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In this Policy, the Owner is referred to asfiYo u ar AYourd. The MontanaHealth Coopeative is
referredto asfiWeo, A0Ouro, i 190, or fithe Company.

THISIS A LEGAL CONTRACT BETWEEN YOU AND US. READ YOUR POLICY CAREFULLY.

We will pay the benefits set forth in this Policy. Benefit payment is governedby all the terms,
conditionsandlimit ationsofthisPolicy. ThisPolicy iseffectiveonthePolicy Effective Date shown
intheSchedueof Benefits at 12:01a.m.localtimeat Yourplaceofresdence. ThisPalicy isissued
in condderation of the application for this Policy and payment of theinitial premium.

RIGHT TOEXAMINE THE POLICY: If, for any rea®n, Youare not completely satisfiedwith this
Policy, You may cancel this Policy by returning it to Us or to any agent appinted by Us within 10
days after You receive it. Returning this Policy to Us will void it from the Policy Effective Date of
this Policy, and We will promptly refund Your entire premiumpayment.

THISISNOT A MEDICARE SUPPLEMENT POLICY: If You areeligiblefor Medicare, review the
GuidetoHealth Insurancefor Pegplewith Medicar e, which isavailablefrom the Company.

GUARANTEED RENEWABLE: This Poalicy is GuaranteedRenewable. This meansthat We may
not, on Our own, cancel or reduce coverage provided under this Policy. Subject to the Grace
Period and Termination provisionsin this Policy, this Policy will remainin forceaslongasthe
required premiumsare paid whendue. We may change Your premium but only if We change
the premium on all similar paliciesin forcein Your state.

Signedfor the MontanaHealth Coope ative.

Chief Executive Officer Secretary
S ow b

I ndividual Comprehensive Health Insurance
Non-Participating

IMP ORTANT NOTICE

PLEASEREAD THE COPY OF THE APPLICATION ATTACHED TO THISPOLICY.IF ANY INFORMATION ON THE APPLICATION
ISNOT TRUE AND COMPLETE, WRITE TO USAT THE CUSTOMER SERVICE ADDRESSON PAGE 4 WIT HIN 10 DAYS. THE
APPLICATIONISA PART OF THISPOLICY.THISPOLICY ISISSUED ON THE BASISTHAT THE ANSWERSTO ALL QUESTIONS
AND THE INFORMATION SHOWN ON THE APPLICATION ARE CORRECT AND COMPLETE.
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IMPORTANT INFORMATION MHC-3100

IMPORTANT INFORMATION

Montana Health Cooperative is pleased to prevwdu with this Group Policy for Covered Persons.
This Policy provides a Provider Network through which Covered Persons may obtain medical care
and services. The Provider Network is administered by Altius Health Plans Inc. However, Covered
Persons alsmay elect to receive services from an-©fiNetwork Provider. When Covered Persons
receive services from an-Metwork Provider, generally benefits will be payable at a higher level.
When services are provided by an @tdNetwork Provider, generally, hefits are payable at a lower
level. You can obtain a list of INetwork Provider Directory on the Montana Health Cooperative
Website at www.mhc.coop.

POLICY AND CUSTOMER SERVICES 1 ALTIUS
A Our Third-Party Administator, AltiusHedthPlansinc., (alsor e f er red to as AAlItius
Policy) administers the following services for this Policy.
A Benefit Inquiries
A PolicyownerBilling i For Policiespurchasedn the Excharge
A (For other Policies, contact MontanaHealth Coopeative)

A Claims
A Complaints, Grievancesand Appeals
A Preauthorization
A Utili zation Review Manayement Program
A In-Network Providers
A Presaiption Drug Benefit Program
Contact Altius Customer Ser vice:
A If this Policy was purchasel by an Agent/Roducer: Telephorei 8554880621
A If this Policy was purchasel on the Exchange: Telephorei 8554880622

A Address: Altius Health Plans Inc., 10150 Centennial Parkway Suite 450, Sandy
Utah 84070

A Addressfor Claim Submissiors: Claims Depatmert, PO. Box 7147 London KY 40742
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IMPORTANT INFORMATION MHC-3100

A Addressfor Complairts, Grievarces and Appeals: Altius Appealsard Grievarces
Depatmert, 10150 Centennial Parkway Suite 450, Sandy, UT 84070.
SouthJordanAppealsandGrievances@cvty;deax: 801323-6050

A U.S. EmployeeBenefits Security Administration: 866-444EBSA (3272)

VISION CUSTOMER SERVICES 1T VSP
A OurThird-Party Administator, VisionServicePlan(VSP) administersthePed atricVision
CareBenefit andVision Network for thisPolicy.
A Contact VSPfor Cusomer Service: Telephorei (800) 87771950r (916) 8515000
A Address: VSP, 3333Quality Drive, Rancho Cordova, CA 95670

CONTACT MONTANA HEALTH COOPERATIVE

Plea® contact Montana Hedlth Cooperative for billin g, or other quesions or problens:
A Telephore Numbe: 8554880622
A Address MontanaHealthCoopeative, PO. Box 5358,Helera, MT 59604
A Website Address: www.mhc.coop

IMPORTANT NOTICE:
NOTICEOFWOMENG6G S HEALTH CANCER RI GHTS ACT

In accordance with The Women@ Healthand Cancer Rights Act of 1998(WHCRA), the Policy
covers magedomy in the treatment of cancer and reconstructive surgery after a magedomy. If
youarereceivingbenefits in connecionwith amadedomy, coveragewill beprovidedaccording to
the Policy® benefit and Utili zation Review Management Program criteria and in a mamer
determinedin consulttion with the attending Physicianand the patient, for

1. All stages of reconstruction ohd breast on which the mastectodue to cancenas been
performed;

2. Sumery and reconstuction of the other breastto produce asymmetrical appeaance;
3. Prosthesess; and
4. Treatmert of physical comgications in all stages of mastectomy, including lymphedemas

Coverage of magedomiesand breastreconstuction benefits are subjectto applicable deductibles
and copayment limitations consigent with those estdlished for other benefits. Medcal se'vices

received more than5 yeas after a sumgery covered under this secton will not be consdered a

complication of such surgery.
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IMPORTANT INFORMATION MHC-3100

Following the initial reconstruction of the breast(s), any additional modification or revision to the
breast(s), including results of the normal aging process, will not be coverednéfits are payable
according to the Policybdés Schedule of Benefits.

IMPORTANT NOTICE:
NOTICE OF PRIVACY PRACTICES FOR PROTECTED HEALTH INFORMATION

THISNOTICE DESCRIBESHOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESSTO THISINFORMATION. PLEASEREVIEW IT
CAREFULLY.

LEGAL OBLIGATIONS

Montana Health Cooperative (MHC) is required by law to maintain the privacy of all medical
information within its organization;rpvide this notice of privacy practices to all Policyowners;
inform Policyowners of our legal obligations; and advise Policyowners of additional rights
concerning their medical information. MHC must follow the privacy practices contained in this
notice fram its effective date of January 1, 208, and continue to do so until this notice is changed
or replaced.

MHC reserves the right to change its privacy practices and the terms of this notice at any time,
provided applicable law permits the changes. Any ghammade in these privacy practiogl be
effective for all medical information that is maintained including medical information created or
received before the changes were made. All Policyowners will be notified of any changes by
receiving a new Noticef Privacy Practices.

You may request a copy of this notice of privacy practices at any time by contacting Larry Turney,
Chief Operating Officer, Montana Health Cooperative, P.O. Box 5358, Helena, MT 59604,
(406)447-951Q

USESANDDISCLOSURES OF MEDICAL INFORMATION

Your medcal information may be usedand disdosedfor treatment, payment and healthcare
opeaations.Forexample:

TREATMENT: Yourmed-calinformation may bedisdosedo adoctor or hospital that requestsit
to provide treatment to you or for diseasend casemaragement programs.

PAYMENT: Yourmedcalinformation may beusedor disdosedo pay claimsfor seviceswhich
arecoveredunderyourhealthcarecoverage
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IMPORTANT INFORMATION MHC-3100

HEALTHCARE OPERATIONS: Yourmedcalinformationmay beusedanddisdosealto, conduct
quality asseswment and improvement activities, to engage in cae coordination or case
maregement, to pursue Right of Recovery and Reimbusement/ Subrogation, accreditation,
conducting and arranging legal services, underwriting and rating, and for other administative
purposes.

AUTHORIZATIONS: Youmay provide writtenauthorization to useyourmedcalinformation or
to disdoseit to anyonefor any purpo. Youmay revoke thisauthorization in writing at any time
butthisrevocation will not affectany useor disdosue pemitted by your authorization whileit
wasin effed. Unlessyou give written authorization, we camot useor disdoseyour medcal
information for any rea®n except thosedesaibedin thisnotice.

PERSONAL REPRESENTATIVE: Your medcalinformation may be disdosedto you or to a
family membe, friend or other person to the extent necessay to assistwith your healthcare or
with payment for yourhealthcare butonly if youagreewe may do soor if they havethelegal right
toactfor you,asdescibedin thendividualRights secton of thisnotice.

RESEARCH: Yourmedcalinformationmay beusedor disdosedor reseach purposesprovided
that certainestalishedmeasuesto protectyourprivacy arein place.

AS REQUIRED BY LAW: Yourmedcalinformationmay beusedor disdosedasrequiedby state
or federal law. For exanmple, we will useand disdoseyour Personal Health Information in
respnding to court and administative orders and subpoensg, and to comply with workersd
compenstion laws. We will disdoseyour PHI whenrequired by the Seaetary of Healthand
HumanServicesand stateregulatory authorities.

COURT OR ADMINISTRATIVE ORDER: Medcalinformation may bedisdosedn resmpnseto
acourt or administative order, sukpoers, discovery requed, or otherlawful process, under certain
circumstaces.

MATTERS OF PUBLIC INTEREST: Medical information may be releasé to appropriate authorities
unde rea®nableassumigionthat you areapossibkvictim of abuse neded or domestic violernce or
the possibk victim of otha crimes. Medical information may bereleasé to the extent necesay to
avert asaiousthreat to your health or safety or to the health or safety of others Medical information
may bedisdosalwhennecessa'y toassislaw erforcement officialsto captueanindividua who has
admitted to participationinacrimeor hasescged from lawful custody. Medical information may be
disdosalfor purposesof child abusereporting.

MILITARY AUTHORITIES: Medcal information of Armed Forces pesonnel may be disdosedto
Military authorities under certain circumstaces. Medcal information may be disdosedtofederal
officials as requred for lawful intelligence, counterintelligence, and other national secuity
activities.
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IMPORTANT INFORMATION MHC-3100

BUSINESS ASSOCIATES: Fromtimetotimeweengagethird partiesto providevarioussevices
for us.Wheneveranarrangement with such athird party involvestheuseor disdosure of your PHI,

wewill haveawrittencontract with that third party designed to protectthe privacyof yourPersonal
HealthInformation. For exanple, we may shae your information with bushessassocateswho
processclaimsor conductdiseasenaragement programson ourbehaf.

ACCESS: You have the right to receive or review copies of the Covered Person& medcal
information, with limited exceptions. You may at any time during the filing period, receive
reasonable access to and copies of all documents, records, and other information upon request and
free of charge. Documents mbg viewed at the MHC office, 1005 Partridge Place Suite 6, Helena,
MT 59602 between the hours of 8:00am and 5:00pm, Monday through Friday, excluding holidays.
You may also request that MHC mail copies of all documentafiary.requestto obtainaccessto

the Covered Person® medcal information must be made in writing. You may obtain a form to
requestaccessby usingthe contactinformation aboveor youmay send usaletterrequestingaccess

tothe addresdocatedabove If the CoveredPerson® PersonalHealthinformation is maintainedin
anelectonic healthrecord ( i E H RRod glsphave the right to requestthat anelectronic copy be

sent toyouor to another individualor entity.

ACCOUNTING: You have theright to receive anaccounting of the disdosuesof your medcal
information made by ourcompany or by abusinessassoéate of ourcompany. Thisaccounting will
list eadh disdosuethat wasmade of yourmed calinformationfor any rea®n otherthantreatment,
payment, healthcare opeations and certain other activities since January 1, 2014; however, if
disdosuesfor purposesof treatment, payment, or healthcare opeaationswere made through an
EHR, you have the right to requestanaccounting for such disdosuesmade during the previous
threeyeas. Thisaccounting will includethe datethe disdosuewasmade, the name of the person
or entity thedisdosuewasmadeto, adesciption of themedcalinformation disdosedtherea®n
for thedisdosue, and certain otherinformation. If you requestanaccounting morethanoncein a
12-month period, there may bearea®nable cost- basedhame for respndingto theseadditional
requests.For amore detailedexplanation of the feestructure, pleasecontact our office usingthe
information at the end of thisnotice.

DESIGNATION OF PERSONAL REPRESENTATIVE: Youhavetherighttodesignate afamily
membae, friend or other person asyourpersonalrepresantative. Yourmedcal information may be
disdosedto your personal represeantative to the extent necessay to help with your healthcare or
with payment for your healthcare. You may obtain aform to designate a personal representative
by usingthe contactinformation at the end of this notice.

RESTRICTIONS ON DISCLOSURES: You have the right to reques restictions on our use or
disclosure of your medical information. Geneally, we are not required to agree to these addtiona
requess. If you paid out-of-pocket for a specifi ¢ item or service, you have the right to reques that
medical information with respect to that item or service not be disclosel to ahealth plan for purposes
of paymert or hedlth care operations and we are requied to honor that requed. You also havethe
right to requed alimit on the medical information we communicte abou you to someonewho is
involved in your care or the paymert for your care. Any agreement to restictions on the use ard
disdosure of your medical information must be in writing and signed by a person authorized to
make such an agreement on behalf of the company; such restictions shall not apply to disdosures
made prior to grarting the requed for restictions. The company will nat be bourd unless the
ageemertissomemaializedinwriting.
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IMPORTANT INFORMATION MHC-3100

CONFIDENTIAL COMMUNICATIONS: You have the right to request confidential
communicationsaboutyourmed calinformation by alternativemeansor alternativelocations.You
mustinform thecompany that confidential communication by alternativemeansor to analternative
locationisrequredto avoid endangering you. Youmustmakeyour requestin writing and youmust
state that the information could endangeryoulif it is not communicated by the alternative meansor
to the alternative location requeded. The company must accommodate the requestif it is
rea®nable, specifes the alternative meansor location, and continues to permit us to collect
premiumand pay claimsunderyourhealthplan.

AMENDMENT: You havetheright to requestthat the company amend your medcal information.
Yourrequestmustbein writing and it mustexplain why the information should beamended.The
company may deny yourrequestif the medcalinformation youseekio amend wasnot created by
our company or for certain other rea®ns. If your requestis denied, the company will provide a
written explanation of the derial. You may respnd with a statement of disagreement to be
appadedto the information you wantedamended.|f the company accepts your requestto amend
the information, the company will make rea®nable effortsto inform others, including the pemle
you name, of the amendment and to include the charges in any future disdosues of that
information.

BREACH NOTIFICATION: Youhavetherighttoreceivenaticeof abreach. Wearerequiredto natify
you by fir &t classmai or by e-mai (if you haveindicated apreferencetoreceiveinformation by e-mail),
of any breachesof Unsecuied Proteded Heath Information asscon aspossibk, butin any evert, nolater
than 60 days following the discovery of the breach. i Usecued Proteded Heath Informationo is
information that is not secued through the use of a technology or methalology idertifi ed by the
Secetay of the U.S. Departmert of Heath ard Human Sevices to rerder the Personal Heath
Information unusable, unreadable, and undedpherableto unauthorized uses. The naticeisrequired to
includethefollowinginformation:

A A brief deseiption of the breach, including the date of the breach and the date of its discovery,
if known;

A A desciption of thetypeof UnsecuedPersonal Healthinformation involvedin the breadh;

A Stepsyoushould taketo protectyourselffrom potential harm resultingfrom the breach;

A A brief desaiption of the actionswe are taking to investigate the breach, mitigate losse, and
protectagainstfurther breaches,

A Contactinformation, includingatoll -freetelephonenumbe, e-mail address, website, or postal
addressto permit you to askquesionsor obtain additionalinformation.

