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We do not treat members differently because of sex, age, race, color, disability or national origin.
If you think you were treated unfairly because of your sex, age, race, color, disability or national
origin, you can send a complaint to the Civil Rights Coordinator.

Online: UHC_Civil_Rights@uhc.com

Mail. Civil Rights Coordinator. UnitedHealthcare Civil Rights Grievance. P.O. Box 30608 Salt Lake
City, UTAH 84130

You must send the complaint within 60 days of when you found out about it. A decision will be
sent to you within 30 days. If you disagree with the decision, you have 15 days to ask us to look at
it again.

If you need help with your complaint, please call the toll-free member phone number listed on
your health plan ID card or plan documents.
You can also file a complaint with the U.S. Dept. of Health and Human Services.

Online: https.//ocrportal.hhs.gov/ocr/portal/lobby jsf
Complaint forms are available at http.//www.hhs.gov/ocr/office/file/index.html.

Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD)

Mail: U.S. Dept. of Health and Human Services. 200 Independence Avenue, S\W Room 509F, HHH
Building Washington, D.C. 20201

We provide free services to help you communicate with us. Such as, letters in other languages or
large print. Or, you can ask for an interpreter. To ask for help, please call the toll-free phone
number listed on your health plan ID card or plan documents.

English:

You have the right to get help and information in your language at no cost. To request an
interpreter, call the toll-free member phone number listed on your health plan ID card or plan
documents.

This letter is also available in other formats like large print. To request the document in another

format, please call the toll-free member phone number listed on your health plan ID card or plan
documents.
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Espanol (Spanish)

Tiene derecho a recibir ayuda e informacion en su idioma sin costo. Para solicitar un intérprete,
llame al numero de teléfono gratuito para miembros que se encuentra en su tarjeta de
identificacion del plan o los documentos de su plan.

Tagalog (Tagalog)

May karapatan kang makakuha ng tulong at impormasyon sa sinasalita mong wika nang libre.
Upang humiling ng interpreter, tawagan ang toll-free na numero ng telepono para sa miyembro
na nakalista sa iyong ID card sa planong pangkalusugan o sa mga dokumento ng plano.

PP (Chinese)
CEEFNRELGHEBESINEMNMALR, AH—MFES, FRITERRIEIEE REFTEIXHELMW
RITEEEEEHE,

0

|aucomm; 252l QIR HIS REU0| PS4 U= A
e =@ &

FlolA= FHotel S IDILE =

Tiéng Viét (Vietnamese)

Quy vi c6 quyén duoc giup d& va cap thong tin bang ngdn ngit cua quy vi mién phi. Bé yéu cau duoc thong
dich vién giap d&, vui long goi s6 dién thoai mién phi danh cho hoi vién duoc néu trén thé ID hodc trén cac tai
liéu chuwong trinh bao hiém y té cia quy vi.

A71CE (Amharic)
N FEATT DIR AC8FG aolB 09T Tt oot hWAP T AXTCATL ATPMPP: MG NCLP DLI° MG N1 TF OFHLHLDY
PIIPANGA BT LLMNr:: TEEPT NAPT: AQP POF D hav(1SAU-! AGY,

mulne (Thai)
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HA:E (Japanese)

“?’E“ODEEE'C'U"K FEZFRY., EREAFLEZVTEHIENTEET, HEELNMY FEA,
BIRECHFEDGEIX. EETSONID h—FFERETSVOEHRICEHIN TS A V/N—AD
T)—FAVILETHBEFECLEEL,

i »ll (Arabic)
b iy sume A8y e sl sl 281 el can e cllal RIS () gy elialy e slaall s 8aclaall e Jgeanll b 3all el
b 335 o aall el )

Pyccknii (Russian)

BbI nMeeTe mpaBo Ha OecIiaTHOE MOJYYSHHE TTOMOIIY M HH(POPMAIIUK Ha BallieM si3bike. YTOOBI MOaTh 3a1poc
MepeBOAYMKA TTO3BOHUTE IO OECIIaTHOMY HOMEpY TeleoHa, yKa3aHHOMY Ha 0OpaTHOM CTOPOHE Ballei
UICHTU(DUKAIIMOHHON KapThl WIIA JOKYMEHTAaX O BallleM IUIaHE.
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Francais (French)

Vous avez le droit d'obtenir gratuitement de laide et des renseignements dans votre langue. Pour
demander a parler a un interprete, appelez le numeéro de téléphone sans frais figurant sur votre
carte d'affilié du régime de soins de santé ou dans la documentation relative a votre régime.

