours or less for a cesarean delivery.

inpatient and outpatient surgery including pain management injections (excluding office surgeries and
screening colonoscopies)

advanced imaging - Computed Tomographic (CT) studies, Coronary CT angiography, MRI/MRA, nuclear
cardiology, nuclear medicine (including SPECT scans), and PET scans (excluding services rendered in an
emergency room setting)

outpatient rehabilitation services (physical therapy, occupational therapy, and speech therapy) in
excess of twenty (20) visits per benefit year per therapy type

chemotherapy drugs/infusions and radiation treatments for oncology diagnoses
home health care services and supplies

transplant (other than cornea), including, but not limited to, kidney, liver, heart, lung, pancreas, and
bone marrow replacement to stem cell transfer after high-dose chemotherapy

orthotics/prosthetics in excess of $1,000 purchase price
durable medical equipment in excess of $1,000 (purchase price only)
genetic/genomic testing (excluding amniocentesis)

clinical trial that is conducted in relation to the prevention, detection, or treatment of cancer or other
life-threatening disease or condition

This Plan does not cover clinical trials related to other diseases or conditions. Refer to the Medical
Benefits section of this document for a further description and limitations of this benefit.

non-emergent air ambulance

intensive outpatient program in excess of twenty (20) visits per benefit year, for mental health and
substance abuse treatment

specialty infusion/injectable medications over $1,000 per infusion/injection which are covered under
the medical benefits and not obtained through the Prescription Drug Benefits (i.e. provided in an
outpatient facility, physician’s office, or home infusion)

behavioral therapy services for treatment of autism spectrum disorders

dental services required for medical procedures

In order to maximize Plan reimbursements, please read the following provisions carefully.

B. How to Request Pre-Certification

Before a plan participant enters a medical care facility on a non-emergency basis or receives other listed
medical services, the Medical Management Administrator will, in conjunction with the attending physician,
certify the care as medically necessary for Plan reimbursement. A non-emergency stay in a medical care
facility is one that can be scheduled in advance.

The Utilization Review program is set in motion by a telephone call from, or on behalf of, the plan participant.
Contact the Medical Management Administrator, AmeriBen Medical Management, at 1-855-778-9053 at least
forty-eight (48) hours before services are scheduled to be rendered with the following information:

1.
2.
3.

the name of the plan participant and relationship to the covered employee
the name, employee identification number, and address of the covered employee

the name of the employer
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4. the name and telephone number of the attending physician
5. the name of the medical care facility, proposed date of admission, and proposed length of stay
6. the proposed medical services

If there is an emergency admission to the medical care facility the plan participant, participant’s family
member, medical care facility, or attending physician must contact AmeriBen Medical Management within
forty-eight (48) hours of the first business day after the admission.

The Medical Management Administrator will determine the number of days of medical care facility
confinement or use of other listed medical services authorized for payment. Failure to follow this procedure
will reduce reimbursement received from the Plan.

Warning: Obtaining pre-certification of particular services does not guarantee that they will be reimbursed
by the Plan. Benefits are determined by the Plan at the time a formal claim for benefits is
submitted according to the procedures outlined within the Claims and Appeals section of this plan
document.

If your admission or service is determined to not be medically necessary, you may pursue an appeal by
following the provisions described in the Claims and Appeals section (First Level Appeal of a Pre-Service Claim
subsection) of this document. The plan participant and provider will be informed of any denial or non-
certification in writing.

C. Penalty for Failure to Pre-Certify (Very Important Information)

If a plan participant does not follow the pre-certification requirements outlined above, benefits will be
reduced by $300 per paid claim. This penalty will be applied to the facility charge only. In instances where
there is no facility claim, the penalty will be applied to the services rendered. Amounts assessed under this
penalty will not go towards satisfaction of your deductible or out-of-pocket limit. Penalty will still apply if
services rendered are deemed medically necessary under retroactive review.

D. Concurrent Review and Discharge Planning

How Concurrent Review Works

Concurrent review of a course of treatment and discharge planning from a medical care facility are parts of
the Utilization Review program. The Medical Management Administrator will monitor the plan participant’s
medical care facility stay or use of other medical services. The Medical Management Administrator (along with
the attending physician, medical care facilities, and plan participant) will coordinate one of the following:

1. the scheduled release
2. an extension of the medical care facility stay
3. extension or cessation of the use of other medical services

If the attending physician feels that it is medically necessary for a plan participant to receive additional
services or to stay in the medical care facility for a greater length of time than has been pre-certified, the
attending physician must request the additional services or days.

How to File a Concurrent Claim for Benefits under this Plan

Refer to the Claims and Appeals section, Concurrent Care Claims subsection, for details on how to appeal a
denial of a concurrent review. No benefits will be paid for any charges related to days of confinement to a
hospital or other health care facility that have not been determined to be medically necessary by the Medical
Management Administrator.