In the event the breach involves 10 or mare patients whose contact information is out of date, we
will posta notice of the breach on the home page of our website or in a major print or broadcast
meda. If the breach involves more than 500 individualsin the state or jurisdiction, we will send
noticesto prominent meda outets. If the breach involvesmore than500individual, we are requred
to immedately notify the Seaetary of Healthand Human Services.We also are required to submit
anamual report to the Seaetary of Healthand HumanServicesof a breach that involveslessthan
500individualsduring the yea, and we will maintain a written log of breachesinvolving lessthan
500 patients.
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IMPORTANT INFORMATION MHC-3100

If youreceive this notice on the MHC website or by any other electronic mears, youmay requesta
writtencopy of this notice by usingthe contact information at the end of this notice.

IMPORTANT INFORMATION
COMPLAINTS, QUESTIONS AND CONCERNS

If you want more information concerning our privacy practices, or you have questons or concerns,
pleasecontact our Privacy Office.

If youare concernedthat: (1) the company hasviolatedyour privacy rights; (2) youdisageewith a
decison made aboutaccessto your medcal information or in respnseto arequestyou nmede to
amend or restictthe useor disdosure of yourmedcalinformation; (3) to requestthat the company
communicatewith youby alternativemeanr at alternativelocations,youmay complaintoususing
the contactinformation below. You may alsosuomit awrittencomplaint to the U.S. Department of
Healthand HumanServices.The addressofileacomplaint with the

U.S. Department of Healthand HumanServiceswill beprovideduponrequed.

Thecompany supportsyourright to protectthe privacy of yourmedcalinformation. Therewill be
noretaliationin any way if youchooseto fileacomplaint with MontanaHealthCoopeative or with
the U.S. Department of Healthand HumanServices.

ThePrivacy Office
MontanaHeath CO-OP

P.O. Box 5358,Helera, MT 59604
(406)447-9510

E-mail: privacyoffice@mhaoop
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IMPORTANT NOTICE:
RIGHTS AND RESPONSIBILITIES STATEMENT

The organizationdés member rights and responsibil

1. Know the names and qualifications of health care professionals involved in your medical
treatment.

2. Get upto-date information about the services covered or not covered by your plan, and any
limitations or exclusions.

3. Know how your plan decides what services are covered.

4. Get information about copayments and fees that you must pay.

5. Get upto-date information abut the health care professionals, hospitals and other providers
that participate in the plan.

6. Be told how to file a complaint or appeal with the plan.

7. Know how the plan pays network health care professionals for providing services to you.

8. Receive informabn from health care professionals about your medications, including what
the medications are, how to take them and possible side effects.

9. Receive from health care professionals as much information about any proposed treatment
or procedure as you may neéadrder to consent to or refuse a course of treatment. Except
in an emergency, this information should include a description of the proposed procedure or
treatment, the potential risks and benefits involved, any alternate course of treatment (even
if not covered) or noitreatment and the risks involved in each, and the name of the health
care professional who will carry out the procedure or treatment.

10. Be informed by participating health care providers about continuing health care
requirements after you adischarged from inpatient or outpatient facilities.

11. Be informed if a health care professional plans to use an experimental treatment or
procedure in your care. You have the right to refuse to participate in research projects.

12. Receive an explanation abawin-covered services.

13. Receive a prompt reply when you ask the plan guestions or request information.

14. Receive a copy of the plan's Member Rights and Responsibilities Statement.

IMPORTANT NOTICE:

SUBSCRIBER INFORMATION

In this Notice, the following terms have the meanings ndicated:
fiSubsciberd meanghe Policyowner of this Policy.
fiOrganizationd meansthe MontanaHealth Coopedtive.

Theorganization distributesthefollowing writteninformation to its subscibers upon
erroll ment and amually thereatter:

1. Benefits and seavicesincludedin, and excludedfrom, coverage.

2. Phamaceuical manajement procedues, if they exist.
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10.
11.

12.

13.
14.

15.

Copaymentsand otherchargesfor whichmembesarerespnsible.

Benefit restictionsthat apply to sevicesobtainedoutgde the organization®sysemor
savice area.

How to obtainlanguageassistace.

How to suomit aclaimfor coveredservices, if applicable.

How to obtaininformation aboutpractitioners who participate in the organization.
How to obtain primary care sevices, including points of access.

How to obtainspecalty careand belavioralhealthcaeseavicesand hospital sevices.
How to obtaincareafternormalofficehours.

How to obtain emergency care, including the organization® policy on whento directly
accessemergency care or use911savices.

How to obtain care and coverage when sub<ribers are out of the organizationé
savicearea

How to voice a complaint.

How toappeahdecisonthat adverselyaffectscoverage,benefits oramembe®
relationshipwith the organization.

How the organization evaluatesnew technology for inclusonasacoveredbenefit.

MONTANA
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SECTION 11 DEFINITIONS MHC-3100

SECTION 10 DEFINITIONS

The following are key words usedin this Policy. Whenthey are used,they are capitalized. Also, some
terms are capitalized and deseibed within the Schedue of Benefits or the provisions in which they
appeaiin this Policy.

Accident meansan unexpeded traumatic incident or unusualstrain which: (1) is identified by time and
place or occurrence; (2)is identifiable by part of the body affeced;(3) is causedby a specifc event on
asingle day; (4) resultsin abodily Injury; and (5) occurs while coverage under this Policy is in forcefor
the Covered Person. Accident doesnot meanan unintentional accident causedby or during medcal
treatment or surgery for anlllnessor Injury.

Advanced Practice Nurse means a registered professonal nurse who hascompleted educational
requrements related to the nurseé specifc practice role, in addition to basc nursing education, as
specifed by theboad pursuant to statelaw.

Affordable Care Act meanghefederal Patient Protecion and Affordable Care Act (PPACA) that was
signedintolaw on March 23,2010.

Allowable Fee/Allowable Amount meansthe maximum amount that anIn-Network Provider agees
contractually to accept asfull payment for provided servicesfor CoveredBenefits underthisPolicy.

Ancillary Charge meansachargewhich the CoveredPersonis requiredto pay to aPreferredPhamacy
for acoveredBrand-Name Presciption Drug Product for which aGeneric substitue is available. The
Ancillary Chamge is determined by subtracting the contracted price of the Generic drug from the
contracted price of the Brand-Name drug. Any Copayment amounts are in addition to the Ancillary
Chamge

Annual Out-of-Pocket Maximum meansthe maximum amount that the Covered Person must pay
every Cdendar Yearfor CoveredMed cal Expensesncurredfor Covered Benefits. The Anmnual Out-of-
Pocket Maximum is shown in the Schedue of Benefits. It appliesto all Covered Benefits except the
PreventiveHealth Care ServicesBergfit.

The Annual Out-of-Pocket Maximum includesthe following:
1. CdendarYearDeductible;
2. Copayments; and
3. Coinsuance.

Whenthe Amual Out-of-Pocket Maximum issatisfied in he Cdendar Yea, We will t henpay 100%o0f
CoveredMedcal Expensesncurredfor Covered Benefits for the remander of that Cdendar Yea. The
Annual Out-of-Pocket Maximum mustbe satisfiedeach Cdendar Yea.

The amount the plan pays for covered services is basée @iidwed amount. If an cof-network

provider charges more than the allowed amount, you may have to pay the difference. For example, if
an outof-network hospital charges $1,500 for an overnight stay and the allowed amount is $1,000, you
may have to pathe $500 differencevhich does not apply to the deductible, coinsurance, or Out of
Pocket Maximum(This is called balance billing.)
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SECTION 11 DEFINITIONS MHC-3100

Family Limit for the Annual Out-of-Pocket Maximum

The Family Annual Out-of-Pocket Maximumis anaggregat Out-of-Pocket Maximumand is shown
in the Schedde of Benefits. The Family Annual Out-of-Pocket Maximum is the amount that must
be satisfiedduring the Cdendar Yea. Whenone or more of Your Family membes, who are insured
under this Policy, have incurred and paid Covered Med cal Expensegoward the Anmual Out-of-
Pocket Maximum that equalthe Family Annual Out-of-Pocket Maximum for the Cdendar Yea, the
Family Annual Out-of-Pocket Maximum will be met for that Cdendar Yea, and We thenwill pay
100% of Covered Medcal Expensesncurred by all Family membes for the remander of the
Cdendar Yea. The Family Annual Out-of-Pocket Maximum must bemet each CdendarYea.

Coinsurance meanghe percentage of the Allowable Feepayable by the Covered Person for Covered
Med cal Expensesricurredfor CoveredBenefits. After the CoveredPerson satisfies e Amual Out-
of-Pocket Maximumduring the Cdendar Yea, Wewill thenpay 100%o0f CoveredMed cal Expenses
incurredfor Covered Benefits for the remander ofthat Cdendar Yea. The Coinsurance amount is
shown in the Schedue of Benefits.

Copay or Copayment meansa fixed ddlar amount the Covered Person is requied to pay for
specifcally listed Covered Benefits asshown in the Schedue of Benefits. The required Copayment
must be paid before benefits are payable under this Policy. Copayments are generally paid to the
Provider at time of sevice. Copayments apply towards the satisfaction of the Outof-Pocket
Maximum

Convalescent Home meansan institution, or distinct part of such institution, other than a
Hospital, which is licensedoursuant to state or locallaw. A Convalesent Homeis: (1) aSkilled
NursingFacility; (b) anExtended Care Facility; (3) anExtendedCare Unit; or (4) aTransitonal
Cae Unit.

A Convaesent Home will primarily beengagedin providing:
1. Continuous nursing care services;
2. Healthrelated services; and
3. Social services.

Such Convalescent Home savicesmustbe provided by or under the direcion and supevision of a
licensedegistered nurse,on a 24-hour bass, for 11l or Injured personsduring the convalescent state
of their lllinessor Injuries. A Convalesent Home is not, other thanincidentally: (1) aresthorme;
(2) ahome for cugodial care; or (3) a home for the aged. It doesnot include an institution or any
part of aninstitution otherwise meeting this definition, which is primarily engagedin the care and
treatment of Mental llInessor Chemical Dependency.

Covered Benefits meansall servicescoveredunder this Policy asprovidedunder Section 5, Covered
Berefits. CoveredBenefits are payable asshown in the Schedu e of Benefits.

Covered Dependent meansYour lawful spouseor domesic partner, and any of Your Dependent
Children (adefinedin this Policy) who aeinsured wnder this Policy. A Covered Dependent must
belistedasYour Dependent in Your Application for this Policy and approved by Us. The required
premiumfor the Covered Dependent® coverage under this Policy mustbe paid.
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SECTION 11 DEFINITIONS MHC-3100

Covered Medical Expense meansxpensesncurredfor Med cally Necessay savices, suplies,
and medcationsthat arebasednthe Allowable Feeand:

1. Coveredunderthis Folicy;

2. Providedto the Covered Person by and/or prescibedby a Covered Provider for
the dagnosisor treatment of an active lllnessor Injury or maternity care.

The Covered Person mustbe chamgedfor such services, suppliesand medcations.
Covered Person meanghe Policyownerand/or the Policyowner & CoveredDependents.

Covered Provider meansalicensedor certified healthcare practitioner or licensedacility that
gualifiesto treat the Covered Person for anlllnessor Injury for the Covered Benefits provided
underthisPolicy. The savicesrenderedby aprovider may, beauseof the limited scopeof the
CoveredProvider& practice, becoveredunderthis Policy only for certainsevicesprovided. To
determineif acoveredprovideris coveredunderthisPolicy, Wewill: (1) review the nature of the
savices rendered; (2) the extent of licensue; and (3) Our recognition of the provider in
connectonwith the benefits providedunderthisPolicy.

Covered Providers are In-Network Providers and Out-of-Network Providers who have been
recognizedby Us asa provider of sevicesfor CoveredBenefits providedunder this Palicy.

Covered Providersinclude the following professonal providers.

1. A Physician;

2. A Physician Assistant;
3. A Dentist;

4. AnOsteopath;

5. A Chiropractor;

6. An Optometrist;

7. A Podiatrist;

8. An Acupuncturist;

9. A Naturopathic Physician;

10. A Social Worker;

11. A Professional Counselor;

12. A Physical Therpist or Occupational Therapist;

13. An Advanced Practice Registered Nurse;

14. A Nurse Specialist; and

15. A Registered Nurse First Assistant who performs surgical first assistant services.
16. Addiction Counselors,

17. Speech Therapists,

18. Certified Registered Nurse Anesthedijs

19. Dieticians; and

20. Certified Nurse Midwives.

Services provided by the professiaal provider must be within the scope of the Covered Provider &
licerseor certifi cation and appropriatefor the care and treatmert of the Covered Person& | liInessor
Injury as provided by the Covered Berefits in this Policy. Savices provided by a professimal
provide othe than a Physician may require recommerdation by a Physician The professiamal
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SECTION 11 DEFINITIONS MHC-3100

provider may not beamenber of the Covered Person& Immediate Family.
Coveked Providers include the following facility providers:

1. Hospitals;

2. Critical Access Hospitals;

3. Freestanding Surgical Facilities; and

4. Ancillary Care Facilities.
A facility that is aCoveredProvideris alsoreferredto asafiCovered Facilityo.

Critical Access Hospital meansa facility that is located in a rural area, as defined in 42 U.S.C.
1395ww(d)(2)(D),and that hasbeendesignated by the Department of Public Health and Human
Servicesasacritical accesshosital pursuant to Montanalaw. Serviceswill beprovidedin aCiritical
AccessHogspital on the same basisasafiHospi t asbefinedin this Policy.

Custodial Care meansproviding a sheltered, family-type setting for anaged person or disabled
adultsoasto providefor the personé basc needsof foodand shelter and to ensuethat a specifc
personisavailableto meetthosebasc needs.

Deductible meansthe fixed dalar amount of Covered Medcal Expenseghat the Covered Person
mustincur for certain Covered Benefits before We begin paying benefits for them. The Deductible
must be satisfied each Cdendar Yearby each Covered Person, except as provided under iiFamily
DeductibleLi  miprovision. TheDeductibleis shownin the Schedueof Benefits. Only the Allowable
Feefor CoveredMed cal Expengsis appliedto the Deductible. The following do not apply towards
satisfaction of the Deductible: (1) services, treatments or suppliesthat are not covered under this
Policy; (2) premium paymentsand (3) amounts billed by Out-of-Network Providers, which
include the Out-of-Network Provider Differential.

FamilyDedLctible

The Family Deductible is an aggregaie Deductible and is shown in the Schedue of Benefits. The
Family Deductible is the amount that mustbe satisfiedduring the Cdendar Yea. Whentwo or more
family membes, who are insured under this Policy, have paid an amount(s) toward the Deductible
that equalthe Family Deductible during the Cdendar Yea, the Family Deductible will bemet for
that Cdendar Yea. Once the Family Deductible is met for the Cdendar Yea, no further
contributions toward the Family Deductible from Family membes will be requred for the
remahnderofthat CdendarYea. TheFamily Deductiblemustbemet eachCdendarYea.

Dependent meansyour:
1. Lawful spouser domedic partner; and
2. Depadent Childasdefinedin thisPolicy.
Dependent Child or Dependent Children meansyourchildrenwho are:

1. Underage 26,regardlessof their place of resdence, marital statusor student status,
including: (a) newborn children; (b) stepchildren;(c) legally adopted children; (d)
childrenplacedfor adoptionwith the Policyownerin accordancewith applicablestate
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SECTION 11 DEFINITIONS MHC-3100

or federallaw; (e)fogerchildren;and (f) childrenfor whom Youarealegal guardian
substatiatedby acourt or adminigrative order; and

2. Unmarieddependent HandicapChildrenage 26 and over. Referto thedefinition of
Handicapped Child.

A Dependent Child doesnot include a child who is errolledfor Medcare.