18 (Persian)

L 10 B Dl sa s s L Laia) oy s cle SUal |4 gl ) glia st 4 &y a1 s OlS o dl (1S ) s
M\PJJPHoML;cL_.IaJLA..Jau__ﬂS\)LguL_gJP}AJJQJL_SL._MMG_:}C)LuALd\ JLL..&A\L)J)—A‘L.—\UL—SA)L
o S s,

Gagana fa'a Samoa (Samoan)

E iai lau aia tatau e maua ai faamatalaga i lau gagana e aunoa ma se totogi. Ina ia talosaga mo se
tasi e faaliliu, telefoni mai le numera o le telefoni e le totogia o lisi atu i lau pepa ID o le peleni
tausoifua maloloina poo pepa mo le peleni.

Deutsch (German)

Sie haben das Recht, kostenlose Hilfe und Informationen in Ihrer Sprache zu erhalten. Um einen
Dolmetscher anzufordern, rufen Sie die gebUhrenfreie Nummer auf Ihrer
Krankenversicherungskarte oder in den Versicherungspapieren.

Ilokano (llocano)

Addaan ka ti karbengan a maala iti daytoy nga tulong ken impormasion para ti lenguahem nga
awan ti bayadna. Tapno agkiddaw iti maysa nga tagapataros, awagan iti toll-free nga numero ti
telepono para kadagiti kameng nga nakalista ayan iti ID card mo para ti plano iti salun-at mo
wenno ayan dagiti dokumento ti planom.
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HEALTH PLAN OF NEVADA
A UnitedHealthcare Company

Reference Guide

Thank you for being our member. We’re experienced, dedicated and here for you.

Enclosed is your health plan benefit packet. It includes your evidence of coverage,
benefit schedule, and applicable riders and endorsements. These documents explain
your benefits in detail. They also outline the health plan’s obligations to you. We
encourage you to read all materials carefully, because the more you know about us, the
better we can serve you.

Keep track of your health plan information the easy way - together in one place.

The MyHPN app makes it easy to manage and access your important health insurance
information on the go. Use this convenient service to:

Find out who is on record as your primary care provider (PCP).
Talk with an advice nurse 24/7.

Access virtual visits 24/7. No appointment needed.

Search for a doctor, specialist, facility or lab.

View and email your health plan ID card.

Save your health plan ID card to your Apple wallet.

See your copay, deductible, and out-of-pocket expenses, if applicable.
Check the status of a claim, prior authorization or referral.
Access your health records.

Update your contact information and address.

Save your password with Touch ID or Face ID.

To get started, search for MyHPN in your app store. Download the app and sign in with
your Optum ID. First-time users will need to create an account. We use Optum ID to
help protect the security of your personal information. Your personal medical
information is confidential and is only available to you and your provider.

Visit HealthPlanofNevada.com and sign in to our online member center to access your
plan documents, select or change your primary care provider (PCP), pay your premium
(if applicable), watch health education videos and more.
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How to reach us:

Mobile App
Get the MyHPN app.

Online Member Center
Visit HealthPlanofNevada.com and sign in.

(XS

Walk-In Customer Service
2720 N. Tenaya Way, Las Vegas, NV 89128

)
L

Member Services
Call toll-free 1-800-777-1840, TTY 711,
Monday through Friday, 8 a.m. to 5 p.m.

@

HPN Claims
P.O. Box 15645
Las Vegas, NV 89114-5645

24/7 Advice Nurse
Call toll-free 1-800-288-2264, TTY 711.

24/7 Virtual Visits
Visit NowClinic.com or get the NowClinic app.