E. Case Management
In certain complex medical situations case management may become necessary.

A case manager consults with the plan participant, the family, the attending physician, and the Plan
Administrator in order to coordinate an effective treatment plan. This plan of care may include some or all of
the following:
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1. personal support and education to the plan participant

2. assistance and support to the family

3. monitoring hospital or skilled nursing facility stays

4. determining alternative care options

5. assisting in obtaining any necessary equipment and services

Note: Case Management is a voluntary service. There are no reductions of benefits or penalties if the plan
participant and family choose not to participate.

Each treatment plan is individually tailored to a specific plan participant and should not be seen as
appropriate or recommended for any other plan participant, even one with the same diagnosis.

F. Courtesy Reviews

The Medical Management Administrator may perform courtesy reviews. Courtesy reviews are a pre-service
assessment of medical necessity only and are not a guarantee of benefits. Courtesy reviews will be made as
soon as possible after the request has been submitted, but no later than thirty (30) days. Completion of a
courtesy review is not a requirement of the Plan and should not be a cause for delay in treatment of medically
necessary care. Contact Medical Management Administrator with any questions.
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SECTION VII—TRANSPLANT PROGRAM

A. Transplant Program

The transplant program provides access to a network of transplant centers that perform many transplants each
year and historically have high success rates. They are often affiliated with renowned teaching and research
facilities with access to experienced surgeons and advanced medical techniques. Using a hospital with
transplant experience can result in shorter hospital stays, fewer complications, and fewer repeat transplants.

Transplants are eligible for coverage if they meet the requirements outlined in the Transplant Requirements
subsection below.

For the purpose of this benefit, please specifically review the definitions of Bone Marrow Transplant and
Caregiver located in the Defined Terms section of this document.

B. Program Benefits
Benefits are available for the following services in connection with or in preparation for a covered transplant:
1. inpatient and outpatient facility and professional services

2. air and ground transportation of a medical team, to and from the site in the contiguous states of the
United States, to obtain tissue that is subsequently transplanted into a plan participant

3. bone marrow search and procurement of a suitable bone marrow donor when a plan participant is the
recipient of a covered allogeneic transplant and in accordance with customary transplant center
protocol as identified by that specific transplant center

4. chemotherapy or radiation therapy associated with transplant procedures
harvest and reinfusion of stem cells or bone marrow

6. medical expenses incurred by a donor when the recipient is covered by this Plan

Covered donor expenses include complications and medically necessary follow-up care related to the
donation for up to six (6) months post-transplant, as long as the recipient’s Plan coverage remains in
effect.

7. pre-transplant testing and services

Note: When transplant services are provided through the Mayo Clinic of Arizona, post-transplant services may
continue under this facility for a maximum of twelve (12) months post-transplant (as long as the recipient’s
Plan coverage remains in effect).

C. Transplant Requirements

Transplant benefits under the Plan are only available when a plan participant fully utilizes a Transplant
Network, Center of Excellence, or network provider and meets all of the following requirements:

1. pre-notification of the upcoming transplant must be given by the plan participant or the plan
participant’s physician as soon as the plan participant is identified as a potential transplant candidate

2. pre-certification must be obtained as outlined in the Health Care Management Program section

3. all transplant services must be rendered at a transplant center facility

If these requirements are not met, transplant benefits are not available under the Plan.

D. Transplant Exclusions
The following transplant-related expenses are not covered by the Plan:

1. when the organ or tissue is sold rather than donated to the recipient

2. expenses related to donation of an organ when the recipient is not an eligible plan participant
3. expenses covered or funded by governmental, foundation, or charitable grants or programs
4

any artificial or mechanical organ
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5.

any of the following or similar items associated with travel:

a.

w o0 o

alcoholic beverages; in-room movies; items from in-room mini-bars or refrigerators; laundry,
cleaning, or valet services; telephone or internet service charges; spa services; gym facilities;
or other hotel or motel amenities

all travel and lodging expenses in excess of $200 per day per covered plan participant

all travel and lodging expenses in excess of the $10,000 lifetime maximum per covered plan
participant

ambulance transportation (ground or air)
caregiver salary, stipend, and compensation for services
cleaning fees

expenses for travel or lodging incurred in connection with non-covered transplant services or
any follow-up care, including treatment of complications

expenses for travel or lodging related to evaluation, consultation, or medical testing to
determine if a plan participant is a candidate for transplantation

food preparation services
furniture or supplies for a rental apartment
home modifications

security deposits

. travel and lodging expenses for transplants other than a covered solid organ, bone marrow, or

stem cell transplant, even if such a transplant is a covered charge

travel and lodging expenses for plan participants, donors, or caregivers when the plan
participant, donor or caregiver does not travel more than seventy-five (75) miles for an
authorized transplant or transplant related services, including follow-up care and treatment of
complications

vehicle maintenance or services (such as tires, brakes, or oil changes)

E. Transplant Travel and Lodging

Coverage is available for reimbursement of travel and lodging expenses, as listed below, that are incurred by a
plan participant receiving a covered transplant, a donor donating for a covered transplant, and a caregiver for
the donor or recipient plan participant. Total reimbursement will not exceed actual expenses, up to a
maximum of $200 per day and $10,000 per lifetime. The daily maximum is an aggregate amount, not a per
person amount, for the plan participant receiving a covered transplant, donor, and caregiver.