Emergency Medical Condition meansa condition manfestingitself by symptoms of sufficient
severity, including severe pain, that the absece of immed ate med calattention could rea®nably
beexpededtoresultin any of thefollowing:

1. The CoveredPerson® healthwould bein saiousjeopardy;
2.  The CoveredPerson& bodily functionswould be seiously impaired;or
3. A bodily organor part would be seriousy damaged.

Emergency Care Services meanshealth care itemsor sevicesfurnished or required to evaluate
and treat an Emergency Medcal Condition. Such emergency care sevicesmustbe provided by or
ordered by alicensechealthcare provider.

Exchange meansthe Health Insuance Marketplace through which qualified consumers can
compare and purchaseinsurance from insurance companies. The state may opeate a State- based
Excharge, a Federally-Facilitated Excharge, or an Excharge in partnership with the federal
Department of Healthand HumanServices.Exchargesare required by the Affordable CaeAct.

Health Insurance Marketplace mears. (1) a State-based Exchang; (2) a Federally-Facilitated
Exchang; or (3) an Exchangein patnershipwith the federal Depatmentof Heath andHuman
Services

Holistic Medicine meansa form of alternative and complementary medicinBractitioners
apparently receive some level of traigiat holistic schools or courseAccredited and licensed
Medical Doctors occasionally will practice "Holistic medicineThis approach to treatment

uses a variety of herbal, spiritual, meditative, and other "natural” remedies and does not usually
incorporate standard medical therapy in treatment of disease.

Home Health Agency meansapublic agency or private organization or subdivison of the agency
or organizationthat isengagedin providinghomehealthsevicestoindividualsin the placeswhere
they live.

Home Health Services means a professional nursing service provided to a homebound Covered

Person that can only be rendered by a licensed registered nurse (RN) or licensed practical nurse
(LPN) provided such nurse does not ordinarily residbiet Cover ed Personés hou
not related to the Covered Person by blood or marriage.

Home Infusion Therapy Agency meansahealthcarefacility that provideshome infusion therapy
savices.

Home Infusion Therapy Services meansthe preparation, administration, or furnishing of
parenteral medcations or parenteral or enteral nutritional sevices to an individual in that
individualsresdence. Thesevicesincludeaneducationalcomponent for the patient, the patient
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SECTION 11 DEFINITIONS MHC-3100

caegiver, or thepatient&family membe.

Homeotherapy/Homeopathy meanspractice of prescribing very minute (very diluted) amounts
of a substance, in order to effect a cure of an underlying illn€ss. prescribed and diluted
substance is often toxic at regular concentrations, budimmeopathy is diluted to the point that
very little if any of the active medication is actually presdptactitioners of Homeopathy are
usually in the alternative and complimentary practitioner category, including Naturopaths.

Hospice meansa coordinated program of home and inpatient health care that provides or
coordinatespalliative and supportive care to meet the needsof a terminally ill patient and the
patient@ family arising out of physical, psychological, spiritual, sodal, and economic stresses
experienced during the final stagesof ill nessand dying and that includesformal bereavement
programsasanessaitial component. Thetermincludes:

1. AnInpatient hospice facility, which is afacility manajeddirectly by aMedcare-certified
hospice that meets all Medcare certification regulations for freestading inpatient
hospice facilities; and

2. Areddentialhospicefacility, whichisafacility maraegeddirectlyby alicensedhospice
programthat canhousethreeor more hospice patients.

Hospital meansafacility providing, by or under the supevision of licensedhysiciars, sevices
for: (1) medcaldiagnosis; (2) treatment; (3) rehabilit ation; and (4) careof injured,disabled,or sick
individuals. Except as otherwise provided by law, seavices provided must include medcal
personnel available to provide emergency care on site 24 hours a day and may include any other
seaviceallowedby statelicensingauthority. A hospital hasanorganizedmed calstaffthatis on call
and availablewithin 20 minutes, 24hoursaday, 7 daysaweek, and provides24-hour nursingcare
by licensedegisterednursesHospital includes:

1. Hogitalsspedalizingin providinghealthservicesfor psychiatric, developmentally
disabled,and tubercularpatients; and

2. Spedcalty Hospitals.

Thisdefinitionof iHosi t doésdotincludecriticalaccesshospitals. Refertothedefinitionfor
Critical AccessHospital.

The emergency cae requirement for a hogpital that specalizesin providing health sevices for
psychiatric, developmentally disabled, or tubecular patients is satisfied if the emergency cae is
providedwithin the scope of the specalized sevicesprovided by the hospital and by providing 24-
hour nursing care by licensedregistered nurses.

The term Hosi t ddesnot include the following even if auch facilities are asso@ted with a
Hogpital:

A nursing home;

A rest home;

A hospice facility;

A rehabilitation facility;
A skilled nursing facility;
A Convalescent Home;

ogrwNE
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7. Along-term, chronic care institution or facility prialing the type of care listed above.

lliness Meansany sickness, infecion, diseaser any other abnormal physical condition which is
notcausedby anlnjury. Il nesdncludespregnancy, childbirthandrelatedmedcalconditions.

Indian hasthe same meaning asdefined by Sedion 4 of the Indian Health Care Improvemert Act.
Indian Services mears savicesfor Covered Benefits that are provided directly by:
1. An Indian Health Service;
2. An Indian Tribe;
3. A Tribal Organization;
4.  An Urban Indian Organizatiomyr
5. Services provided through referral under contract heattrices,
to CoveredPersonswho arelndiansasdefinedin thisPolicy.
Indian Tribe meansany Indian:
1. Tribe;
2. Band;
3. Nation; or
4. Other organized group or community, including:
a. Any Alaska Natie village; or
b. Any regional or village corporation;

asdefinedin or estdlishedpursuant to the AlaskaNative ClaimsSetlement Act (85 Stat. 688;
43U.S.C.1601etseq.)whichisrecognizedaseligiblefor thespeéal programsand sevices
providedby the United Statesto Indiansbeauseof their statusasindians.

Injury meangphysicaldamageto the CoveredPersonébody, causeddirectlyandindependently of
all othercausesAn Injury isnotcausedoy anlll ness, diseas@r bodilyinfirmity.

In-Network Provider meansa CoveredProviderwho hasaparticipation contractin effectwith the
Altius HealthPlansinc. PPONetwork to provide sevicesto Covered Personsunder thisPolicy.
Theln-Network Provider &participation contractmustbein effectwith theAltius HealthPlansi nc.
PPONetwork at thetime sevicesare providedfor CoveredBenefits in order for CoveredMedcal
Expensesobeeligiblefor In-Network benefits.

Inpatient or Inpatient Care meanscare and treatment providedto a Covered Person who hasbeen
admittedto afacility asaregisteredbedand who is receiving sevices, suppliesand medcations
under the direcion of a Covered Provider with staff and privilegesat the facility. Such facilities
include:

1. Hogitals, including state desgnated Critical AccessHogspitals;

2. Transifonalcareunits;
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SECTION 11 DEFINITIONS MHC-3100

3. Skillednursingfacilities;

4, Convalesent homes; or

5. Freestadinginpatientfacilities.
Suchfacilitiesmustbelicensedr certifiedby the statein whichit opeates.

Investigational/Experimental Service/Technology mearssurgical procedues or medical
procedues, supplies, devices, or drugswhich at thetime provided, or saught to be provided, arein
Our judgmert not recognizedasconformingtoacepted medical practiceor theprocedure, drug, or
device:

1. Hasnot received therequiredfinal approval to market from appropriate
govenmert bodies

2. Isoneabout which the peer-reviewed medicd literature does not permit conclusons
concerning its effect on heath outcomes

3. Isnotdemastated to be as benreficial as estallished alternaives;
4. Hasnot been demastated to improve the net heakh outcomes; or

5. Isoneinwhichtheimprovemert claimed is not demonstated to be obtainable
outside theinvesigaional or experimentad setting.

Phasesne,two andthreeclinicalstudiesare condderedinvestigationaland are not covered.

Medically Necessary OF Medical Necessity meandreatment, se'vices, medcines, or supliesthat
arenecessay and appropriatefor the diagnosisor treatment of a CoveredPerson&| Il ness, Injury,
or med calcondition accordingto acceptedstandardsof medcalpractice.

Medcal Necessay or Medcal Necessity does not include treatment, services, medcines, or
suppliesthat are:

1. Condderedexperimental,investigatory, or primarily limitedtoreseachinits
applicationtothelnjury or Il ness;

2. Primarily forscholastic, vocationalor developmentaltraining;

3. Primarily for educational training, except for educational training services provided for
Preventive Health Care Servicer medical conditions as provided under this Policy.
Preauthorization is required for all educational services;

4.  Primarily for thecomfort, conveniernce or administative ease of the Physician or other
heath careprovider, or the Covered Person or the Covered Person&family or careteker; ard

5. Cudodal Cae.

We reseve the right to review medcal care and/or treatment plans. We may rely on Our
independent medcalreviewerto determineif treatment is Medcally Necessay. Thefactthat a
Physician may order treatment doesnot, in itself, make it Medcally Necessay, or make the
expensea CoveredMedcal Expens.

Medical Policy meansthe utilization review program guidelines usedfor this Policy. The
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SECTION 11 DEFINITIONS MHC-3100

guidelines are usedto determine if health care savices including medcal and sumical
procedues, medcation, medcal equpment and sugplies, processesand technology meet the
following nationally accepted criteria:

1. Finalapprovalfromtheappropriategovernmental regulatory agencies,
2.  Scientific studiesshowing conclusive evidence of improved net healthoutcome; and
3. In accordance with any estdlished standards of good med cal practice.
Primary Care Physician meansaproviderwhois:
1. Actingwithin the scope of he Covered Person® license;and
2. AnIn-Network Provider.

A Primary Care Physicianincludesthe following providers: (1) Family Practice (FP); (2) Internal
Medcine (IM); (3) Pedatrician(MD); (4) Obgetricsand Gynecology (OBGYN); (5) Gynecologist
(GYN); (6) Geiatrician (MD); (7) Ogeqoath (DO); and (8) other providers peforming sevicesfor
Covered Personsin connecion with the sevicesprovided by precedingspecifed providers, listed
in (1) through (7), including: (a) RegisteredNurse(RN); (b) Advanced Practical Registered Nurse
(APRN); (c) Nurse Practitioner (NP); (d) Certified Nurse Midwife (CNM); and (e) Physician®
Assistat (PA).

Thefollowing In-Network Providers who are qualifiedand willing to provide primary care s&vices
asthe Covered Person® Primary Care Physician may be eleded by the Covered Person to bethe
Covered Person® Primary Care Physician:

1. An Obstetrician;
2. A Gynecologist; or
3. A Pediatrician; and

Out-of-Network Provider meansa Covered Provider who doesnot have a participation contract
in effectwith the Altius Health PlansInc. In-Network Organization to provide sevicesto Covered
Personsunderthis Policy. Whensevicesare providedby anOut-of-Network Provider, the services
provided are Out-of-Network.

Out-of-Network Provider Differential means the percentadpy which the Allowable Fee is reduced
to determine the amount this Policy will pay for Covered Benefits provided bypfoetwork
Providers. The Owbf-Network Provider Differential applies to:

1. Out-of-Network Professonal Providers, including, butlimitedto: (a) Physiciars;
(b) Physician Assistaits; and (c) Advance NursePractitioners;

2. Out-of-Network Facility Providers, including, butnot limitedto: (a) Hospitals; (b) Free
Standing Sumical Facilities; (c) SkilledNursingFacilities; and (d) Convaleent Homes.

Policyholder meanghe person to whom this Policy is issuedand is namedasthe Policyowner in
the Schedue of Benefits. The Policyowner is the owner of this Policy, which meansthe
Policyownermay exercisetherightsset forthin thisPolicy. OnthePolicy Effective Date,the
Policyowneris asdesignatedin the applicationfor thisPolicy. The Policyowneris alsoreferredto
asfiYo uadfiYouro.
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Physician meansa person licensedo practice medcine in the state where the sevice is provided.
A Physicianis alsoa CoveredProvider.

Physician Specialist meansaPhysicianwho: (1) hasobtainedadvancedtrainingin variousareas
ofamed-calspecalty; and(2)isboad-certifiedin that specalty. PhysicianSpecalistincludes, but
isnotlimitedto: (1) Anesthedologists; (2) Dermatologists; (3) Ophthalmologists; (4) Orthopedc
Sumeons; (5) Psychiatrists; (6) Radiation Oncologist; and (7) Suigeons.Physician Specalistdoes
not include: (1) a Family Practice Physician; (2) an Internal Medcine Physician; or (3) an
obdgetrician;or (4) gynecologist.

Policy Effective Date meansthe date on which this Group Policy becomeseffective. The Policy
meanghe date on which this Policy becomeseffective. The Policy Effective Dateis shownin the
Schedue of Benefits.

Professional Call meansaninterview betweenthe Covered Person and the covered professonal
providerin attendance. The coveredprofessonal provider mustexamine the CoveredPerson and
provideor presgibemedcaltreatment. i Bfessond C a |ddesnotincludetelephone callsor any
other communication where the Covered Person is not examined by the covered professonal
provider.

Outpatient meanstreatment or savices that are provided when the Covered Person is not
confinedasabedpatient in a Covered Facility. This includesoutpatient treatment at a Covered
Facility aswell asvisitstoaPhysicianor otherCoveredProviders.

Skilled Nursing Facility (Refer to thedefinition of ConvalescentHome)

Surgery meansmanual proceduesthat: (a) involve cutting of body tissue; (b) dekridement or
permanent joining of body tissue for repair of wounds; (c) treatment of fracturedbonesor
disocatedjoints; (d) endoscopic procedues; and (e) other manual procedueswhenusedin lieuof
cutting for purposesof removal, destuction or repair of body tissue

Treatment meansmedcal care, savices or treatment or course of treatment which is ordered,
prescibed and/or provided by a Physicianto diagnoseor treat anInjury or Illness,including:

1. Confinement, Inpatient or Outpatient se'vicesor procedues; and
2. Drugs, suplies, equpment, or devices.

Thefactthat a Treatment wasorderedor providedby a Physiciandoesnot, of itself, meanthat
the Treatment will bedeterminedtobeMedcally Necessay.
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SECTION 20 WHEN COVERAGE TAKES
EFFECT AND TERMINATES

If this Policy was purchase on the Exchange (Health Insurance Marketplace), the eligibility for
coverage and termination provisions in this Section are subject to the Exchange rules governing
eligibility, termination and any continued coverage provisions in this Policy.

ELIGIBILITY FOR COVERAGE

POLICYOWNER

This Policy isissued to You baseal on Your application for this insurance and paymert of the initial
premium. Your insurarnce coverage unde this Policy is effective on the Policy Effective Date.

ELIGIBLE DEPENDENTS
Depeandentswhoareeligibleforinsurance underthisPolicy are:
1. Yourlawful spouseor donestc partner; and
2. Your Dependent Children, whch include:
a. Your natural children;
b. Youradoptedchildren;

c. Yourfogerchildrenwhohavebeemlacedin YourhomeprovidedYouhave
assumedthe legal obli gation for total or partial support with the intent that the
child resdeswith Youon morethanatemyorary or short-term bask;

d. Yourstep-childrenprovidedYouare mariedto the parent of the child;
e. A child for whom You are the legal guardian substatiated by a court order; and

f.  Achildwhoisthesubjectof anadministativeor court orderand for whom You
mustprovide coverage basedn such administative or court order.

ContinuedCoveragefor HandicappedChildren

A CoveredDependent Child,whoseinsuranceunderthisPolicy would otherwiseterminate solely
duetotheattainment of age 26 (thelimiting age),will continueto beaCovered Depandent Child
whilesuch CoveredDependent Child is and continuesto beboth:

1. Incgoable of sef-sustainingenployment by rea®n of intellectualdisability or physical
disability; and
2. Chiefly dependent upon Youfor support and maintenance.
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Proof of the intellectualdisability or disability, and dependency mustbefurnishedto Usby You
within thirty-one (31) days of the Covered Dependent Childé attainment of the limiting ageand
subsegently asmay berequiredby Us.However, Wemay notrequiresuch proof more frequently
thanamually afterthetwo-yearperiodfollowingthe CoveredDependent Child attainment of the
limiting age

WHEN COVERAGE BECOMES EFFECTIVE FOR YOUR DEPENDENTS

You must erroll Your Dependents for insurance under this Policy. Eligible Dependents who are
listedon Your application for this Policy, and approved by Us, will be insured wnder this Policy on
the Policy Effective Date. Eligible Depandents who are acquiredafterthe Policy Effective Date may
beinsuredunderthis Policy asprovidedunderthe New Eligible Dependentgrovision.