Health Education and Wellness
Call toll-free 1-800-720-7253, TTY 711,
Monday through Friday, 8 a.m. to 5 p.m.

Behavioral Healthcare Options
Visit bhoptions.com or call toll-free 1-800-873-2246, TTY 711,
Monday through Friday, 8 a.m. to 5 p.m.

Southwest Medical
Visit smalv.com or call 702-877-5199.
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HEALTH PLAN OF NEVADA
A UnitedHealthcare Company

P.O. Box 15645
Las Vegas, Nevada 89114-5645

Notice to Members

This is to provide notice as required under recent federal law

(the Women's Health and Cancer Rights Act, effective October 21, 1998).

Under this health plan, coverage will be
provided to a member who is receiving
benefits for a medically necessary
mastectomy and who elects breast
reconstruction after the mastectomy, for:

1. reconstruction of the breast on which a
mastectomy has been performed;

2. surgery and reconstruction of the other
breast to produce a symmetrical
appearance;

3. prostheses; and

4. treatment of physical complications of
all stages of mastectomy, including
lymphedemas.

Form No. LEG102/LETTERS/MASTNOT1.HPNTHC

This coverage will be provided in consultation with
the attending physician and the covered patient, and
will be subject to the same terms and conditions of
your evidence of coverage, including any required
copayments, annual deductibles or coinsurance
provisions that apply for the

mastectomy.

If you have any questions about our coverage of
mastectomies and corresponding reconstructive
surgery, please contact the Member Services
number on the back of your ID card.

2INVHMORI_JANLAW_ 2013






HEALTH PLAN NOTICES OF PRIVACY PRACTICES

Notice for Medical Information: Pages 4-8.
Notice for Financial Information: Pages 9-10.

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED
AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

Language Assistance Services

We' provide free language services to help you communicate with us. We offer interpreters, letters
in other languages, and letters in other formats like large print. To get help, please call toll-free 1-
800-777-1840, TTY 711. We are available Monday through Friday, 8 a.m. to 5 p.m. PT.

English
ATTENTION: If you speak English, language assistance services, free of charge, are available

to you. Call 1-800-777-1840 (TTY: 711)

Espaiiol (Spanish)
ATENCION: si habla espatfiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame
al 1-800-777-1840 (TTY: 711).

Tagalog
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa

wika nang walang bayad. Tumawag sa 1-800-777-1840 (TTY: 711).

ﬁﬂqﬂx (Chinese)
VER: WS e b, Sl DL B A AR S RIS . GE8CE 1-800-777-1840
(TTY: 711) .

st=2 0| (Korean)
Z0|: et501E AI8stAl= 4
800-777-1840 (TTY: 71)He

2, ¢10{ X[ MBIAS FEZ 0|85 = l&LICh 1-
£ Hatelf FAAR,

Tleng Viet (V 1etname'§e)
CHU Y: Néu ban noi Tiéng Viét, c6 cac dich vu ho tro ngén ngir mién phi danh cho ban. Goi s6 1-
800-777-1840 (TTY:711).

A99CS (Amharic)
MNFOA: PIRTI4TRTRATCE NPT PFCFIR RCSF ECEFTINIRALIHPTHHIE+PA: DL TN +AC:
€M L 2M- 1-800-962-8074 (AT F A+ATF@-: 711).

A lnel (Thai)
55 U A AN mwlnpac AN nsale ¥ marcamaememmn et +% Tns 1-800-777-1840 (TTY:711).
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BZ&EE (Japanese)
AERE: BAEERECIASBE. BHOSHEXEXSFAWERLTET,
1-800-777-1840 (TTY:711) £ T, HEWEICTTERC LS,

5g=_gJ (Arabic)
1-800-777-1840 <la ki 131 S5 Sanc 135 ) Wad 80 Anal acks 35 Wa o 5 gld y Jed ileal ) a s fa
(711 25405 sl ita )
Pyccerni (Russian)
BHITMAHIE: Ecmu B TOBOPHTE Ha PYCCKOM A3BIKE, TO BAM JOCTVIIHBI OECIITIATHBIE YCIYTH
nepesona. 3soHmTe 1-800-777-1840 (Temeraiim: 711).