To qualify for reimbursement, all of the following criteria must be met:

1.

Pre-certification of the transplant procedure is obtained as outlined in the Health Care Management
Program section.

The distance from the plan participant, donor, or caregiver’s residence must be more than seventy-
five (75) miles from the transplant facility.

The plan participant is receiving a covered solid organ, bone marrow, or stem cell transplant.

The plan participant or donor must be receiving medically necessary pre- and post-operative
treatments, including without limitation, treatment of complications related to the covered transplant
or routine follow-up care for a covered transplant or a transplant that occurred while the plan
participant was covered by another insurance plan.

The expenses are for any of the following:

a.
b.

meal expenses

mileage for travel in a personal vehicle (at the rate set by the Internal Revenue Service for
medical purposes in effect at the time of travel), car rental charges, bus, train, or air fare

room charges from hotels, motels, and hostels or apartment rental

50



SECTION VIII—PRESCRIPTION DRUG BENEFITS

A. About Your Prescription Benefits

The Prescription Drug Benefits are separate from the Medical Benefits and are administered by Navitus Health
Solutions (Navitus). This program allows you to use your Navitus prescription drug card at a nationwide
network of participating pharmacies to purchase your prescriptions.

If you purchase your prescription drugs from a non-network pharmacy, you will have to pay the full price of the
prescription minus the network price of the prescription. When the prescription drug is purchased from a
network pharmacy, when the plan participant’s ID card is not used, the amount payable in excess of the
amounts shown in the Schedule of Prescription Drug Benefits - HDHP Plan will be the contracted ingredient cost
and contracted dispensing fee.

Claims for reimbursement of prescription drugs are to be submitted to Navitus Health Solutions at:

Navitus Health Solutions
Attn: Manual Claims
P.O. Box 999

Appleton, WI 54912

B. Co-Insurance

Once you have met the Medical benefit year deductible, the Plan pays 100% of the cost of the covered
pharmacy drug or mail order drug charge as shown in the Schedule of Prescription Drug Benefits - HDHP Plan.
Your co-insurance amount applies to the Medical benefit year deductible and out-of-pocket limit. Any one (1)
pharmacy prescription is limited to a thirty (30) day supply or a ninety (90) day supply at participating ‘90-Day
at Retail’ pharmacies. Any one (1) mail order prescription is limited to a ninety (90) day supply.

C. Out-of-Pocket Limit

Prescription drug covered charges are payable at the amounts shown each benefit year until the out-of-pocket
maximum shown in the Schedule of Medical Benefits - HDHP Plan is reached. Then, prescription drug covered
charges incurred by a plan participant will be payable at 100% (except for the excluded charges) for the rest of
the benefit year.

When a family unit reaches the out-of-pocket limit, covered prescription drug charges for that family unit will
be payable at 100% (except for the charges excluded) for the rest of the benefit year.

Any amounts in the form of coupons used for brand name drugs when there is a generic equivalent available,
unless the brand name is medically necessary, do not apply to the out-of-pocket limit.

Any amount between the cost of a brand name drug and its generic equivalent, unless the brand name is
medically necessary, does not apply to the out-of-pocket limit.

D. Mail Order Drug Benefit Option

The mail order drug benefit option is available for maintenance medications; those medications that are taken
for long periods of time (such as drugs sometimes prescribed for heart disease, high blood pressure, asthma,
etc.). Because of volume buying, CostCo, the mail order pharmacy, may be able to offer plan participants
significant savings on their prescriptions.

E. Specialty Pharmacy Program

The Navitus Specialty Pharmacy Program through Lumicera is a specialty pharmacy program which covers some
limited drugs, such as specialty injectables, cancer drugs, and certain respiratory therapies used to treat
various chronic conditions. The SpecialtyRx program also provides personalized support, education, a proactive
refill process, free delivery, as well as information about health care needs related to the chronic disease.