NEW ELIGIBLE DEPENDENTS

If You acquire a new Eligible Dependent after the Policy Effective Date, You may erroll the new
Depeandent under this Policy by providing Us with the following:

1. Writtennotification of the new Eli gible Dependent; and

2. Payment of any additional premiumrequredfor the new Eligible Dependent® coverage
under this Policy.

Such written notification and premium payment must be given to Us within thirty-one (31) days
of acquiring the new Eli gible Dependent, uriess dherwise specifed inthe EnrolimentRequrements
for Newly AdopedandNewbor n Childrenprovisionin thisSecion.

The effective date of coverage under this Policy for the new Eligible Dependent Wié Best of

the month following the date We receive notification and any due premium for the new Eligible
Dependent 6s cover age, EardlmenpRequieesentp ford\NevwlydAdaptedu nd e r
and Newborn Childremprovision in this Section. Coveragell begin at 12:01 a.m. local time at

Your place of residence. Montana Time, .on the

ENROLLMENTREQUIREMENTS FOR NEWLY ADOPTED AND NEWBORN CHILDREN
AdoptedChild

Coverage under this Policy for Your newly adopted child will become effective from the date of
Placement for the purposeof adoption and will continue unless:

1. Placementisdisruptedprior tolegal adoption; and
2. Thechildis removedfrom Placement.

fiPlacement theansthe trandger of physical cusody of a child who is legally freefor adoption to a
person who intends to adopt the child.
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In orderfor the newly adoptedchild to beinsuredunderthis Policy, Youmug, within thirty-
one (31) days of acquiring the newly adopted child, provide Us with the following:

1. Writtennotification of the Placement of the adoptedchild; and

2. Paymen of any additional premium required for theadopted child& coverage
under this Policy.

Newborn Child

Coverage under this Policy will be providedfor each newborn child of a Covered Person from the
morment of birth for thirty-one (31) days.

YoumustgiveUs:
1. Writtennotification of the birth of the child; and
2.  Anyadditionalpremiumduefor thenewbornchild&coverage;

within sixty (60) days of the birth of the newborn child in order to have the newborn child®
coverage extended beyond the thirty-one (31) day period. If notification and any required
premium are not paid within the 60-day period, no further coverage will be providedfor the
newborn child afterthe 31-day period.

TERMINATION OF INSURANCE

POLIQ TERMINATION BY THE COMPANY
This Policy will terminate at 12:01a.m. localtime at Your place of reddence o the earliestof:

1. Theendof theperiodfor which no premiumis paid, subjectto the Grace Period; refer
to Secion 3;

2. Thepremiumduedatefollowing the date Wereceive Yourwrittenrequestto
terminate thisPolicy;

3. Thedate Youenrollin Medcare;or

4. Thedateof Yourdeath.

NONRENEWAL OR DISCONTINUANCE OF THIS POLICY BY THE COMPANY

ThisPolicy will berenewedor continuedat Youroption. However, Wemay nonrenew or
discontinuethisPolicy onlyif:

1. Youfail to pay premiumsin accordance with the termsof this Policy or if We do not
receive timely premium payments;

2. You have : (a) perfored an act or practice that constitutes fraud; or (b) made an
intentional misrepresentation of a material fact under the terms of this Policy;

3. We cease to offer coverage in the individual market in accordance with applicable
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Montana State law; or

4. You no bnger live, reside, or work in:
a) The service area of the-Metwork Organization used under this Policy; or
b) An area for where We are authorized to do business;
But only if the coverage is terminated uniformly without regard to any health-status
related faadr of covered individuals.

Wewill notdiscontinueofferingaparticulartypeofindividualhealthinsurance coverage
Weofferin theindividualmarket unlessWediscontinue such coveragein accordancewith
applicablestatelaw andunless:

1. Wegivenaticetoeachcoveredindividua provided coverageof thisPolicy typeinthe
individual market of the discontinuation at leas ninety (90) days prior to the date of the
discontinuation of thecoverage, subject to Health Insurance Marketplace guidelines;

2. We dferto each individualin the individual maket provided coverage of this Policy
type the option to purchaseany other individual health coverage currently beingoffered
by Us to individualsin the individualmarket, and

3. Inexercisingthe option to discontinue coverage of thisPolicy typeandin offering the
option of coverage undersulparagaph 2 above, We act uniformly, withoutregard
to: (a)theclaimsexperienceof individuak; or (b) any healthstatus-relatedfactor of
individualsvhomay becomeeligiblefor thecoverage

Wewill notdiscontinueoffering all healthinsurance coveragein theindividualmarket unlessn
accordancewith applicablestatelaw andunless:

1. Weprovidenotice of discontinuation to the Commissonerof Insurance and each
coveredindividualat leastl80days prior to the date of the discontinuation of coverage;
and

2. All healthinsuanceissuedor deliveredfor issuancein Montanain theindividual
maiket is discontinued;and

3. Coverageunderthe healthinsurance coveragein theindividualmarket is notrenewed.

If Wediscontinue offering all healthinsurance coveragein theindividualmarket asstatedin the
aboveparagaph, Wewill notprovidefor theissuance of any healthinsurance coveragein the
individualmarket during the 5-yearperiod beginning on the date of the discontinuation of the
lasthealthinsurance coverage notrenewed.

26
e MONTANA

HEALTH
Co-op



SECTION 217 WHEN COVERAGE TAKES EFFECT AND TERMINATES MHC-3100

TERMINATION OF COVERED DEPENDENTS

A Covered Dependent@ coverage will terminate at 12:01a.m. a Your place of resdence on the
eariestof:

1. Theendof theperiodfor which premiumis not paid, subjectto the Grace Period;

2. ThepremiumduedatefollowingthedateaCoveredDepeandent Child cease$obean
Eli gibleDepeandent asdefi nedinthisPolicy;

3. Thedate Yourcoverageterminates, subjectto Depandent Continuation provisionin this
secton;

4. Thepremum duedatefollowingthedate Wereceive Your written requed to terminate
Dependemcoveragefor Your spouseor domesdic partner, and/a DependemnChildrern or

5. The date of death of the CoverBdpendent.
Also, refer to Terminaion of Cowverage for Handicapped Child provision regarding additional
termination provisions for handicappedchildren.
Terminaion of Coverage for HandicappedChild

In addition to the termination provisions indicated above, insurance coverage for a Covered
Dependent Childwhoisahandicappedhild age27and overwill end onthe eariestof:

1. Thedatethe Dependent marries;

2. Thedatethe Dependent obtainssef-sustainingemployment;

3. The date the Dependent ceasego be handicapped;

4. Thedatethe Dependent cease$o bedepeandent upon Youfor support and maintenaice;
5

Sixty (60) daysafterawrittenrequestfor proof of handicap,if proofis not provided
within such60-day period;

o

Thedate Yourefusetoallow Usto examinethe Dependent Child; or

7. Thepremiumduedatefollowing the date Wereceive Yourwrittenrequestto terminate
Dependent coverageunderthisPolicy.

SUSPENSION OF COVERAGE DURING MILITARY SERVICE

If a CoveredPerson enters into active duty statusfor the military or naval sevice of the United
Statesor any other country, coverage will besusp@dedasof the firstdate of active duty status,
subjectto any Healthinsurance M arketplace guidelinerequirements. Werequestthat You notify
Us within thirty-one (31) days of the first date of active duty status; however, coverage will be
susp@dedregardlessof receipt of notification. WhenWe receive notification of the active duty
status, any requred adjustment of premium will be made, including refund of premiumif
necessay.
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Upon termination of active duty status, the Covered Person may request a resumption of coverage
if the Covered Person:

1. Meetstheeligibility requirementsfor thisPolicy asprovidedin the Eligible Dependents
provisionin thisSedion 2;

2. Makestherequestfor resunption of coveragein writing to Uswithin sixty (60) daysof
the CoveredPerson&termination of active duty status; and

3. Paysany requred premium.

Coverage under this Palicy will resume on the date immedately following Our receipt and
verification of theaboverequirements.

CONTINUATION COVERAGE FOR DEPENDENTS
If coverageterminatesunderthisPolicy for aCoveredDependent dueto:
1. Yourdeath;or

2. Yourdivorce,or amulment or dissolution of marriage or domesic partnership,or legal
separation from YourCoveredDepeandent spouser domesic partner; or

3. A CoveredDepeandent Child attainingage 27, except asprovidedunder the fiTerminaion
of Coveragefor HandicappedChildo provision;

the Covered Dependent spou® or domestigartner, andCovered Dependent Child may eled to
continuecoverageunder this Policy. Thespoug or domestigartner may also eled to continue
coveragefor Covered Dependent children under age27 forwhomthespougor domestigoartner
hastheregonsibili ty for care andsupyort.

Notice of this election must be received by Us within 60 days of the event. No evidence of
insurability will be required. Premium for the continued coverage must be paid within 31 days
after the election is made. Premium will be base& on Our rates in effed at the time of the
continuation coverage.
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SECTION 30 PREMIUMS

PAYMENTOFPREMIUM

Al l premi um, any charges or fees for this Polic
paid to Us. The premium for hiPolicy is shown in the Schedule of Benefits. If You do not pay

premiums when due, this Policy will terminate subject toGnace Period The Premium Due

Date is shown in the Schedule of Benefits.

UNPAID PREMIUM

On payment of aclaimunderthisPolicy, any premiumthendueand unpaid may bedeductedfrom
Yourclaimpayment.

GRACE PERIOD 7 POLICY NOT PURCHASED ON THE EXCHANGE

THIS GRACE PERIOD PROVISION APPLIES IF THIS POLICY WAS NOT PURCHASED ON THE
EXCHANGE.

After the first due premium payment, if a premiumis not paid on or before the date it is due, it
may be paid during the next thirty-one (31) days. Thesethirty-one (31) days are calledthe Grace
Period. Coverage under thisPolicy will remainin force during the Grace Period. If any premiumis
unpaid at the end of the Grace Period, this Policy will automatically terminate at the end of the
Grace Period. However, Wewill not terminate this Policy until We have maiedor deliveredto You
at Your lag-known addressshown in Our records a written notice, in addition to any billing

statement, stating the date this Policy & termination will become effective, which will not be earler
than:

1. Thebeginningoftheperiodfor which premiumshavenotbeerpaidin full if thenotice of
termination for nonpayment of premiumsis maiedor deliveredwithin fif teen(15) days
afterthe due date of the missedoremiumsfor that period; or

2. Thedate of mailingor delivery of notice of termination for nonpayment of premiumsif
the notice of termination for nonpayment of premiumsis not mailedor deliveredwithin
fif teen(15) daysafterthe premiumdue datefor the applicable policy period.

Wewill givesuchterminationnoticeto Youat leasthirty (30)daysin advance of termination for
nonpayment of premiums.

GRACE PERIODF POLICY IS PURCHASED ON THE EXCHANGE AND POLICYOWNER
IS RECEIVING ADVANCE PAYMENT OF PREMIUM TAX CREDIT

After the first due premiumpayment, if a premiumis not paid on or before the date it is due, it
may bepaid during the next ninety (90) days. Theseninety (90) days are calledthe Grace Period.
CoverageunderthisPolicy will remaininforceduringthe GracePeriod.
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During the first morth of the grace period, We will cortinue to pay claimsincurred for Covered
Med cal Expen®s.During the second and third monthsof the grace period, We will susped payment
of any claimsuntil We receive the pastdue premiums.If payment is not receivedfor all outstanding
premiumby the end of the grace period, this Policy will beterminated effective a 11:59p.m. on the
lastday of the first morth of the grace period. You will berespmnsible for the costof any healthcare
savicesYou receive after the lastday of the first morth of the grace peiod.

PREMIUM RATE CHANGES

Subjecttoraterequrementsapplicablein thestate of Montanga, wherethisPolicy isissued,We may
chargetheratesfor thisPolicy onany Policy Anniversay DateafterthisPolicy hasbeenin forcefor
12 months. However, the ratesmay be charged sconer than12 monthsif a premiumincreases
necessiatedby: (1) astate or federal law; (2) court decigon; or (3) rule adoptedby anagency of
competent jurisdiction of the state or federal government. Any rate chargewill be made only when
We charge the ratesfor all policiesin the same rate classon the same form asthis Policy that are
issuedin the state of Montare.

Wewill give Youat leastd5days prior writtennotice before the effective date of any rate change
Therateswill neverbechargedduetoachargein Yourageor health.Such noticewill be mailedto
the Yourlastknown addressasshown in Our records.|f Wefail to provide the notice asstatedin
this provision, this Policy will remainin effectat the existing rate with the existing benefits until:

(1) the full notice period hasexpired; or (2) the effective date of the replacement coverageis
obtainedby You,whicheveroccursfirst.

PREMIUM REFUND

In the event of termination of this Policy or Your death, We will refund any portion of the
advancegremiumpaid

REINSTATEMENT

If this Policy terminates due to failure to pay premium when it is due, a subsegquent aceptance
of premium by Us or by any insurance producer duly authorized by Us to accept such premium
without requiring an application for reinstatement, will reinstate this Policy. However, if We or
such insurance producer requires an application for reinstatement and issues a conditional receipt
for the premium received, this Policy will be reinstated upon approval of such application by Us
or, lacking such approval, upon the 45th day following the dateof such conditional receipt unless
We have previously notified You in writing of Our disgoproval of such application. The reinstated
Policy will cover only loss resulting from accidenta Injuries as may be sustaned after the date
of reinstatement and loss due to llinesse as may begin more than ten (10) days after such date.

Inall other regects, You andthe Company wil | havethesamerightsunder thisPolicy asYou and
the Company had under this Policy immediately before the due date of thedefaulted premium,
subject to any provisions endased in or attached to this Policy in connection with the
reinstatement. Any premium accepted in connection with areinstatemert will be applied to a
period for which premium has not been previously paid, but not to any period more thansixty
(60) days prior to the date of reinstatemert.
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SECTION 40 IN-NETWORK PROVIDER
NETWORK OPTION

HOW TO SELECT A PRIMARY CARE PHYSICIAN 7 IN-NETWORK PROVIDER

At thetime the Covered Person submits an application they can select a PrimaBh@Zscean
or when they receive their ID cards they can call the number specified on the back of the card to
select an INetwork Primary Car@hysician

If the Covered Persorhooses not to do either, a provider will be assigned to them through two
methods. First, if the Covered Person sees dtelfwork Primary Car@hysicianwithin the first

three months and a claim is submitted, that Primary ®aysician will be assigned ashe

Covered Persons Primary Cdfhaysician Second, an hNetwork Primary Caré>hysician will

be selected by MHC and assigned to the Covered Person if the Covered Person has not completed
one of the prior actions to select a Primary @mgsician If MHC chooses a provider it will be

after the first three (3) months of coverage and selected from tNetimork Primary Care
Physiciansclosest to the Covered Person that provides outreach services.

The Covered Person may change their primary care providaryatime simply by calling the
specified number on the back of their ID card and requesting a nélgtimork Primary Care
Physician

WHY YOU MUST CHOOSE A PRIMARY CARE PHYSICIAN

An In-Network Rimary CarePhysicianmustbesdeded by the Covered Peans or assigned by
MHC. Note that once the iNetwork Primary Care®sician is selected by the Covered Person

or assigned by MHC the Covered Person has no further responsibility to the Primary Care
Physician. The assignment of the-Network Primary Care l§sician allows MHC to better

track the quality of care being provided and enables MHC aridetwvork Physicians to
provide educational and medical advice specifically tailored to the needs of that Covered
Person.