Francais (French)
ATTENTION : Si vous parlez francais, des services d'aide linguistique vous sont proposés
gratuitement. Appelez le 1-800-777-1840 (ATS : 711).

Persian )
A 1-800-777-1840 285 oo Led a1 53 GBS0 jghady U ) 2l Siledd (Zool (Farsi) gew i Led k) &1 da
(TTY: 711).2 4%

Gagana fa'a Samoa (Samoan)
MO LOU SILAFIA: Afai e te tautala Gagana fa'a Samoa. o loo 1a1 auaunaga fesoasoan, e fai fua e
leai se totogi. mo oe, Telefoni mai: 1-800-777-1840 (TTY: 711)

Deutsch (German)
ACHTUNG: Wenn Sie Deutsch sprechen. stehen Thnen kostenlos sprachliche Hilfsdienstleistungen

zur Verfiigung. Rufnummer: 1-800-777-1840 (TTY: 711).

Ilokano (Ilocano)
PAKDAAR: Nu saritaem ti [locano. ti serbisyo para t1 baddang t1 lengguahe nga awanan bayadna.
ket sidadaan para kenyam. Awagan t1 1-800-777-1840 (TTY: 711).

MPOZ0OXH : Av tiAdTe EAAnvIKG (Greek), uttdpyel dwpedy fonBeia oTn
yAwood oac. MNapakaheioTe va kahéoete 1-800-777-1840 (TTY: 711).

e2ilel UL %l ddl w2l (Gujarati) ollcicll &l dl vusl eltwisla HEe3U Al
(Aol yel yna &,
sUl 531 1-800-777-1840 U2 slat 3L
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Notice of Non-Discrimination

We' do not treat members differently because of sex, age, race, color, disability or national
origin.

If you think you were treated unfairly because of your sex, age, race, color, disability or national
origin, you can send a complaint to:

Civil Rights Coordinator
UnitedHealthcare Civil Rights Grievance
P.O. Box 30608

Salt Lake City, UTAH 84130
UHC_Civil_Rights@uhc.com

You must send the complaint within 60 days of the incident. We will send you a decision within
30 days. If you disagree with the decision, you have 15 days to appeal.

If you need help with your complaint, please call toll-free 1-800-777-1840, TTY 711. We are
available Monday through Friday, 8 a.m. to 5 p.m. PT.

You can also file a complaint with the U.S. Dept. of Health and Human services.

Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

Phone: Toll-free 1-800-368-1019, 1-800-537-7697 (TDD)

Mail: U.S. Dept. of Health and Human Services. 200 Independence Avenue, SW Room 509F,
HHH Building Washington, D.C. 20201

'For purposes of the Language Assistance Services and this Non-Discrimination Notice (“Notice™), “We” refers to the entities
listed in Footnote 2 of the Notice of Privacy Practices and Footnote 3 of the Financial Information Privacy Notice. Please note
that not all entities listed are covered by this Notice.
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Medical Information Privacy Notice

Effective January 1, 2019

We? are required by law to protect the privacy of your health information. We are also required to
send you this notice, which explains how we may use information about you and when we can give
out or "disclose" that information to others. You also have rights regarding your health information
that are described in this notice. We are required by law to abide by the terms of this notice.

The terms “information” or “health information” in this notice include any information we maintain
that reasonably can be used to identify you and that relates to your physical or mental health
condition, the provision of health care to you, or the payment for such health care. We will comply
with the requirements of applicable privacy laws related to notifying you in the event of a breach of
your health information.

We have the right to change our privacy practices and the terms of this notice. If we make a material
change to our privacy practices, we will provide to you, in our next annual distribution, either a
revised notice or information about the material change and how to obtain a revised notice. We will
provide you with this information either by direct mail or electronically, in accordance with
applicable law. In all cases, if we maintain a website for your particular health plan, we will post the
revised notice on your health plan website, myvHPNonline.com or HealthPlanofNevada.com. We
reserve the right to make any revised or changed notice effective for information we already have
and for information that we receive in the future.