To start using Lumicera, call toll free at 1-855-847-3553 or visit www.lumicera.com.
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Navitus Co-Pay Max Program

The Plan offers a Co-Pay Max Program for certain specialty drugs included in the specialty tier and dispensed
only through the specialty pharmacy, Lumicera. This program will properly manage your expenses for eligible
specialty medications while also lowering the Plan’s overall cost if co-pay assistance is available. Under the
program, your specialty medications are still subject to a co-payment, deductible, or co-insurance as
applicable. However, this program will cap your total payment at SO after utilization of available co-pay
assistance. Only the amount you pay out-of-pocket will apply to your annual deductible and/or out-of-pocket
maximum. If a specialty drug does not qualify or is removed from the program, your co-payment will default to
the formulary’s current tiered co-insurance/co-payment.

F. Tablet Splitting

The tablet splitting program, which is optional for plan participants, has identified medications which are
taken once daily. The price for a low or high dose tablet is on average the same. Because of this flat pricing of
dosage strengths, splitting a tablet of a higher strength to get the desired dose lowers the cost of the
medication by up to 50%.

G. Step Therapy Program

Step therapy is a program where you first try a proven, cost-effective medication (called a ‘prerequisite drug’
in this document) before moving to a more costly drug treatment option. With this program, trying one (1) or
more prerequisite drugs is required before a certain prescription medication will be covered under your
pharmacy benefits plan. Prerequisite drugs are FDA approved and treat the same condition as the
corresponding step therapy drugs. Step therapy promotes the appropriate use of equally effective but lower-
cost drugs first. You, your physician, or the person you appoint to manage your care can ask for an exception if
it is medically necessary for you to use a more expensive drug on the step therapy list. If the request is
approved, Navitus will notify you or your physician. The medication will then be covered at the applicable co-
insurance under your Plan. You will also be notified of approvals where states require it. If the request is
denied, Navitus will notify you and your physician. For information on which drugs are part of the step therapy
program under your Plan call the Navitus Customer Service number on your ID card.

H. Medicare Part D Prescription Drug Plans for Medicare Eligible Participants

Plan participants enrolled in either Part A or Part B of Medicare are also eligible for Medicare Part D
Prescription Drug benefits. It has been determined that the prescription drug coverage provided under the Plan
is not considered creditable coverage. This means that the prescription drug coverage for this Plan is not as
valuable as the standard Medicare prescription drug coverage. If you are a Medicare eligible person, you may
want to enroll in Medicare Part D or another Plan Option (if applicable) instead of this Plan Option.

I.  Covered Prescription Drug Charges

1. Compounded Prescription Drugs. All compounded prescriptions dispensed by a participating retail
pharmacy and containing at least one (1) prescription ingredient covered on the drug formulary in a
therapeutic quantity.

2. Diabetic. Insulin and other formulary diabetic supplies (excluding insulin pumps and pump supplies)
when prescribed by a physician.

Growth Hormones. Pre-authorization is required.

4. Injectable Drugs. Self-administered formulary injectable drugs or any prescription directing
administration by injection.

5. Prescribed by Physician. All drugs prescribed by a physician that require a prescription either by
federal or state law, subject to the drug formulary and excluding any drugs stated as not covered
under this Plan.

6. Prescription Drugs Mandated Under the Patient Protection and Affordable Care Act. Certain
preventive care medications (including contraceptives) received by a network pharmacy are covered at
100% and subject to the following limitations:
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a. Tier 1 preventive care medications are covered at 100%, and the deductible/co-insurance (if
applicable) is waived.

b. If no Tier 1 is available, then the Tier 2 will be covered at 100% and the deductible/ co-
insurance (if applicable) is waived.

This provision includes, but is not limited to, the following categories of drugs (In order for these
medications to be covered at 100%, a prescription is required from your physician, including over-the-
counter drugs.):

a. Breast Cancer Risk-Reducing Medications. Medications such as tamoxifen or raloxifene for
women who are at increased risk for breast cancer and at low risk for adverse medication
effects.

b. Contraceptives. Women’s contraceptives including, but not limited to: oral contraceptives,
transdermal contraceptives (i.e., Ortho-Evra), vaginal rings (i.e., Nuvaring), implantable
contraceptive devices, injectable contraceptives, and emergency contraception.

c. Tobacco Cessation Products. Such as nicotine gum, smoking deterrent patches, or generic
tobacco cessation medications. These drugs are payable without cost sharing up to two (2),
ninety (90)-day courses of treatment per benefit year, which applies to all products.
Thereafter, tobacco cessation products are not covered under the Plan.

Please refer to the following websites for information on other types of payable preventive care
medications https://www.healthcare.gov/what-are-my-preventive-care-benefits/ or
http://www.uspreventiveservicestaskforce.org/Page/Name/uspstf-a-and-b-recommendations/.