The InNetwork Primary Caré’hysicianis an advisory service to the Covered Person and does
not control the medical service a Covered Person may €ee&edBenefits provided under this
Policy are descibedin Secion 5.

ARE OUT-OF-NETWORK SERVICES COVERED?

The Covered Persomay chooseto receive sevices fom anOut-of-Network provider. Benefits may

be limited andpayable at a lower level when anOut-of-Network Provider isutilized. The Covered
Person should be aware that @ttNetwork providers and facilities may choose to balance il th
Covered Person for services renderegfeRo the Schedue of Berefits. Outof-Network Benefits
provided wnder this Policy are descibedin Secion 5.
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WHAT ARE THE RESPONSIBILITIES OF THE COVERED PERSON WHEN USING IN-NETWORK
PROVIDERS?

The CoveredPerson is responsible for ensuring that providers and facilities, at the time of service,
are active IAlNetwork Providers participating in the-Metwork Organization. It is the responsibility

of the Covered Person to utilize the providers and facilitias best meet their needs, keeping in
mind the different benefits and payment levels. Covered Benefits provided under this Policy are
described in Section 5.

IN-NETWORK ORGANIZATION

Theln-Network ProviderOrganizationusedor thisPolicy isadminigeredby Altius Health Plans
Inc.,asshownonpage4 Impatantlnformaton.

OUT-OF-NETWORK EMERGENCY SERVICES

If the Covered Person requires Emergency Services for an Emergency Medical Conditethe
Covered Person is traveling outside of thevige Area of the IfNetwork Organization or cannot
reasonably reach an-Metwork Provider, the benefits payable for Emergency Services received
from an Outof-Network Provider will be the same as would be payable for the services of an In
Network Provide. Refer to the Schedule of Benefits for Emergency Services.
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SECTION 50 COVERED BENEFITS

ThisPolicy will pay CoveredMed calExpensesor thefollowing CoveredBenefits whenseavicesare
providedby a Covered Provider.

PAYMENT OF BENEFITS

Payment of CoveredMed cal Expensesvill be:
1. BasedntheAllowableFee;and

2. Subjectto the Deductible, Coinsurance, Copayments, and Annual Out-of-Pocket
Maximum statedin the Schedude of Benefits, unlessotherwise stated in the Schedue of
Benefits or this Section for specifed Covered Benefits.

EXCEPTIONS
WhenServicesAre ProvidedBy An IndianService

If the Covered Person who is anlIndian,asdefinedin this Policy, receivessevicesfor Covered
Benefits directly by:

1. An Indian Health Service;

2. AnIndian Tribe;

3. A Tribal Organization;

4.  An Urban Indian Organization; or

5. through referral under contract health services;

this Policy will pay Covered Medical Expenses incurred for Covered Benefits onNetvmork
basis without the application of: (1) tiXeductible; (2) Coinsurance; (3) Annual @iftPocket
Maximum; and 4) any applicable Copayments.

However, if services for Covered Benefits shown in Section 5, Covered Benefits, are not rendered
directly by an Indian Health Service, an Indian Tribe, iBdlrOrganization, an Urban Indian
Organization, or through referral under contract health services, this Policy will pay benefits on:

1. An In-Network basis ifthe Covered Person, who is anlndianasdefinedin this Policy,
obtainssevicesfrom an In-Network; or

2. An Out-of-Network basisif the Covered Person, who is an Indianasdefinedin this
Policy, obtainssevicesfrom a Non-In-Network; and
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the Deductible, Coinsurance, Annual Out-of-Pocket Maximum, and any applicable Copayments
will apply.

Berefits Paid Without Cost-Sharing Requirementdgor Certain Covered Persons\Who Are Indians

The Deductible, Coinsurance, Annual Out-of-Pocket Maximum, and any applicable Copayments
will not apply to aCoveredPerson who isan Indian,asdefined inthis Policy, and who:

1. Meetsthespecifcfederalgovernment guidelinesto exempt such CoveredPersonfrom
thecog-shaing requrementsof thisPolicy; and

2. Obtainssavicesfrom eitheranin-Network Provider or Out-of-Network Provider.

BENEFITS ELIGIBLE FOR PAYMENT
Benefits will beeligiblefor payment if CoveredMed cal Expensesre:
1. Incurredfor CoveredBenefits whilethe CoveredPersonisinsuredunderthisPolicy; and
2. TheTreatment for which the Covered Medcal Expensesre incuredis:
a. Theresultof anllinessor Injury; and

b. Medcally Necessay, uriess he Covered Benefit is for educational puposesonly,
asprovided under this Policy; and

c. Prescibedor treated by a Physician or other Covered Provider asprovided under
this Policy; and

d. MeetsOurMedcalPolicy.

Covered Benefits provided under this Policy are subject to the exclusons, limitations and all
termsand conditionsspecifedin thisPolicy.

ACCIDENT BENEFIT

Coverage will be provided for savicesrendered for bodily Injuriesresulting fom an Accident
which occur after the Covered Personé Effective Date of Coverage.

AMBULANCE SERVICES

Coverage will be provided for local transportation provided by a licensed ambulance service to the
nearest Hospital with the appropriate staff arudifees to treat the Emergency Medical Condition
of the Covered Person.
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ANESTHESIA SERVICES

Anesheda savices provided by a Physician (other than the attending Physician) or nurse
aneshetist. Servicesinclude: (1) theadministation of spinal anesthesa; and (2) theinjection or
inhalation of adrug or otheraneshtetic agent. No benefits will bepaidfor:

1. Localanestedaorintravenous(lV) sedationthat is consderedto beaninclusive
seviceor procedue.

2.  Hypnosis;

3. Anestedaconsulitionsbeforesumery that arecondderedto beinclusiveseavicesand
proceduesbeausethe Allowable Feefor theanestesaperformedduring thesurgery
includesthe anestiesaconsulttion; or

4. Anestedafor dental sevicesor injection of health.

AUTISM SPECTRUM DISORDER COVERAGE

Coverage will be provided for the diagnosis and treatment of autism spectrum disorders for a
Covered Dependent Child 18 years of age or younger. Coverage under this Benefit will be provided
for such Covered Dependent Chilthavis diagnosed with one of the following disorders as defined

in the most recent edition of the Diagnostic and Statistical Manual of Mental Disorders:

1. Autistic Disorder;

2.  Aspeger&Disorder; or

3. Pervasive Developmental Disorder not otherwise specifed.
Coveragewill include:

1. Habilit ativeor rehadilit ativecarethat is prescibed,provided,or orderedby aPhysician
or alicense@sychologist, includingbutnotlimitedto: (1) professonal,counseliry, and
guidanceservices; and (2) Treatment programsthat areMed cally Necessay todevelop
and regore, to the maximum extent practicable, thefunctioning of the coveredchild;

2. Medcationspresegibedby aPhysician;
3. Psychiatric or psychdogical care; and

4. Therapeuic care that is providedby: (1) a speeh-language pathdogist; (2) audiologist;
(3) occupationaltherapist; or (4) physicaltherapistlicensedn thisstate

Habilit ative and rehailit ative care includes Medcally Necessay interactive therapies derived
from evidence-basedreseach, including: (1) applied belavior analyss, which is alsoknown as
Lovaastherapy; (2) disaete trial training; (3) pivotal respnsetraining; (4) intensive intervention
programs; and (5) early intensive belavioral intervention.
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Appliedbelavior analysiscovered under this provision mustbe provided by anindividualwho is:
(a) licensedy the behavior analystcertification boad; or (b) certifiedby the Department of Public
Healthand HumanServicesasa family support spegalist with an autism endorsement.

WhenContinuedServicesAre Required

When treatmert is expeded to requre continued savices, We may requed that the treating
Physician provide a Treatmert plan considing of diagnosis, proposea treatmert by type ard
frequercy, the articipated duration of treatmert, the articipated outcomes stated as goak, and the
reaonsthetreatmertisMedically Necesay. The Treatmert plan must bebasel oneviderce- basel
saeenirg criteria. We may ask that the Treatmert plan be updated every 6 months.

As usedin this provision, iMedcally Necessay fi meansany cae, treatment, intervention,
seavice,or itemthat is presaibed,provided,or orderedby aphysicianor psychologistlicensedn
this state and that will or is rea®nably expededto:

1. Preventtheonset of anill ness, condition, injury, or disability;

2. Reduceorimprovethephysical,mental, or developmental effectsof anill ness,
condition,injury, or disability; or

3. Assistin achievingmaximumfunctionalcgpacity in performingdaily activities, taking
into account boththe functional cgpacity of the recipient and the functional cgpacities
that are appropriate for achild of thesane age

For Covered Personswho are over the age of 18 and have autism, coverage is provided under the
SevereMental llInesdenefit inthis Secion 5.

BLOOD TRANSFUSIONS

Blood transfusons, including: (1) the cost of blood; (2) blood plasmg; (3) blood plasma
expanders; and (4) packedcells. Storage chargesfor bloodare paid whenthe CoveredPerson has
blooddrawn and storedfor the CoveredPersond own usefor aplannedsurgery.

CHEMICAL DEPENDENCY

Coverage for the diagnosis and Treatment of Chemical Dependency will be provided on the same
basis as any other lliness. Treatment for Chemical Dependency will consist dfifatibnt and
Outpatient Treatment. Preauthorization is requiredijoatient ResidentiaChemical Dependency
Treatment; refer t&ection 6, Utilization Review Management Program

AfChemical Dependencydo means t he pebdergeon of , or p
addiction to alcohol or a controlled substance and includes alcohol and substance abuse.
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AChemical Dependency Treatment Center o means

1. Providesaprogramfor the treatment of alcoholism or drug addiction pursuant to a
writtentreatment planapprovedand monitoredby a Physicianor addiction counsédor
licensedy the state;and

2. Islicensedr approvedasatreatment center by the Department of Public Healthand
HumanServicesor islicensedr approvedby thestatewherethefacility islocated.
InpatienflreatmenServices

Benefits will bepayable for the necessay Treatment of Chemical Depandency whenprovidedin
or by:

1. A Hospital;
2. A Physician; or

3. AFreestaming Inpatient Facility whichisapart of aChemicd Dependency Treatment
Center. Suchfacility mustbe approved by the Department of Public HeathandHuman
Services.

Coverage will be provided under this Policy for:
1. Medically monitored and medically managed intensive Inpatient Care services; and
2. Clinically managed higlintensity residential services.
Inpatient Care Services are subject to Plan Notification and Preauthorization. Please refer to Section
6, Utilization Review Management Program.
OutpatienfTreatmengervices

Benefits will be payable for Outpatient Treatment of Chemical Dependency when such Treatment
is providedin or by:

1. A Hospital;
A Chemical Dependency Treatment Center;

A Physician or prescribed by a Physician;

2

3

4. Alicensed psychiatrist;
5. A psychologist;

6. A licensed social worke

7. Alicensed professional counselor; or

8. An addiction counselor licensed by the state.

Outpatient Treatment of ChemicalDepeandency is subjecttothefollowing conditions:
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1. TheTreatment mustberea®nably expededtoimproveor regorethelevel of
functioningthat hasbeeraffeaedby the ChemicalDependency;

2. The Treatmernt must be provided to diagnose ard treat recognized Chemi@a Dependey;

3. No benefits will be providedfor: (a) marriage counseliry; (b) hypnotherapy; or (c)
savicesgivenby astaf memberof aschool or halfway house.

CHIROPRACTIC SERVICES

Coverage will be providedfor sevicesprovidedby alicensedchiropractor within the scopeof the
CoveredPerson licenseand practice. Benefits include chiropractic se'vicesprovidedin connecion
with the detecion or correcion of manual or mecharical meansof:

1. Structural imbalance;

2. Distortion or subluxation in the humanbaody for the purposeof removing nerve
interference;and

3. Theeffectsof such, where such interferenceis thereault of or relatedto the distortion,
misalignment, or subluxationin thevertetral column.

Benefits are subjectto the Maximum Numberof Visits per Cdendar Yearshown in the Schedue
of Benefits.

CHRONIC DISEASE MANAGEMENT

Coverage will be provided for chronic diseasemanaement seavices for: (a) diabetes; (b)
hypertenson (high blood pressue); (c) high chaegerol; and (d) any other chronic diseaseequied
by the federal Affordable Care Act. The CoveredPerson mustbediagnosedand receiving treatment
for the chronic diseaseand the Chronic DiseaseManaement must be prescibedby a Physician.

CONVALESCENT HOME SERVICES
Coverage will be provided for sevices of a Convalexent Home asan aternative to Hogpital
Inpatient Care when:
1. Prexribedby aPhysician;and
2. Preauthorizationis obtained.

Coverage will beprovidedfor Convalescent Home Physicianvisits.
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No benefits will be payable for Convalesent Home Services if the Covered Person remainsan
Inpatient at the Convalescent Home whena skilledlevel of care is not Med cally Necessay.

This Policy doesnot pay for cudodial care services.

Benefits will belimitedto the Maximum NumberDays of Convalesent Home ServicesperCdendar
Yearasshown in the Schedue of Benefits.

DENTAL ACCIDENT SERVICES

Dental services provided by:

1. A Physician;

2. A Dentist;

3. An Oral surgeon; and/or

4.  Any other Covered Provider;

will not be covered under this Policy except Medcally Necessay seavicesfor the initial repair or
replacement of sound natural teeth which are damayed as a resultof an Accident will be covered
under this Policy. The following will not be covered under this Policy, evenif they are relatedto an
Accident: (1) orthodortics; (2) dentofacial orthopedcs; (3) Orthognathic surgeryor (4) related
appliances.

This Policy will not pay for sevicesfor the repair of teeth which are damajedasthe resultof biting
and chewing.

DOWN SYNDROME

Coverage will be provided for medically necessaane, treatment, intervention, senggaer itens
thatareprescribed, provided, or ordered by a physician licensed in Montana and that will or is
reasonably expected to reduce or improve the physical, mental, or developmental effects of Down
syndrome; or assist in achieving maximum functionplac#ies that are appropriate for a child
ofthesameagdi Medi cal |l y necessaryo means any car e,
that is prescribed, provided, or ordered by a physician licensed in Montana and that will or is
reasonably expectad reduce or improve the physical, mental, or developmental effects of Down
syndrome; or assist in achieving maximum functional capacities that are appropriate for a child
of the same ageCoverage includesahbilitative or rehabilitative cargrofessionacounseling,

and guidance services and treatment programs that are medically necessary to develop and restore,
to the maximum extent practicable, the functioning of the covered child. Therapeutic care that is
provided as follows: up to 104 sessions yedr with a speeelanguage pathologist, up to 52
sessions per year with a physical therapist, up to 52 sessions per year with an occupational
therapist. Coverages subject to deductible, copay and coinsurance.

When treatment is expected to requiretonued services, We may request that the treating
physician provide a treatment plan consisting of diagnosis, proposed treatment by type and
frequency, the anticipated duration of treatment, the anticipated outcomes stated as goals, and the
reasons the ¢atment is medically necessaryhe treatment plan must be based on evidence
based screening criteri&/e may ask that the treatment plan be updated every 6 months.
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DURABLE MEDICAL EQUIPMENT

Coveragewill beprovidedfor thepurchaseor rental of DurableMed calEquipment. The equipment
must be appropriate for therapeuic purposeswhere the Covered Person reddes. Benefits will

includerepairsand necessay maintenance of purchasedquipment, nototherwise providedunder
amanufacturer@warranty or purchaseagreement.

fiDurable Medcal Equpment dneansequpment or FDA approved medcal devices that are
Medcally Necessay to aid in the Covered PersonG recovery, mobility and/or support of life.

Durable Medicd Equipmentmust be (a) prescibed by a Physician; (b) be able to withstand
repeated use(consumabks are not covered);, (c) primarily used to se've a medcd purposerather
thanfor comfort or convenierce; and(d) geneally not useful to a personwhoisnot ill or Injured.

If atypeof equpment is specifcally excludedunderthis Policy, it will not be coveredunderthis
Durable Medcal Equipment benefit.