UnitedHealth Group collects and maintains oral, written and electronic information to administer our
business and to provide products, services and information of importance to our enrollees. We
maintain physical, electronic and procedural security safeguards in the handling and maintenance of
our enrollees’ information, in accordance with applicable state and federal standards, to protect
against risks such as loss, destruction or misuse.

How We Use or Disclose Information

We must use and disclose your health information to provide that information:

= To you or someone who has the legal right to act for you (your personal representative) in order
to administer your rights as described in this notice; and

* To the Secretary of the Department of Health and Human Services, if necessary, to make sure
your privacy is protected.

We have the right to use and disclose health information for your treatment, to pay for your
health care and to operate our business. For example, we may use or disclose your health
information:

= For Payment of premiums due us, to determine your coverage, and to process claims for
health care services you receive, including for subrogation or coordination of other benefits
you may have. For example, we may tell a doctor whether you are eligible for coverage and
what percentage of the bill may be covered.

* For Treatment. We may use or disclose health information to aid in your treatment or
the coordination of your care. For example, we may disclose information to your
physicians or hospitals to help them provide medical care to you.

= For Health Care Operations. We may use or disclose health information as necessary to
operate and manage our business activities related to providing and managing your health care
coverage. For example, we might talk to your physician to suggest a disease management or

19H AL PRIVACY 4 © 2019 United HealthCare Services, Inc.
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wellness program that could help improve your health or we may analyze data to determine
how we can improve our services. We may also de-identify health information in accordance
with applicable laws. After that information is de-identified, the information is no longer
subject to this notice and we may use the information for any lawful purpose.

= To Provide You Information on Health Related Programs or Products such as alternative
medical treatments and programs or about health-related products and services, subject to
limits imposed by law.

= For Plan Sponsors. If your coverage is through an employer sponsored group health plan, we
may share summary health information and enrollment and disenrollment information with the
plan sponsor. In addition, we may share other health information with the plan sponsor for plan
administration purposes if the plan sponsor agrees to special restrictions on its use and
disclosure of the information in accordance with federal law.

=  For Underwriting Purposes. We may use or disclose your health information for
underwriting purposes; however, we will not use or disclose your genetic information for such
purposes.

= For Reminders. We may use or disclose health information to send you reminders about your
benefits or care, such as appointment reminders with providers who provide medical care to
you.

We may use or disclose your health information for the following purposes under

limited circumstances:

= As Required by Law. We may disclose information when required to do so by law.

= To Persons Involved With Your Care. We may use or disclose your health information to a
person involved in your care or who helps pay for your care, such as a family member, when
you are incapacitated or in an emergency, or when you agree or fail to object when given the
opportunity. If you are unavailable or unable to object, we will use our best judgment to decide
if the disclosure is in your best interests. Special rules apply regarding when we may disclose
health information to family members and others involved in a deceased individual’s care. We
may disclose health information to any persons involved, prior to the death, in the care or
payment for care of a deceased individual, unless we are aware that doing so would be
inconsistent with a preference previously expressed by the deceased.

= For Public Health Activities such as reporting or preventing disease outbreaks to a public
health authority.

* For Reporting Victims of Abuse, Neglect or Domestic Violence to government authorities
that are authorized by law to receive such information, including a social service or protective
service agency.

= For Health Oversight Activities to a health oversight agency for activities authorized by
law, such as licensure, governmental audits and fraud and abuse investigations.

= For Judicial or Administrative Proceedings such as in response to a court order,
search warrant or subpoena.

= For Law Enforcement Purposes. We may disclose your health information to a law
enforcement official for purposes such as providing limited information to locate a
missing person or report a crime.

= To Avoid a Serious Threat to Health or Safety to you, another person, or the public, by, for
example, disclosing information to public health agencies or law enforcement authorities, or
in the event of an emergency or natural disaster.

* For Specialized Government Functions such as military and veteran activities, national
security and intelligence activities, and the protective services for the President and
others.