J. Limits to This Benefit

This benefit applies only when a plan participant incurs a covered prescription drug charge. The covered drug
charge for any one (1) prescription will be limited to:

1. refills only up to the number of times specified by a physician
2. refills up to one (1) year from the date of order by a physician

3. plan participants must use 75% of their retail pharmacy prescription drug (70% of their mail order
prescription drug) before being eligible to refill

K. Dispense As Written (DAW) Program

The Plan requires that retail pharmacies dispense generic drugs when available. Should a plan participant
choose a formulary brand or non- formulary drug rather than the generic equivalent, the plan participant will
be responsible for the cost difference between the generic and formulary brand or non- formulary in addition
to the formulary brand or non-preferred formulary drug co-payment. The plan participant’s share of this
prescription drug cost difference does not apply toward the Plan’s out-of-pocket limit.

L. Prescription Drug Plan Exclusions

This benefit will not cover a charge for any of the following.

Administration. Administration of a covered medication.

Biological Serums.

Clinic Packs. Medications designated as clinic packs.

Compound Medications. Compounded medications obtained from a mail order pharmacy.

Cosmetic. Medications used for any cosmetic purpose.

o U AW N -

Devices. Medications, devices, equipment, and supplies lawfully obtainable without a prescription,
except as stated in the Covered Prescription Drugs subsection.

7. Enhancement. Medications for athletic performance or lifestyle enhancement.
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10.

11.
12.

13.

14.

15.
16.
17.
18.

19.

20.
21.

22.

23.

Excluded Condition. Medications used to treat a condition not covered under this Plan. A charge
excluded under the Medical Plan Exclusions subsection, unless specifically covered in this_Prescription

Drug Benefits section.

Experimental/Investigational. Medications labeled “Caution: Federal law prohibits dispensing without
prescription,” or words to that effect, and any experimental medications, except as stated in this Plan.

FDA. Drugs recently approved by the FDA may be excluded, until reviewed and approved by Navitus’
Pharmacy and Therapeutics Committee, which determines the therapeutic advantage of the drug and
the medically appropriate application. Non-FDA approved prescriptions, including compounded
estrogen, progesterone, or testosterone products, except as authorized by Navitus.

Fertility. Medications to improve or achieve fertility or treat infertility.

Injectable. Certain categories of injectable medications. Charges for injectable medications requiring
administration or supervision by a qualified provider or licensed/certified health professional, except
for self-administered injectable medications authorized by Navitus.

Inpatient. Medications dispensed to a plan participant who is an inpatient in any facility.

Lost/Stolen. Charges for spilled, stolen, lost, or forgotten prescription drugs. Prescription refills for
medications that are lost, stolen, spilled, spoiled, or damaged.

Medication Delivery Implants.
Multi-Packaged. Medications packaged with one (1) other or multiple other prescription products.
Nasal Corticosteroids.

Over the Counter. Medications packaged with Over-the-Counter (OTC) medications, supplies,
medical foods, vitamins, or other excluded products, except as stated in the Covered
Prescription Drugs subsection. Medications with primary therapeutic ingredients that are sold
Over-the-Counter in any form, strength, packaging or name, except as stated in the Covered
Prescription Drugs subsection or covered on the drug formulary.

Prior Authorization. Charges for prescription drugs which require prior authorization unless approved
by Navitus.

Proton Pump Inhibitors.

Unit Dose Medication. Including bubble pack or pre-packaged medications, except for medication that
are unavailable in any other dose or packaging.

Weight. Medications designed for weight gain or loss, including but not limited to, Xenical® and
Meridia®, regardless of the condition for which it is prescribed.

Workers’ Compensation. Prescription drugs treating any condition, physical sickness, injury, or mental
illness arising out of, or in the course of, employment for which benefits are available under any
Workers’ Compensation law, property and casualty law, or similar law.
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SECTION IX—CLAIMS AND APPEALS

This section contains the claims and appeals procedures and requirements for the Arizona Metropolitan Trust
Employee Benefit Plan.

TIME LIMIT FOR FILING CLAIMS
All claims must be received by the Plan within twelve (12) months from the date of incurring the expense.
The Plan’s representatives will follow administrative processes and safeguards designed to ensure and to verify

that benefit claim determinations are made in accordance with governing plan documents and that, where
appropriate, the Plan provisions have been applied consistently with respect to similarly situated claimants.

There are four (4) types of claims covered by the procedures in this section:

1. Pre-Service Claim. Some Plan benefits are payable without a financial penalty only if the Plan
approves services before services are rendered. These benefits are referred to as pre-service claims
(also known as pre-certification or prior authorization). The services that require pre-certification are
listed in the Health Care Management Program section of this document.

2. Urgent Care Claim. An urgent care claim is a claim (request) for medical care or treatment in which:

a. applying the time periods for pre-certification could seriously jeopardize the life or health of
the individual or the ability of the individual to regain maximum function

b. in the opinion of a physician with knowledge of the individual’s medical condition, would
subject the individual to severe pain that cannot be adequately managed without the care or
treatment that is the subject of the claim

c. the claim involves urgent care

3. Concurrent Care Claim. A concurrent care claim refers to a Plan decision to reduce or terminate a
pre-approved ongoing course of treatment before the end of the approved treatment. A concurrent
care claim also refers to a request by you to extend a pre-approved course of treatment. Individuals
will be given the opportunity to argue in favor of uninterrupted continuity of care before treatment is
cut short.