DurableMedcalEquipmentincludes, butisnotlimitedto: (a)canes; (b) crutches; (c) walkers;
(d) standard manualor electic whedchairs; and (e) standard hospital beds.

No benefits will bepayablefor thefollowing: (1) exerciseequipment; (2) carlifts or stairlift s;

(3) biofeedlad equipment; (4) sef-helpdeviceswhicharenotmedcalin nature,regardlessof the
relief they may provide for a medcal condition; (5) air conditioners and air purifiers; (6)

whirlpool baths,hottubs,or saunas; (7) waterbed; (8) otherequipment whichis not alwaysused
for healingor curing; (9) compuerizedand fideluxedoequipment lifemotor-driven wheelchairs or

bedswhenstandard equipment is adequate. We will have the right to determine whenstandard

equpment is adequete; (10) durable medcal equipment required primarily for usein athletic

activities; (11) replacement of lostor stolendurable medcal equipment; (12) repair to rental

equpment; and (13) duplicate equpment purchasedprimarily to the Covered Person&
conveniencewhenthe needfor duplicate equipment is not medcalin nature.

Preauthorization is recommendedfor the original purchaseor replacement of durable medcal
equpment over the amount indicated in the Schedue of Benefits. Pleaserefer to Section 6,
Utilizaion Review MamgementProgram

EDUCATION SERVICES

Coveragewill beprovidedfor education servicesthat arerelatedto the CoveredPerson& medcal
condition. Sucheducation sevicesmustbeprescibedby aPhysician.Preauthorizationis required
for thisbenefit.

EMERGENCY SERVICES

Coverage wil/ be provided for emer geaomnfpr ser vi ce
an accidental Injury or an Emergency Medical Condition. Emergency Services include stabilization

services. No Preauthorization is required for Emergency Services; howevEguiieed Person

must notify Us within 48 hours of the Emergency Sendseprovided irSection 6, Utilization

Review Management Program
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SECTION 51 COVERED BENEFITS MHC-3100

HABILITATIVE AND REHABILITATIVE CARE

Coverage will be providedfor habilit ative care seviceswhenthe Covered Person requreshelp to
keep,lean or improve skills and functioning for daily living. Thesesevicesinclude, but are not
limited to: (1) physical and occupational therapy; (2) speeh-language pathdogy; and (3) other
savicesfor peqlewith disailities.Thesesevicesmay beprovidedin avariety of Inpatient and/or
Outpatient settings as presegibed by a Physician.

Coveragewill beprovidedfor rehailit ative care saviceswhenthe CoveredPerson needdhelpto
keep,get bad or improve skills and functioningfor daily living that have beenlostor impaired
beauseathe CoveredPerson wassick, hurt or disabled.Thesesaviceswill include,butare not
limited to: (1) physical and occupational therapy; (2) spee&h-language pathology; and (3)
psychiatric rehabilitation

Thesesevicesmay be providedin a variety of Inpatient and/or Outpatient settings asprescibed
by a Physician.

Coverage for habilit ative care and rehailit ative care are subject to the benefit requrements
specifedin thefederal Affordable Care Act.

HOME HEALTH CARE SERVICES

Coveragewill beprovidedfor Home HealthCare whenprescaibedby aPhysician.Home HealthCare
seavicesmust be provided by a licensedhome health agency to a Covered Person in the Covered
Personé place of resdence and is prescibed by the Covered Person® attending Physician aspart of
the Covered Person® treatment plan.

Services for home health care include: (1) nursing seavices; (2) home health aide seavices; (3)
hospicesavices; (4) physical therapy; (5) occupational therapy; (6) speeh therapy; (7) medcal
sodal worker; (8) medcal sugpliesand equipment suiteble for usein the home; and (9) Medcally
Necessay personalhygiene,grooming, and dietary assistace. Home healthcare sevicesdo not
includepresaiptiondrugsor medcines.

Benefits will be limitedto the maximum numberof home visits, per Cdendar Yea, shown in the
Schedude of Benefits.

No benefits will bepayablefor:
1. Maintenance or cugodial care visits;
2. Domesic or hous&eeqing savices,
3. fiMeak-on-Wheeko or similar food arrangements;
4

Visits, services, medcalequipment, or sugpliesnotapprovedor includedaspart the
CoveredPerson&treatment planfor HomeHealthCare;

o

Servicesfor mental or nervousconditions; or

6. Servicesprovidedin anursinghome or skillednursingfacility.
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SECTION 51 COVERED BENEFITS MHC-3100

HOME INFUSION THERAPY SERVICES
The preparation, administration, or furnishingof parenteral medcations,or parenteral or
enteral nutritionalsevicesto the CoveredPerson by aHomelnfusion Agency, includes:
1. Education for the Covered Person, the Covered Personé caegiver, or a Family Membe;
2. Phamacy;
3. Suplies;
4. Equipment;and
5.  Skillednursingwhenbil ledby the Home Infusion Therapy Agency.

Note: Skillednursingseviceshilledby alicensedHome HealthAgency will becoveredunderthe
Home HealthCare Benefit.

Home Infusion Therapy Servicesmustbe orderedby a Physicianand providedby alicensedHome
Infusion Therapy Agency. A licensedHospital, which providesHome Infusion Therapy Services,
must have a Home Infusion Therapy Agency licenseor an endoisement to its Hospital facility
licensefor Home Infusion Therapy Services.

HOSPICE CARE SERVICES

Coverage will be provided for Hospice Care Services. Hospice Care Services is a coordinated
program of home care and Inpatient Care that providesoodinates palliative and supportive care

to meet the needs of a terminally 111 Covered
Benefits include:

1. Inpatient and Outpatient care;
2. Homecae;

3. Skillednursingcare;

4

Counselingand other support servicesprovided to meet the physical, psychdogical,
spiritual and sodal needsof the terminally-ill Covered Person; and

5. Instructionsfor care of the CoveredPerson, counselingand othersupport servicesfor
theCoveredPerson&lmmed ateFamily.

No benefits will be payable underthis Covered Benefit for:

1. Servicesthat do not requie skilled nursing care, including Cugodial Care for the
converience of the Covered Person or the Covered Person® Immedate Family; and

2. Presciption Drugs.
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SECTION 51 COVERED BENEFITS MHC-3100

HOSPITAL SERVICES T FACILITY AND PROFESSIONAL

INPATIENT CARE SERVICES BILLED BY A FACILITY PROVIDER

Coveragewill beprovidedfor Inpatient Care Servicesprovidedin aHospital or astate designated
Critical AccessHogpital. Benefits include the following:

1.

3.

Room and Board Accommodations:

a.

b.

Room and boad, which includesspecal diets and nursing sevices,

Intensivecareand cardiac careunitswhichinclude speéal equipment and
concentratednursingse vicesprovidedby nursesvho areHospital enployees.

MiscellaneousHospital Services:

=

-~ ® a o

- @

Laboratory procedures;

Operating room, delivery room, and recovery room;
Anesthetic supplies,

Sumicalsupplies;

Oxygenand useof equipment for the administration;
X-rays,

Intravenouslnjectionsand setupsfor intravenoussolutions;
Spedal dietswhenMed cally Necessay;

Regiratory therapy, chemotherapy, radiationtherapy, dialysistherapy;
Physical therapy, speeh therapy, and occupational therapy;
Drugsand medcines wtich:

1) Areappointedfor usein humansy the U.S. Foodand Drug Administration
forthespecifc diagnosisfor whichthey arepresaibed;

2) Arelistedin the AmericanMedcal Assoéation Drug Evaluation, Physiciarsd
DeskReference, or Drug Facts and Comparisons; and

3) RequreaPhysician@writtenpresciption.

Inpatient Hospital Physician visits.

Inpatient Careis subjectto PlanNotification and Preauthorization. Pleaseeferto Section 6,
Utilizaion Review MamagementProgram

Inpatient Care Servicesaresubjecttothefollowing conditions:
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SECTION 51 COVERED BENEFITS MHC-3100

1. Daysofcae:
a. Thenumberof days of Inpatient Care providedis 365days.

b. Incomputingthenumberof Inpatient Care daysavailable,dayswill becounted
accordingto the standard midnight censugprocedue usedin mostHospitals.
Theday the CoveredPerson is admittedto aHogpital is counted,butthe day the
CoveredPersonisdischargedis not. If aCoveredPersonis dischamgedon theday
of admisson, oneday is counted.

c. ThedaytheCoveredPersonentersaHogspital isthe day of admisson. Theday the
CoveredPersonleavesaHogpital istheday of discharge

2. The CoveredPerson will beresmnsible to the Hogpital for payment of its charmesif the
Covered Person remainsasan Inpatient when Inpatient Care is not Medcally Necessay.
No benefits will be providedfor abedresevedfor the Covered Person. No benefits will
be paid for Inpatient Care provided primarily for diagnostic or therapy sevices.

INPATIENT CAREMEDICALSERVICESBILLEDBY APROfESSIONALPROVIDER

NONSURGICALSERVICES BY ACOVERED PROVIDER,CONCURRENT CARE AND
CONSULTATION SERVICES

Med calseavicesdonotincludesurmicalor maternity services Inpatient Caremedcalsavicesare
coveredonly if the CoveredPersonis eligiblefor benefits underthe Hospital Services, Inpatient
Cae Servicessectonfor theadmisson.

Medcal care visits are limited to one visit perday per Covered Provider unlessthe Covered
Person@ condition requires a Physician® constant attendance and treatment for a prolonged
peiodoftime

OBSERVATION BEDS/ROOMS

Paymentwill bemadefor obsevationbedsvhenMed cally Necessay, andin accordancewith
Med calPolicy guidelines, subjecttothefollowinglimit ations:

1. Whentheobsevation bedis providedfor lessthan24 hours;

2. Benefitsfor obsevation bedswill notexceedthe semiprivateroom ratethat would be
bil ledfor aninpatient Care stay.

OUTPATIENT HOSPITAL SERVICES

Coverage will be provided for ambubtory patient services rendered in the Hospital& outpatient
facilitiesand equipment for: (1) sumgery; (2) regiratory therapy; (3) chemotherapy; (4) radiation
therapy; and (5) dialysis therapy. Outpatient Hospital facilities include a licensedHospital®
Ambulatory Care Facility or licensed-ree Standing Sumical Facility.
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SECTION 51 COVERED BENEFITS MHC-3100

INFERTILITY TREATMENT

Coveragewill beprovidedfor health care services, including examinations, testing and medical
consultations, to diagnose and determine the care for your infertility.

LABORATORY SERVICES

Coveragewill beprovidedfor:

1. Diagnosiic x-ray examiretions,

2. Laboratory andtissuediagnostcexaminations; and

3. Medcaldiagnosic procedues(machinetestssuch aseEK G, EEG).
Laboratory sevicesinclude, but are not limitedto, the following:

1. Laboratory X-ray Examiretions;

2. Other Radiology Tests,including but not limitedto: (a) computerized tomography scan
(CT Scan);(b) MRIs; (c) nuclearmedcine; and (d) Ultrasound;

3. Laboratory Tests,including but not limitedto: (a) urinalysis; (b) bloodtess; and (c)
throat cultures,

4. Diagnosic Testirg, including but not limitedto: (a) Elecroencephd ograms(EEG); and
(b)Electrocadiograms(EKGor ECG).

Such laboratory servicesmustbe:
1. Prescibedby aPhysician;
2. Medically Necessary to find the cause or diagnose an lliness or the extert of an Injury; and

3. Adminigered by a professonal provider whois trained and licensed to perform
such sevices.

This benefit doesnot include diagnosic seavices, such asbiopses, which are sevicesthat are
routinely coveredunderthe Surgical ServicesBergfit.

MATERNITY AND NEWBORN CARE SERVICES

Coverage will beprovidedfor maternity sevices, including: (1) preratal care; (2) delivery of one or
more newborn children; (3) pospartum care and benefits for childbirth; and (4) Hospital Inpatient
Care for conditions related directly to pregnancy.

Coveragewill include at least:
1. 48hoursof Inpatient Care following a vaginal delivery; and

2. 96hoursof Inpatient Carefollowing delivery by cesaeansecton for the motherand
newborninfant;

for the mother and newborn infant in aHospital or other Covered Facility. A decigon to shorten
thelength of Inpatient stay to lessthanthat providedabove mustbemade by the attending health
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SECTION 51 COVERED BENEFITS MHC-3100

Preauthorization will berequiedif adecison is made to lengthen the time of Inpatient stay to
more thanthe above requredperiod.

Under Federal law, benefits may not berestictedfor any Hospital length of stay in connecton

with childbirth for the mother or newborn child to lessthan: (1) 48 hours following a vaginal

delivery; or (2) 96 hoursfollowing acesaeansecton. However, Federal law generally does not

prohibit the mother & or newborné attending CoveredProvider, afterconsultingwith the mother,

from discharging the mother or her newborn earierthan48hours (or 96 hoursasapplicable).In

any caseunder Federal law, CoveredProviders may not berequiedto obtain Preauthorization

from the Utili zation Review Management Programfor prescibing alength of stay notin excess
of 48hours(or 96 hours).

Payment for any maternity sevices by the professonal Covered Provider is limited to the
Allowable Fee for total maternity care, which includes. (1) delivery; (2) preretal care; and (3)
pospartum cae.

fAttending health care providerd meansa Covered Provider licensedunder Title 37 who is
respnsiblefor providingobdetricaland pedatric careto amother and newborn infant.

NEWBORN INITIAL CARE
Coverage will beprovidedfor thefollowing:
1. The initial healthcare of anewborn child birth providedby a Fhysician;
2. Standby careprovidedby apedatricianat cesaeansecton;and

3. NurseyCael Hospital nursey careof newborninfants.

MEDICAL SUPPLIES

Coverage will beprovidedfor the following suppliesfor useoutsde of a Hospital:

1. Suppliesforinsulinpumps, syringesandrelatedsuppliesfor conditionssuchas
diabetes.It isrecommendedthat the CoveredPerson purchasansulin pumgs, syringes
andrelatedsuppliesunderthe Presciption Drug Benefit.

2. Injectionaids, visualreadingand urineted strips, glucagon emergency kitsfor
treatment of diabetes.Oneinsulinpumpfor each warranty periodis coveredunderthe
Durable Medcal Equipment Benefit;

Steriledressinggor conditionssuch ascanceror burns;
Catheters;

Splints;
Cologomy bagsandrelatedsuplies; and

o g &> w
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SECTION 51 COVERED BENEFITS MHC-3100

7. Supliesfor renaldialysisequipment or machines.

Medica supplieswill be covered only when (1) Medically Necessary to treat the Covered Person
condtion for which berefits are payable unde this Policy; and (2) prescribed by Physician.

MENTAL HEALTH SERVICES

Coverage will be provided for Inpatient and Outpatient Treatment of Mental lliness. Benefits will

be paid on the same basis as any other lliness. Coverage under this Covered Benefit does not
include coverageofr Severe Mental lliness; see the Severe Mental lliness benefit provision
provided in this Section.

iMent al Il nessd0 means a clinically significant
that occurs in a person and that is associated with: ¢&gpt distress or a painful symptom;

(2) a disability or impairment in one or more areas of functioning; or (3) a significantly increased

risk of suffering: (a) death; (b) pain; (c) disability; or (d) an important loss of freedom.

Mental Illlness must be comgred as a manifestation of a behavior, psychological, or biological
dysfunction in a person.

Mental lliness does not include: (1) developmental disorders; (2) speech disorders; (3)
psychoactive substance use disorders; (4) eating disorders (exceptlificia land anorexia
nervosa); (5) impulse control disorders (except for intermittent explosive disorder and
trichotillomania); or (6)Severe Mental llinesgefer to the Severe Mental lliness benefit in this
Section).

iMent al He al t h o nieansaatteatneent tfacili§ eorgdnieed to provide care and
treatment for mental illness through multiple modalities or techniques pursuant to a written
treatment plan approved and monitored by an interdisciplinary team, including a licensed
physician, psychiatrisocial worker, and psychologist, and a treatment facility that is: (1) licensed
as aMentalHealthTreatmentCenter by the state; (2) funded or eligible for funding under federal
or state law; or (3) affiliated with a hospital under a contractual agreéemignan established
system for patient referral.