= For Workers’ Compensation as authorized by, or to the extent necessary to comply with,

19H AL PRIVACY 5 © 2019 United HealthCare Services, Inc.



state workers compensation laws that govern job-related injuries orillness.

= For Research Purposes such as research related to the evaluation of certain treatments or the
prevention of disease or disability, if the research study meets federal privacy law
requirements.

= To Provide Information Regarding Decedents. We may disclose information to a coroner or
medical examiner to identify a deceased person, determine a cause of death, or as authorized
by law. We may also disclose information to funeral directors as necessary to carry out their
duties.

= For Organ Procurement Purposes. We may use or disclose information to entities that
handle procurement, banking or transplantation of organs, eyes or tissue to facilitate donation
and transplantation.

= To Correctional Institutions or Law Enforcement Officials if you are an inmate of a
correctional institution or under the custody of a law enforcement official, but only if
necessary
(1) for the institution to provide you with health care; (2) to protect your health and safety or
the health and safety of others; or (3) for the safety and security of the correctional institution.

= To Business Associates that perform functions on our behalf or provide us with services if the
information is necessary for such functions or services. Our business associates are required,
under contract with us and pursuant to federal law, to protect the privacy of your information
and are not allowed to use or disclose any information other than as specified in our contract
and as permitted by federal law.

* Additional Restrictions on Use and Disclosure. Certain federal and state laws may require
special privacy protections that restrict the use and disclosure of certain health information,
including highly confidential information about you. Such laws may protect the following types
of information:

Alcohol and Substance Abuse
Biometric Information

Child or Adult Abuse or Neglect, including Sexual Assault
Communicable Diseases
Genetic Information
HIV/AIDS

Mental Health

Minors’ Information

. Prescriptions

10. Reproductive Health

11. Sexually Transmitted Diseases

N R N

If a use or disclosure of health information described above in this notice is prohibited or
materially limited by other laws that apply to us, it is our intent to meet the requirements of the
more stringent law.

Except for uses and disclosures described and limited as set forth in this notice, we will use and
disclose your health information only with a written authorization from you. This includes, except
for limited circumstances allowed by federal privacy law, not using or disclosing psychotherapy
notes about you, selling your health information to others, or using or disclosing your health
information for certain promotional communications that are prohibited marketing communications
under federal law, without your written authorization. Once you give us authorization to release
your health information, we cannot guarantee that the recipient to whom the information is provided
will not disclose the information. You may take back or "revoke" your written authorization at any
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time in writing, except if we have already acted based on your authorization. To find out where to
mail your written authorization and how to revoke an authorization, contact the phone number listed
on your health plan ID card.

What Are Your Rights

The following are your rights with respect to your health information:

* You have the right to ask to restrict uses or disclosures of your information for treatment,
payment, or health care operations. You also have the right to ask to restrict disclosures to
family members or to others who are involved in your health care or payment for your health
care. We may also have policies on dependent access that authorize your dependents to request
certain restrictions. Please note that while we will try to honor your request and will permit
requests consistent with our policies, we are not required to agree to any restriction.

* You have the right to ask to receive confidential communications of information in a
different manner or at a different place (for example, by sending information to a P.O. Box
instead of your home address). We will accommodate reasonable requests where a disclosure of
all or part of your health information otherwise could endanger you. In certain circumstances,
we will accept your verbal request to receive confidential communications, however; we may
also require you confirm your request in writing. In addition, any requests to modify or cancel a
previous confidential communication request must be made in writing. Mail your request to the
address listed below.

* You have the right to see and obtain a copy of certain health information we maintain about
you such as claims and case or medical management records. If we maintain your health
information electronically, you will have the right to request that we send a copy of your health
information in an electronic format to you. You can also request that we provide a copy of your
information to a third party that you identify. In some cases, you may receive a summary of this
health information. You must make a written request to inspect and copy your health
information or have your information sent to a third party. Mail your request to the address
listed below. In certain limited circumstances, we may deny your request to inspect and copy
your health information. If we deny your request, you may have the right to have the denial
reviewed. We may charge a reasonable fee for any copies.