4. Post-Service Claim. Post-service claims are claims that involve only the payment or reimbursement of
the cost of the care that has already been provided. A standard claim and an electronic bill, submitted
for payment after services have been provided, are examples of post-service claims. A claim regarding
rescission of coverage will be treated as post-service claim.

Following is a description of how the Plan processes claims for benefits and reviews the appeal of any claim
that is denied.

If a claim is denied, in whole or in part, or if Plan coverage is rescinded retroactively for fraud or
misrepresentation, the denial is known as an adverse benefit determination.

A claimant has the right to request a review of an adverse benefit determination. This request is an appeal. If
the claim is denied at the end of the appeal process, as described later in this section, the Plan’s final decision
is known as a final internal adverse benefit determination. If the claimant receives notice of a final internal
adverse benefit determination, or if the Plan does not follow the appeal procedures properly, the claimant
then has the right to request an independent external review for certain limited types of claims.

External review is only available if the final internal adverse benefit determination involves a claim: (1)
denied based upon a rescission of coverage or (2) which involves medical judgment (medical necessity,
appropriateness of treatment, health care setting, level of care, or effectiveness of covered benefit) or a
determination that treatment is experimental or investigational, which is to be decided by the external
reviewer. There is no external appeal for adverse benefit determinations that a person is not eligible for
coverage under the Plan.

The external review procedures are described below.

Both the Claims and the Appeal procedures are intended to provide a full and fair review. This means, among
other things, that claims and appeals will be decided in a manner designed to ensure the independence and
impartiality of the persons involved in making these decisions.

A claimant must follow all Claims and Appeals procedures both internal and external, before he or she can file
a lawsuit. However, this rule may not apply if the Plan Administrator has not complied with the procedures
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described in this section. If a lawsuit is brought, it must be filed within two (2) years after the final
determination of an appeal.

Any of the authority and responsibilities of the Plan Administrator under the Claims and Appeal procedures or
the external review process, including the discretionary authority to interpret the terms of the Plan, may be
delegated to a third party. If you have any questions regarding these procedures, please contact the Plan
Administrator.

A. Appropriate Claim Administrator

The chart below outlines the companies acting as the appropriate Claim Administrator and types of claims
managed.

Appropriate Claim Administrator Types of Claims Processed

Claims Administrator Medical first-level post-service claims

Plan Administrator Medical, Prescription, Dental, and Vision second-level post-service

claims
Medical Management Administrator Medical urgent care, concurrent care, and other pre-service claims
Prescription Drug Benefits Administrator First-level post-service claims for retail drugs

Dental Plan Administrator (refer to dental plan Dental pre-service and first-level post-service claims

document)

Vision Plan Administrator (refer to vision plan - . .
Vision post-service claims

document)

Plan Administrator Eligibility claims

B. Assignment of Benefits

An assignment of benefits is an arrangement by which a patient requests that their health benefit payments
under this Plan be made directly to a designated medical provider or facility. By completing an assignment of
benefits, the plan participant authorizes the Plan Administrator to forward payment for a covered procedure
directly to the treating medical provider or facility. The Plan Administrator expects that an assignment of
benefits form to be completed, as between the plan participant and the provider.

C. Types of Claims Managed by the Medical Management Administrator

There are three (3) types of claims managed by the Medical Management Administrator; those are:
1. urgent care claims
2. concurrent care claims
3. other pre-service claims

The process and procedures for each pre-service claim type are listed below.

D. Urgent Care Claims

Any pre-service claim for medical care or treatment which, if subject to the normal timeframes for Plan
determination, could seriously jeopardize the claimant’s life, health, or ability to regain maximum function or
which, in the opinion of a physician with knowledge of the claimant’s medical condition, would subject the
claimant to severe pain that cannot be adequately managed without the care or treatment that is the subject
of the claim. Whether a claim is an urgent care claim will be determined by an individual acting on behalf of
the Plan applying the judgment of a prudent layperson who possesses an average knowledge of health and
medicine. However, any claim that a physician, with knowledge of the claimant’s medical condition,
determines is an urgent care claim (as described herein) shall be treated as an urgent care claim under the
Plan. Urgent care claims are a subset of pre-service claims.

How to File an Urgent Care Claim

In order to file an urgent care claim, you or your authorized representative must call the Medical Management
Administrator and provide the following:
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1. information sufficient to determine whether, or to what extent, benefits are covered under the Plan
2. adescription of the medical circumstances that give rise to the need for expedited review

If you or your authorized representatives fail to provide the Plan with the above information, the Plan will
provide notice as soon as reasonably possible, but not later than twenty-four (24) hours after receipt of your
claim. You will be afforded a reasonable amount of time under the circumstance, but not less than forty-eight
(48) hours, to provide the specified information.