INPATIENT CARE SERVICES

Coveragefor Inpatient Care Servicesof Mental |l nesswhile the CoveredPerson is insuredunder
this Policy, whensuch Inpatient Care Servicesare providedin: (1) a Hospital; (2) aFreestading
Inpatient Facility; or (3) a Physician.Inpatient Care Servicesmustbe Preauthorized;referto
Secion 6, Utili zation Review Marnagement Program. Medcally monitored and medcally
maregedintensive Inpatient Care sevicesand clinically mareged high-intensityreddential
savicesarecoveredunderthisPolicy.
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PARTIALHOSPITALIZATION

Partial Hospitalization coverage will be provided for care and treatment of Mental Illness when
Partial Hospitalization services are rendered by: (Hoapital, (2) a Freestanding Inpatient
Facility; or (3) a Physician. Partial Hospitalization is considered to be Inpatient Care and must be
Preauthorized; refer to Section 6, Utilization Review Management Program.

Benefits include Partial Hospitalizatiservices for the Treatment of Mental lliness. Such services
must be preauthorized; refer to Section 6, Utilization Review Management Program.

OUTPATIENT CARE SERVICES

Outpatient care and treatment of Mental lliness will be covered under this PdheyGovered

Person is not receiving Inpatient Mental lliness treatment and the Outpatient care and treatment is
provided by: (1) a Hospital; (2) a Physician or prescribed by a Physician; (3) a Mental Health
Treatment Center; (4) a Chemical Dependency €@en) a psychologist; (6) a licensed
psychiatrist; (7) a licensed social worker; (8) a licensed professional counselor; or (9) a licensed
addiction counselor.

Outpatient Mental lliness Treatment must be:
1. Provided to diagnose and treat recognized Mdlnaiss; and

2. Reasonably expected to improve or restore the level of functioning that has been
affected by the Mental lliness.

No benefits will be payable for: (1) marriage counseling; (2) hypnotherapy; or (3) services given
by a staff member of a schaml halfway house.

PEDIATRIC SERVICES

Coverage will be provided for Pediatric preventive care services for Covered Dependent Children
under age twelve (12). Benefits include, but are not limited to: (1) approjmniatienizations as
defined by Starards of Child Health Care issued by the American Academy of Pediatrics or other
guidelines required by the state; (2) developmental assessments, which includes Physician visits
for child health supervision services; (3) laboratory servid@gppical flioride varnisand &) any

other care and services mandated by the federal Affordable Care Act.

PEDIATRIC VISION CARE PROGRAM

Coverage will be providedfor vision care savicesfor Covered Dependent Childrenunder age 19.
Vision Care savicesand the vision care In-Network usedfor this benefit are adminigeredby VSP
asshown on page 5, ImpatantInformaion. A diredory listing of the VSP In-Network Providers
can beobtained from the VSPwebsite, or You contact VSPby telephore or mail; the VSPcontact
information is shown on page 5.
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Benefits will be providedfor the covered sevices fiown in the Schedue of Benefits for the stated
frequency of seavices. The frequency of sevice for each coveredseavice is once every 12 morths,
unlessotherwise stated in the Schedue of Benefits.

The Covered Person may chooseeither eyeglassesor contact lensesduring any Cdendar Yea;
however, no benefits will be provided for both eyeglassesand contact lensesduring the same
Cdendar Year peiod. Benefits payable under this Pedatric Vision Care Program benefit are
subjectto theterms, conditions,exclusons,limitationsoutlinedin this Covered Benefit and this
Policy.

EYE EXAMINATIONS

Benefits will be providedfor one eye examingtion for each eligible Covered Dependent Child
duringtheCdendarYea. Theeyeexamiration may befor oneofthefollowing: (1) eyeglasses,
(2) contact lense; or (3) for both eyeglassesand contact lensesduring one examination. No
benefits will be payable for another eye examiration performed during the Cdendar Yea. No
benefits will bepayablefor separate eye examirgtionsfor eyeglassesnd contactlensesluring the
Cdendar Yea.

VISION CARE MATERIALS: EYEGLASSLENSES,COATINGS,AND FRAMES

Benefits will be providedfor: (1) eyeglasslenss; (2) eyeglasscoatings; and (3) eyeglassframes.
The benefits payable are shown in the Schedue of Benefits.

The frame sdecion covered under this Vision Cae benefit will be from a Pedatric Excharge
Cdlecion at the Physician& offi ce.

CONTACT LENSES

In lieu of eyeglasse, the Covered Person may electto receive Vision Care Materials for contact
lenses ashown in the Schedue of Benefits. Either eyeglassesor contact lenses ray be deded
during the Cdendar Yea, but not both

Benefits are payable for Necessay Contact Lensesfor Covered Persons who have speciic
conditions for which contact lensesprovide better visual correcion. The Necessay Contact
Lensesnustberecommendedand presaibedby theVisionPhysician.

The following service limitationsapply to In-Network benefits for Contact Lenses:

1. Standard (onepair of contactlenseperCaendarYear): Benefits arelimitedto one (1)
contactlenspereye(total2 lenses);

2. Monthly (six-month supply): Berefitsarelimitedtosix (6) lersesper eye(totd 12 lerses);

3. Bi-weekly (3 morth suply): Benefits are limitedto six (6) lensepereye (total 12
lenses)and
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4. Dalilies(onemonth supply): Berefitsarelimitedtothirty (30) lensesper eye
(total 60 lenses.

The following itemsare not covered under this contact lensbenefit provision:
1. Otherinsurancepoliciesor saviceageements;
2. Artistically paintedor non-presaiptionlenses,
3. Additional office visits for contact lenspathology;
4. Contactlensmodification, polishingor cleanirg; and
5

Orthoptics, vision training, sugplemental testirg.

PAYMENT OF BENEFITS
Benefits will be paid asshown in the Schedue of Benefits.

Whensavicesare received from an In-Network Provider, the benefits are fully coveredat no cost
to the Covered Person. Therefore, no claimshave to be submittedto Us or VSP. The In- Network
Provider will not require payment for the Vision Care savicesprovidedto the Covered Dependent
Child.

Whensevicesare received from an Out-of-Network Provider, You will beresmnsible for paying
the difference betweenthe benefit payable under this Vision Care benefit and the amount billed
by the Out-of Network Provider. Youwill havetosubmitaclaimtoVSPtoobtain reimbuseament
for any amount You pay that is coveredunderthisVision Care benefit.

CLAIMS AND APPEALS FOR DENIED CLAIMS

VSPwill pay or deny claimswithin thirty (30) caendar days of the receipt of the claimfrom the
CoveredPerson or CoveredPersoné authorizedrepresentative. In theevent that aclaimcamot be
resolvedwithin thetimeindicated,VSPmay, if necessay, extendthetimefor decison by no more
thanfif teen(15) cdendardays.

Denialof Preauhorizaion Requests. |If VSPden esthe Physician& requestfor Preauthorization, the
Physician, You or Your authorized represeantative may requestan appealhe denial. Pleasereferto
the fiClaim Appeabo provision beow, for details on how to requestanappeal. VSPwill provide the
requedor with a final review determination within thirty (30) cdendar days from the date the
requestis received. A second level appeal and other remedesasdescibedbdow, is alsoavailable.
VSPwill reslve any second level appealwithin thirty (30) cdendar days. You may designate any
person, including the provider, asYour authorized representative.

Requestfor Appeds: If theCoveredDepandent Child&claimfor benefitsisdeniedby VSPin whole
or in part, VSP will notify You in writing of the rea®n or rea®nsfor the denal. Within one
hundredeighty (180)daysafterreceipt of such notice of denal of aclaim,Youmay make averbal
or writtenrequestto VSPfor afull review of such denal. Therequestshould contain
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sufficient information to identify You and the Covered Dependent Child for whom a claim for
benefits wasdenied,including: (1) Your VSP Memberldentification Numbe; (2) the Covered
Dependent Child® name and date of birth; (3) the name of the provider of sevices; and (4) the
claimnumbe. Youmay statetherea®nsYoubelievethat the claimdenialwasin error. Youmay
alsoprovideany pertinent documentsto bereviewed. VSPwill review theclaimand give Youthe
opportunityto: (1) review pertinent documents; (2) submit any statements, documents, or written
arguments in support of the claim; and (3) appeapersonally to present materialsor arguments.
Youor Yourauthorizedrepresantative should submit all requestsor appeal$o VSP,

VSPcontactinformation for claimsis shown on page 5, Important Information.

EXCLUSIONS AND LIMITATIONS

The following exclusons and limitations aply only to this Pedatric Vision Care benefit. No
coverage will beprovidedunder this Vision Care benefit for:

1. The purchaseof two pairs of glassesnstead of bifocals. Only one pair of glassesare
payable under this Vision Care benefit perCdendar Yea.

2. Replacement of lense, framesor contacts.
3. Medcalor sumicaltreatment.

4. Orthopticsor visiontrainingand any assotatedsupplemental testing; planolenses
(lesghan+ .50diopterpower); or two pair of glassesn lieuof bifocals.

5. Replacement of lensesand framesfurnished under This Plan which are lostor broken
except at the normal intervals when sevicesare otherwise available.

6. Medcalor sumical treatment of the eyes.
7. Coarectivevisiontreatment of anExperimental Nature.

8. Costsfor savicesand/or materialsabovethe benefits payablefor the CoveredVision
Caesavices.

9. Servicesor materialsnotindicatedasCoveredVision Carebenefit.

PHYSICIAN MEDICAL SERVICES

Coverage will be providedfor sevicesprovidedby a Physician (non-spedalist or spegalist) in the
Physicianés office during anoffice visit for medcal sevices.
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PRESCRIPTION DRUGS BENEFIT

Generic and Brand-Named Presciption Drugs are covered under this Policy, as provided in this
CoveredBenefit provision. All Presgiption Drugsmustbe prescibedby a Fhysicianand purchased
a a Preferred Phamacy (retail) or the Preferred Mail Order Phamacy. No benefits are provided
for presciption drugs purchasedfrom a Non-Preferred Phamacy or Non-Preferred Mail Order
Phamacy.

CoveredPresaiption Drugsare providedin the Presaiption Drug Formulary for thisPolicy. The
PresciptionDrugFormulary will beprovidedtoYouwith theissuanceofthisPolicy. The formulary
alsomay beobtainedon Ourwebsite or by callingthe Cusomer Servicenumberappeaing on page
4, ImpartantInformaton.

PRESCRIBING UNITS

A Prescribing Unit is the amount of the Prescription Drug or Specialty Drug that wiilspensed

for a single Copayment or for which any minimum or maxin@mmsurance amount will be

calculated. For any drug, if two (2) or more differstmengths, methods of drug delivery,

formulation or drug name are prescribed for diseng the same timgeriod, eah will constitute a

separate Prescribing Unit a@@payment/Coinsurance. We also reserve the right to cover the least

number oftablets and/or capsules in order to obtain the daily dose needed as long as it ihiavithin

Pl ands quanti toys laipmirtosyv eadn dd/ocsre . P |Eaasefdarats t r engt h wi
Prescribing Unit and Copayment/Coinsurance.

The Prescribing Unit of a Prescription Drug or Specialty Drug dispenseg@hmranacy pursuant
to one (1) Prescription Order or Refill shall be limitedhe lesseof:
1 The quantity prescribed in the Prescription Order or Refill; or
1 A 31-day supply
1 The quantity limit for a specific drug; or
I The amount necessary to provide aday supply according to the maximum dosage
approved by the Food and Drug Adnigitration for the indication for which the drug was
prescribed; or
1 Depending on the form and packaging of the product, the following:
A Tablets/capsules/suppositorie$00; or
A Oral liquidsi 480 cc; or
A Commercially prepackaged items (such as but not linidsginhalers, topicals, and
vials)1 1 unit (i.e., box, tube or inhaler); or
A SelfAdministered Injectablek a sufficient amount to provide tipeescribed
amount for four (4) weeks.
Any Covered Drug that has a duration of action extending beyond on®(ith shallrequire the
number of Copayments per Prescribing Unit that is equal to the anticidatation of the
medication. For example, Defvovera is effective for three (8onths and would require three
(3) Copayments.
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DRUG FORMULARY, PREAUTHORIZATION, AND PRESCRIPTION DRUG SUPPLY LIMITS

ThePresciption DrugsprovidedunderthisPolicy arebasednthe Drug Formulary for this Policy.
Therefore,only thosepresaiption drugslistedin such Drug Formulary will becovered underthis
Policy.

Presciption Drugs do not require Preauthorization unlessthey are includedin the Presaiption

Drug Preauthorization List, which is provided in Section 6, Utilizaion Review Management
Program If the CoveredPerson doesnot obtain Preauthorization for aPresaiption Drug listedin

the Presciption Drug Preauthorization List, the Covered Person must submit a claim with

supprting documentation to Customer Servicefor reimbusement condderations.Our Cugomer

Servicecontactinformationis shownon page4 Impatantinformaton.

The supply limits for Presciption Drugsare asfollows:

1. Perpresciptionor refill at aretail Participating Provider Phamacy is limitedto a
maximumof a31-day supply basednthe FDA-approveddosageregardlessof the
manufacturer packaging;

2. Perpresciption or refill receivedfrom the Participating Provider Mail Order Phamacy is
limitedto a maximum ofa 9Gday supply basedon the FDA-approved dosaje regardless
of the manufacturer packaging. However, Self-Adminigered Injectable Drugsare
limitedto a maximum of a 31-day sumply perpresciption or refill receivedfrom the
Participating Provider Mail Order Phamacy.

Exclusions
No benefits will bepayable for the following:
1. Nonlegend drugsotherthaninsulin.
Anabolic Steroids.
Fluoride sumplements.

2
3
4. Over-the-counterdrugsthat do notrequre apresciption.
5. Anydrugusedor the purposeof weight loss.

6

Presciption Drugsfor coametic purposes, includingthe Treatment of alopeda(hair
loss).e.g., Minoxidil, Rogaine

7. Presaiption Drugsusedor erectiledysfunction. Certaindrugsusedor erectile
dysfunctionmay becoveredif Med cally Necessay andtheCoveredPersonreceives
Preauthorization.

8. Therapeuic devicesor appliances, including:
a. Needes
b. Syringes,
Cc. Support garments; and
d. Othernonmedcinalsubstaces;

regardlessof intended use,unlessotherwise specifed asa Covered Benefit under this provision.
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9. Diaketicinfusion sets, which include: (a) a casstte; (b) neede and tubing; and (3) one
insulinrpumpduring the warranty period. Diabetic-infusion sets and acces®riesfor
insulin pumpsare covered under the Durable Med cal Equipment Benefit.

10. DrugsoritemdabdedfiCaution’i limitedby federallaw toinvestigationaluse or
experimental drugseventhough the CoveredPersonis chargefor theitem.

11. Immunization agents;
12. Biological sera;
13. Blood or blood plasma.

14. Presciption Drugswhich areto betakenby or adminigeredto the CoveredPerson, in
wholeor in part, whilethe CoveredPersonis apatient in: (a) aHospital; (b) resthome;
(c) sanitaium; (d) extended care facility; (e) convalescent hospital; (f) nursinghome; or
(9) similar institution which opeatesor allows to be opeated on its premises; or (h) a
facility for dispensingoharmaceuicals; medcationsin thesesituations is part of the
facility&charge.

15. AnyPresciptionDrugrefill: (a)in excessofthenumberspecifedby thePhysician;or
(b)dispenseadfteroneyearfromthePhysician&original order.

16. Replacement presciption Drugsor Presciption Drugsduetoloss, theft or spoil age

PURCHASE AND PAYMENT OF PRESCRIPTIONDRUGS

Presciption Drugs may be obtained usinga Participating Provider Phamacy only or the In-
Network Mail OrderPhamacy. ThePresciption Drug Coinsuranceand/or Copayment, if any, is
shown in the Schedue of Benefits. The Prescription Drug Coinsurance and Copayments apply
towards the satisfaction of the Annual @dtPocket Maximum required under the Policy.