* You have the right to ask to amend certain health information we maintain about you such as
claims and case or medical management records, if you believe the health information about
you is wrong or incomplete. Your request must be in writing and provide the reasons for the
requested amendment. Mail your request to the address listed below. If we deny your request,
you may have a statement of your disagreement added to your health information.

*  You have the right to receive an accounting of certain disclosures of your information made
by us during the six years prior to your request. This accounting will not include disclosures of
information made: (i) for treatment, payment, and health care operations purposes; (ii) to you or
pursuant to your authorization; and (iii) to correctional institutions or law enforcement officials;
and (iv) other disclosures for which federal law does not require us to provide anaccounting.

You have the right to a paper copy of this notice. You may ask for a copy of this notice at
any time. Even if you have agreed to receive this notice electronically, you are still entitled
to a paper copy of this notice. If we maintain a website, we will post a copy of the revised
notice on our website. You may also obtain a copy of this notice on your website,
myHPNonline.com or HealthPlanofNevada.com.

Exercising Your Rights
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= Contacting your Health Plan. If you have any questions about this notice or want
information about exercising your rights, please call the toll-free member phone number on
your health plan ID card or you may contact Member Services at 1-800-777-1840 (TTY
711).

= Submitting a Written Request. You can mail your written requests to exercise any of your
rights, including modifying or cancelling a confidential communication, requesting copies
of your records, or requesting amendments to your record, to us at the following address:

Health Plan of Nevada

Member Services — Privacy Unit
P.O. Box 15645

Las Vegas, NV 89114-5645

= Filing a Complaint. If you believe your privacy rights have been violated, you may file
a complaint with us at the address listed above.

You may also notify the Secretary of the U.S. Department of Health and Human Services
of your complaint. We will not take any action against you for filing a complaint.