Notification of Benefit Determinations of Urgent Care Claims

Notice of a benefit determination (whether adverse or not) will be provided as soon as possible, taking into
account the medical circumstances, but no later than seventy-two (72) hours after receipt of the claim.
However, if the Plan gives you notice of an incomplete claim, the notice will include a time period of no less
than forty-eight (48) hours for you to respond with the requested specified information. The Plan will then
provide you with the notice of benefit determination within forty-eight (48) hours after the earlier of:

1. receipt of the specified information
2. the end of the period of time given you to provide the information

If the benefit determination is provided orally, it will be followed in writing no later than three (3) days after
the oral notice.

If the urgent care claim involves a concurrent care decision, a notice of the benefit determination (whether
adverse or not) will be provided as soon as possible, but no later than twenty-four (24) hours after receipt of
your claim for extension of treatment or care, as long as the claim is made at least twenty-four (24) hours
before the prescribed period of time expires or the prescribed number of treatments ends.

Notification of Adverse Benefit Determinations of Urgent Care Claims

If an urgent care claim is denied in whole or in part, the denial is considered to be an adverse benefit
determination. The Plan Administrator’s notification of an adverse benefit determination may be oral
followed by written or electronic notification within three (3) days of the oral notification. The notice will
state in a culturally and linguistically appropriate manner and in a manner calculated to be understood by the
claimant:

1. identification of the claim, including date of service, name of provider, claim amount (if applicable),
and a statement that the diagnosis code(s) and treatment code(s) and their corresponding meaning(s)
will be provided to the claimant as soon as feasible upon request

2. the specific reason(s) for the adverse benefit determination, including the denial code(s) and
corresponding meaning(s), and the Plan’s standard, if any, used in denying the claim

reference to the specific Plan provisions on which the determination was based

4. adescription of any additional information or material needed from you to complete the claim and an
explanation of why such material or information is necessary

5. if aninternal rule, guideline, protocol, or other similar criterion was relied upon in making the adverse
benefit determination, either the specific rule, guideline, protocol, or other similar criterion; or a
statement that such a rule, guideline, protocol, or other similar criterion was relied upon in the
adverse benefit determination and that a copy of the rule, guideline, protocol, or other criterion will
be provided free of charge to you, upon request

6. if the adverse benefit determination is based on the medical necessity or experimental or
investigational treatment or similar exclusion or limit, an explanation of the scientific or clinical
judgment for the determination, applying the terms of the Plan to the claimant’s medical
circumstances, or a statement that such an explanation will be provided free of charge, upon request

7. adescription of the expedited review process applicable to the claim
a description of the Plan’s review or appeal procedures, including applicable time limits

9. information about the availability of and contact information for any applicable office of health
insurance consumer assistance or ombudsman established under applicable federal law to assist
individuals with the internal claims and appeals and external review process
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How to File an Appeal of Urgent Care Claim

You may appeal any adverse benefit determination to the Plan Administrator. The Plan Administrator is the
sole fiduciary of the Plan and exercises all discretionary authority and control over the administration of the
Plan and has sole discretionary authority to determine eligibility for Plan benefits and to construe the terms of
the Plan. When a claimant receives notification of an adverse benefit determination, the claimant generally
has one hundred eighty (180) days following receipt of the notification in which to file a written request for
an appeal of the decision. However, for concurrent care claims, the claimant must file the appeal prior to the
scheduled reduction or termination of treatment. For a claim based on rescission of coverage, the claimant
must file the appeal within thirty (30) days. A claimant may submit written comments, documents, records,
and other information relating to the claim.

The Plan Administrator will conduct a full and fair review of all benefit appeals, independently from the
individual(s) who made the adverse benefit determination or anyone who reports to such individual(s) and
without affording deference to the adverse benefit determination. You will, upon request and free of charge,
be given reasonable access to, and copies of, all documents, records, and other information relevant to your
claim for benefits, including your claim file. You will also have the opportunity to submit to the Plan
Administrator written comments, documents, records, and other information relating to your claim for
benefits. You may also present evidence and testimony should you choose to do so; however, a formal hearing
may not be allowed. The Plan Administrator will take into account all this information regardless of whether it
was considered in the adverse benefit determination.