If Prescaiption Drugs are purchasedat a retail Participating Provider Phamacy, the Covered
Person mustpresent the CoveredPerson& | dentification Card (ID) at thetimeof purchaseand pay
the required Presciption Drug Deductible, Coinsurance and/or Copayment as shown in the
Schedue of Benefits.

If Presciption Drugsare purchasedhrough the In-Network Mail Order Phamacy, the Covered
Person must provide the In-Network Mail Order Phamacy with the completed order form,
Deductibleand/or Copayment amount, and the signedPhysicianpresciption.

If Presciption Drugs are purchasedat a Non-Participating Provider Phamacy, retail or mail
order, the Covered Person mustpay for the presgaiption at the time of purchaseand thenfile a
claim with Us. The claim must be sent to the Customer Service addressshown on page 4,
Important Information, for reimbusanent congderations. Thereimbusament of any claim will

bebasedntheAllowableFeepayablefor In-Network Providers.

Phenylketonuria (PKU) Coverage. Coverage will be provided for the treatmert of inborn errors of
metbolism: (a) that involve: (1) amino acid; (2) catbohydrate; and (3) fat metbolism; and (b) for
which medically stardard methads of: (1) diagnosis; (2) treatmert; and (3) monitoring exig.

Coverage for PKU will include experses of: (@) diagnosing; (b) monitoring; ard (c) controlling the

55
ee MONTANA

HEALTH
CO-OpP



SECTION 51 COVERED BENEFITS MHC-3100
disorders by nutritional and medical assessmet) including but not limited to: (1) clinical services,

(2) biochemica analysis; (3) medica supplies; (4) presaiption drugs; (5) corredive lerses for
conditions related to the inborn error of metabolism; (6) nutritional managenert; and (7) medical
foods use in treatmert to compersate for the metbolic abnormality and to maintan adequate
nutritional status.

fiM edical foodsd mears nutritiona substanesin any form that are: (a) formulated to be consumed
or adminigered enterally unde supervision of aphysician (b) spedfi cally procesed or formulated
to be distinct in one or more nutriernts presen in natura food; () intendel for the medical ard
nutitional managenen of patientswith limited capecity to metabolize ordinary foodstuffs

or certain nutiens containal in ordinary foodstuffs or who have othe spedfic nutient
requremensasestblished by medical evaluation; and (d) esertial to optimizegrowth, hedlth, ard
metbolichomeosssis.

fiTreatmend, as useal in this berefit provision, mears licersad professima medica services under
the supervision of a physidan.

PHYSICIAN MEDICAL SERVICES

Coverage will be provided for savices of a Physician or Physician Spedalist rendered in the
Physiciané Office during a Professonal Call. Office visits for immunizationswill notinclude office
callchamges.

POSTMASTECTOMY CARE AND RECONSTRUCTIVE BREAST SURGERY

POSTMASTECTOMY CARE

Coveragewill beprovidedfor Inpatient Hospitd carefor aperiod of time determined by the
Attending PhysicianinconsultationwiththeCovered Person, tobeMedically Necessay following:

1. A mastectomy;
2. Alumpectomy; or
3. Alymph node dissection;

for the Treatment of breast cance

RECONSTRUCTIVE BREAST SURGERY

Coverage will beprovidedfor all stagesof Reconstuctive BreastSumgery aftera masedomy
including, but not limited to:

1. All stagesof reconstruction of the breaston which amagedomy hasbeenperformed;
2. Sumgery andreconstuction of the otherbreasto produceasymmetricalappeaance;

3. Prosthesesand physicalcomplicationsof all stagesof magedomy and breast
reconstruction,includinglymphedemas; and

4. Chemotherapy.
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The above treatments must be provided in a mamer determined in consuliation with the
AttendingPhysicianandthe CoveredPerson.

Coveragewill beprovidedfor breasprosthesesstheresultof amagedomy.

For specifc benefits related to postmatedomy care, pleaserefer to that specifc Covered Benefit,
e.g., Sugical Services,Hospial Servicesi Facility andProfessonal.

fiMageaomyo meansthe sumical removal of all or part of a breas.

fi Reenstuctive breast sumeryd means sumgery peformed as a result of a magedomy to
reestalish symmetry betweenthe breasts.The term includes, but is not limited, to augmentation
manmoplasty, reduction manmoplasty, and magopexy.

Wewill providewrittennoticein compliancewith the modellanguage of the Women& Health and
Cancer Rights Act of 1998 to a Covered Person of the availability of benefits with respecto the
Womené Healthand Cancer Rights Act of 1998upon erroll ment and subsegently on anamual
basis.

PREVENTIVE HEALTH CARE SERVICES BENEFIT

Preventive Health Care Servicesfor hedth care saeeningsor preventive purposessubmitted with
aroutine dagnosis will becoveredat 100% ofthe Allowable Fee. Thismeans tht theseBenefits
are not subjectto the Deductible, Coinsurance, Copayments, or Annual Out-of- Pocket Maximum
when savices are provided by an In-Network Provider However, if Preventive Health Care
Servicesare rendered or an estadlished medcal condition or by a Non-In-Network, the Reventive
Health Cae Services provided will be subjectto the Deductible, Coinsurance, Copayments, and
Annual Out-of-Pocket Maximum.

Preventive HealthCare Servicesinclude, but are not limitedto:

1. ServicesthathaveanfiAdorfi Brating* intheUnitedStatesPreventiveServicesTask
Force®&currentrecommendations; and

2. Immunizationsrecommendedby the Advisory Committeeof ImmunizationsPractices
of the Centersfor DiseaseControl and Prevention; and

3. HealthResoucesand ServicesAdministation (HRSA) Guidelinesfor Preventive Care &
Screeninggor Infants, Children,Adolescentsand Women,;

4.  Currentrecommendationsofthe UnitedStatesPreventive Service TaskForceregarding
breastancersaeenirg, mammography, and preventionissuedprior to November
2009;and

5.  Any other Preventive HealthCare Servicesrequiedby the federal Affordable Care Act.

Educational trainingfor Preventive HealthCare Servicesthat is necessay and prescibed by a
Physician will be covered. However, Preauthorization will be requied for all prescibed
educationaltrainingfor PreventiveHealthCaresevices.

The following are some of the services provided under this Preventive Health Care Services

Benefit. Coverage will be provided in accordance with the requirements of the federal Affordable

Care Act:
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Blood Pressure Screening.

Cancer Screenings. Coverage for cancer saeeningsncludes, butis not limited to:

(a) BreastCancer ScreeninggdManmmograms);(b) Colorectal Cancer Screening, (c) Prostate
Cancer Screening,; and (d) any other cancer saeeningsequiredby the federal AffordableCare
Act.

Cholegerol Tests.

CounselingSer vices. Coverage for counselingwill beprovidedon such topicsas. (a) quitting
smoking; (b) losingweight; (c) eating healthfully; (d) treating depresson; (e) reducing alcohd
use; and (f) any other counselingsevices mandated by the federal Affordable Care Act.

Diabetes Management and Supplies. Coverage will be provided for Diabetes Self-
Management, Equipment and Supplies. Benefits will be payable for outpatient sef-
maragement training and education for the treatment of diabetes. Any education must be
providedby aCoveredProviderwith expertisein diabetes.

Benefits will be provided for diaketic equipment and supplies; however, such equpment and
sumpliesarelimitedto the following: (1) insulin; (2) syringes; (3) injection aids; (4) devisesor
sef-monitoring of glucoselevels (including thosefor the visually impaired); (5) teststrips; (6)
visual reading and urine teststrips; (7) one insulin pumpfor each warranty period; (8)
acces®riestoinsulinpumps; (9) onepresaiptiveoral agent for controlling bloodsugarlevels
for each classof drug approvedby the UnitedStatesFood and Drug Administration; and (10)
glucagon emergency Kkits. Diabetic equpment and supplies that are payable under the
Presciption Drug Benefit will bepaid underthe PreseiptionDrugBenefit only.

Flu and Pneumonia Shots.

Healthy Pregnancy Counseling. Coveragewill include,butnotlimitedto, counseliry,
saeeniry, and vaccines.

Smoking/Tobaccoo Cessation Coverage will be provided for tobacm cessation interventions
for Covered Persons who use tobacm produds. Sudh intervertions, which must be
recommenad by the U.S. Prevertive Sevices Task Force (USPSTF), include:

a. CounselingThefollowingcounselingsessns,basednthefi SAdcounselingormat
recommendedby theUSPSTF,include:(1) A brief one-timecounselingses#onof 10
minutes; or (2) when needed, longer counselingses#ons over 10 minutes or
multiplecounselingses#ns; and (3) augmentedpregnancy tailored counselingor
pregnantwomen;

b. Phamacotherapy: FDA -approved pharmacotherapy, which is a combination therapy
with counselingand med cation, will becovered.FDA -approved phamacotherapy
includes: (1) nicotinereplacement; and (2) therapy sustained releasdyupropionand
varericline

9. Vaccinations. Coverage will be provided for routine vaccinations againstdiseasesuch as

measles, polio, or menimgitis, or other diseasespecifed for vaccination in the federal
AffordableCareAct.
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10. Well-Baby and Well-Child Care Visits. Coverage will be providedfor regular well- baby
and well-child care visits, from birth to age 21, unlessotherwise stipulatedin the federal
Affordable Care Act. Benefits will include, butnotlimitedto, thefollowing: (a) ahistory;
(b) physical examirgtion; (c) developmental asses®ent; (d) anticipatory guidance;(e)
laboratory tess, accordingto the schedue of visits adoptedunderthe earlyand periodic
saeeniry, diagnosis, and treatment servicesprogramprovidedin the MontanaState
Medcadlaw; (f) routineimmunizationsaccordingto the schedue forimmunizations
recommendedby thelmmunization PracticesAdvisory Committeeof the U.S.
Department of Healthand HumanServicesor asrecommendedby the American
CommitteeonImmunization Practices.

Services fo Well-Baby and WelChild Care

a. Must beprovidedby a Physicianor other Covered Rovider supevisedby a
Physician;and

b. Wil be limitedto one visit payable to one provider for all of the se&vicesprovided
at each visit.

fiDevelopmentd assessmeatand fianticipatory guidanced mean the sevicesdesribed in the
Guidelines for Heakh Supervision I, published by the American Academy of Pediatrics.

For more detailedinformation on Preventive HealthCare Services, contact Cusomer Service at
thetelephonenumberor website shown on page4, Impatantinformaton.

PROSTHETIC DEVICES (NON-DENTAL)

Coverage will be provided for appropriate non-dental prostetic devices usedto replace a body
part missingbecauseof anAccident, Injury or lllness.Such non-dental prostetic devicesinclude:
(1) artificial limbs; (2) eyes; or (3) other prostetic appliances. Replacement of such deviceswill
becoveredonly if: (1) functionally necessay; or (2) asrequiredby achargein the Covered Personé
physical structure.

When placement of a prostesisis part of a suigical procedue, it will be paid under the Suigery
Servicesbenefit.

Payment for deluxe prostheticsand compuerizedlimbswill bebasedn the Allowable Feefor a
standard prosthesis.

No benefits will bepaid for:
1. Compuer-assised communication devices, and
2.  Replacement of lostor stolenprostesis.

Preauthorization isrecommende for the origina purchase or replacemert of prostheicsover
$500 Pleagrefer to Sedion 7, Utili zation Review Managernent Program.

Note: The prosthess will nat be consideed a replacemert if the prostress no longer neels the
medical neadsof the Covered Person dueto physical changesor adeteriorating medical condition.
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RADIATION THERAPY SERVICES

Coverage will be providedfor theseseviceswhichinclude:

1. Chemotherapy. Coverageincludesthe useof drugsto approvedfor usein humansdy the
U.S. Foodand Drug Administation (FDA);

2. X-rays;
3. Radiumtherapy; and
4. Radioactive isatopetherapy;

for the treatment of benign or malignant diseaseonditions.All Radiation Therapy Services
mustbepresgibedby the Attending Physicianand performedby a CoveredProviderfor the
treatment of diseas.

REHABILITATION T FACILITY AND PROFESSIONAL SERVICES

Berefits will be payable for Rehabilitation Therapy ard other covered services, as provided in this
Covered Berefit, that are bill ed by a Rehahilitation Facility provider or a Professima Provider.

Coveragewill beprovidedfor servicesanddevicesrequredfor rehabilitativecarewhenpresaibed by
aPhysiciantoimprove, maintain or redorethe Covered Person to the Covered Person&bestpossibke
physical functional level duetoanllinessor Injury.

No berefits will be payable when the primary rea®n for Rehabilitation is any one of the foll owing:

Cugodial cae;

Diagnostic admissons,

Maintenance ,nonmed calsef-help,or vocationaleducationaltherapy;

Socialor culturalrehabilit ation;

L earninganddevelopmentaldisabilities; and

Visual,speeh, or auditory disorders becauseof leaning and developmental disabilities.

oghkwbE

Benefits will not be provided under this Rehdilit ation benefit for treatment of Chemical
Dependency or Mental |lInessas provided under the Chemical Dependercy and Mertal lliness
benefits providedunderthisPolicy.

Benefits will be provided for sevices, suppliesand other itemsthat are within the scope of this
Rehdilit ation benefit asdesegibedin this Rehabilit ation benefit only asprovidedin and subjectto
the terms, conditions and limit ations applicable to this Rehabilit ation benefit and other applicable
terms, conditions and limitations of this Policy. Other Covered Benefit provisions of this Policy,
such asbut not limited to Hospital Services, do not include benefits for any sevices, suppliesor
itemsthat are within the scope of this Rehdoilit ation benefit asprovidedin this

Rehdilit ation benefit.
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REHABILITATION FACILITY INPATIENT CARE SERVICES BILLED BY A FACILITY PROVIDER

Benefits will bepayable for the following seviceswhenthe CoveredPerson receivesRehadilit ation
Inpatient Care and billed by the Rehdilit ation Facility:

1.

Room and Board Accommodations.Suchroomand board accommodationsinclude,but
arenotlimitedto: (a) dietary and general; and (b) med caland rehabilit ation nursing
savices.

MiscellaneousRehailit ation Facility Services(whetheror notsuchsevicesare
Rehaoilit ation Therapy or aregeneral, medcalor othersevicesprovidedby the
Rehailit ation Facility duringthe CoveredPerson@admisson),includingbutnot
limitedto:

a. Rehdilitation Therapy sevicesand supplies, including but not limitedto: (1)
Physical Therapy; (2) Occupational Therapy; and (3) Speeh Therapy.

b. Laboratory procedues,
c. Diagnosic testirg;

d. Pulmonay sevicesandsumlies,includingbutnotlimitedto: (1) oxygen;and(2)
useof equipment for its administation;

e. X-raysand otherradiology;

f.  Intravenousinjectionsand setupsfor intravenoussolutions;
g. SpedaldietswhenMedcally Necessay;
h.  Operating room, recovery room;

Aneshetic and sumgical supplies;
j- Drugsand medcines whch:

1) Areapprovedfor usein humangy theU.S. Foodand Drug Administration
forthespecifc diagnosisfor whichthey arepresaibed;

2) Arelistedin the AmericanMed cal Assoéation Drug Evaluation, Physiciarsd
DeskReference, or Drug Facts and Comparisons; and

3) RequreaPhysician®@writtenpresciption.

Rehailit ation Facility Inpatient Care Servicesdo notincludeseavices, suppliesor other
itemsfor any period during which the CoveredPerson is abset from the Rehdilit ation
Facility for purposesotrelatedto rehailit ation, including, butnot limitedto,
interveninglnpatient admissonsto anacute care Hospital. Preauthorization is
recommendedfor Rehabilit ation Facility Inpatient Care. Referto Section 6, Utili zation
Review Manaement Program.

i R ebtitation Facilityd meansa facility, or a designated unit of a facility, licensed certified or
accreditedto provide Rehdilit ation Therapy including:
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A facility that primarily providesRelebilit ation Therapy, regardlessof whether the
facility is alsolicensedasa Hospital or other facility type;
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