A document, record, or other information shall be considered relevant to a claim if it:
1. was relied upon in making the benefit determination

2. was submitted, considered, or generated in the course of making the benefit determination, without
regard to whether it was relied upon in making the benefit determination

3. demonstrated compliance with the administrative processes and safeguards designed to ensure and to
verify that benefit determinations are made in accordance with plan documents and Plan provisions
have been applied consistently with respect to all claimants

4, constituted a statement of policy or guidance with respect to the Plan concerning the denied
treatment option or benefit

The period of time within which a benefit determination on appeal is required to be made shall begin at the
time of receipt of a written appeal in accordance with the procedures of the Plan. This timing is without
regard to whether all the necessary information accompanies the filing.

Before the Plan Administrator issues its final internal adverse benefit determination based on a new or
additional rationale or evidence, the claimant must be provided, free of charge, with a copy of the rationale.
The rationale must be provided as soon as possible and sufficiently in advance of the time within which a final
determination on appeal is required to allow the claimant time to respond.

If the adverse benefit determination was based, in whole or in part, on a medical judgment, including
determinations that treatments, drugs, or other services are experimental/investigational, or not medically
necessary or appropriate, the Plan Administrator will consult with a health care professional who has
appropriate training and experience in the field of medicine involved in the medical judgment, and who was
neither consulted in connection with the adverse benefit determination nor is a subordinate of any such
individual.

Upon request, you will be provided the identification of the medical or vocational expert(s) whose advice was
obtained on behalf of the Plan in connection with the adverse benefit determination, whether or not the
advice was relied upon to make the adverse benefit determination.

Form and Timing of an Appeal of a Denied Urgent Care Claim

You or your authorized representative must file any appeal of an adverse benefit determination within one
hundred eighty (180) days after receiving notification of the adverse benefit determination.

Requests for appeal which do not comply with the above requirements will not be considered.

You may appeal an adverse benefit determination of an urgent care claim on an expedited basis, either orally
or in writing. You may appeal orally by calling the Medical Management Administrator at 1-855-778-9053. All
necessary information, including the Medical Management Administrator’s benefit determination on review,
will be transmitted between the Medical Management Administrator and you by telephone, facsimile, or other
available similarly expeditious method.
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Time Period for Deciding Appeals of Urgent Care Claims

Appeals of urgent care claims will be decided by the Plan Administrator as soon as possible, taking into
account the medical emergencies, but no later than seventy-two (72) hours after the Plan Administrator
receives the appeal. A decision communicated orally will be followed-up in writing.

Notification of Appeal Denials of Urgent Care Claims

The Plan Administrator shall provide notification of the decision on an urgent care claim orally, but a follow-
up written notification will be provided no later than three (3) days after the oral notice. The notice will state,
in a culturally and linguistically appropriate manner and in a manner calculated to be understood by the
claimant:

1. identification of the claim, including date of service, name of provider, claim amount (if applicable),
and a statement that the diagnosis code(s) and treatment code(s) and their corresponding meaning(s)
will be provided to the claimant as soon as feasible upon request

2. the specific reason(s) for the adverse benefit determination, including the denial code(s) and
corresponding meaning(s), and the Plan’s standard, if any, used in denying the claim

3. reference to the specific Plan provisions on which the adverse benefit determination was based

4. a statement regarding your right, upon request and free of charge, to access and receive copies of
documents, records, and other information that are relevant to the claim

You and your Plan may have other voluntary alternative dispute resolution options, such as mediation.
One way to find out what may be available is to contact your local U. S. Department of Labor Office.

5. if aninternal rule, guideline, protocol, or other similar criterion was relied upon in denying the appeal,
either the specific rule, guideline, protocol, or other similar criterion; or a statement that such a rule,
guideline, protocol, or other similar criterion was relied upon in denying the appeal and that a copy of
the rule, guideline, protocol, or other criterion will be provided free of charge to you upon request

6. if the denied appeal was based on a medical necessity, experimental/investigational, or similar
exclusion or limit, either an explanation of the scientific or clinical judgment for the denial, applying
the terms of the Plan to your medical circumstances, or a statement that such an explanation will be
provided free of charge upon request

7. adescription of any additional material or information necessary for the claimant to perfect the claim
and an explanation of why such material or information is necessary

8. a description of the Plan’s internal and external review procedures and the time limits applicable to
such procedures

9. astatement describing any additional appeal procedures offered by the Plan and your right to obtain
information about such procedures

10. information about the availability of and contact information for any applicable office of health
insurance consumer assistance or ombudsman established under applicable federal law to assist
individuals with the internal claims and appeals and external review process

E. Concurrent Care Claims

Your claim for medical care or treatment is a concurrent care claim if your claim has been approved to provide
an ongoing course of treatment over a period of time, which either involves a reduction or termination by the
Plan of such course of treatment (other than by Plan amendment or termination), or a request by you or on
your behalf to extend or expand your treatment.

If your request involves concurrent care (the continuation/reduction of an ongoing course of treatment), you
may file the claim by writing (orally for an expedited review) to the Medical Management Administrator.

1. If a decision is made to reduce or terminate an approved course of treatment, you will 