*This Medical Information Notice of Privacy Practices applies to the following health plans that are affiliated with
UnitedHealth Group: ACN Group of California, Inc.; All Savers Insurance Company; All Savers Life Insurance Company of
California; AmeriChoice of New Jersey, Inc.; Arizona Physicians IPA, Inc.; Care Improvement Plus of Texas Insurance
Company; Care Improvement Plus South Central Insurance Company; Care Improvement Plus Wisconsin Insurance Company;
Dental Benefit Providers of California, Inc.; Dental Benefit Providers of Illinois, Inc.; Golden Rule Insurance Company; Health
Plan of Nevada, Inc.; MAMSI Life and Health Insurance Company; MD — Individual Practice Association, Inc.; Medica Health
Plans of Florida, Inc.; Medica Healthcare Plans, Inc.; National Pacific Dental, Inc.; Neighborhood Health Partnership, Inc.;
Nevada Pacific Dental; Optimum Choice, Inc.; Optum Insurance Company of Ohio, Inc.; Oxford Health Insurance, Inc.;
Oxford Health Plans (CT), Inc.; Oxford Health Plans (NJ), Inc.; Oxford Health Plans (NY), Inc.; PacifiCare Life and Health
Insurance Company; PacifiCare Life Assurance Company; PacifiCare of Arizona, Inc.; PacifiCare of Colorado, Inc.;
PacifiCare of Nevada, Inc.; Peoples Health, Inc.; Physicians Health Choice of Texas, LLC; Preferred Care Partners, Inc.; Sierra
Health and Life Insurance Company, Inc.; Rocky Mountain Health Maintenance Organization, Incorporated; Rocky Mountain
Health Management Corporation; Rocky Mountain HealthCare Options, Inc.; UHC of California; U.S. Behavioral Health Plan,
California; Unimerica Insurance Company; Unimerica Life Insurance Company of New York; Unison Health Plan of
Delaware, Inc.; Unison Health Plan of the Capital Area, Inc.; UnitedHealthcare Benefits of Texas, Inc.; UnitedHealthcare
Community Plan of Georgia, Inc.; UnitedHealthcare Community Plan of Ohio, Inc.; UnitedHealthcare Community Plan, Inc.;
UnitedHealthcare Community Plan of Texas, L.L.C.; UnitedHealthcare Insurance Company; UnitedHealthcare Insurance
Company of Illinois; UnitedHealthcare Insurance Company of New York; UnitedHealthcare Insurance Company of the River
Valley; UnitedHealthcare Life Insurance Company; UnitedHealthcare of Alabama, Inc.; Colorado, Inc.; UnitedHealthcare of
Florida, Inc.; UnitedHealthcare of Georgia, Inc.; UnitedHealthcare of Illinois, Inc.; UnitedHealthcare of Kentucky, Ltd.;
UnitedHealthcare of Louisiana, Inc.; UnitedHealthcare of the Mid-Atlantic, Inc.; UnitedHealthcare of the Midlands, Inc.;
UnitedHealthcare of the Midwest, Inc.; United Healthcare of Mississippi, Inc.; UnitedHealthcare of New England, Inc.;
UnitedHealthcare of New Mexico, Inc.; UnitedHealthcare of New York, Inc.; UnitedHealthcare of North Carolina, Inc.;
UnitedHealthcare of Ohio, Inc.; UnitedHealthcare of Oklahoma, Inc.; UnitedHealthcare of Oregon, Inc.; UnitedHealthcare of
Pennsylvania, Inc.; UnitedHealthcare of Texas, Inc.; UnitedHealthcare of Utah, Inc.; UnitedHealthcare of Washington, Inc.;
UnitedHealthcare of Wisconsin, Inc.; UnitedHealthcare Plan of the River Valley, Inc.; UnitedHealthcare of Arizona, Inc.;
UnitedHealthcare of Arkansas, Inc.; UnitedHealthcare of Colorado, Inc.; UnitedHealthcare of Florida, Inc.; UnitedHealthcare
of Georgia, Inc.; UnitedHealthcare of Illinois, Inc.; UnitedHealthcare of Kentucky, Ltd.; UnitedHealthcare of Louisiana, Inc.;
UnitedHealthcare of the Mid-Atlantic, Inc.; UnitedHealthcare of the Midlands, Inc.; UnitedHealthcare of the Midwest, Inc.;
United Healthcare of Mississippi, Inc.; UnitedHealthcare of New England, Inc.; UnitedHealthcare of New Mexico, Inc.;
UnitedHealthcare of New York, Inc.; UnitedHealthcare of North Carolina, Inc.; UnitedHealthcare of Ohio, Inc.;
UnitedHealthcare of Oklahoma, Inc.; UnitedHealthcare of Oregon, Inc.; UnitedHealthcare of Pennsylvania, Inc.;
UnitedHealthcare of Texas, Inc.; UnitedHealthcare of Utah, Inc.; UnitedHealthcare of Washington, Inc.; UnitedHealthcare of
Wisconsin, Inc.; UnitedHealthcare Plan of the River Valley, Inc. This list of health plans is complete as of the effective date of
this notice. For a current list of health plans subject to this notice go to www.uhc.com/privacy/entities-fn-v1.
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Financial Information Privacy Notice

THIS NOTICE DESCRIBES HOW FINANCIAL INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED. PLEASE REVIEW IT CAREFULLY.

Effective January 1, 2019

We? are committed to maintaining the confidentiality of your personal financial information. For the
purposes of this notice, “personal financial information” means information about an enrollee or an
applicant for health care coverage that identifies the individual, is not generally publicly available,
and is collected from the individual or is obtained in connection with providing health care coverage
to the individual.

Information We Collect

Depending upon the product or service you have with us, we may collect personal financial
information about you from the following sources:

= Information we receive from you on applications or other forms, such as name, address, age,
medical information and Social Security number;

= Information about your transactions with us, our affiliates or others, such as premium payment
and claims history; and

* Information from a consumer reporting agency.

Disclosure of Information

We do not disclose personal financial information about our enrollees or former enrollees to any third
party, except as required or permitted by law. For example, in the course of our general business
practices, we may, as permitted by law, disclose any of the personal financial information that we
collect about you, without your authorization, to the following types of institutions:

» To our corporate affiliates, which include financial service providers, such as other insurers, and
non-financial companies, such as data processors;

* To nonaffiliated companies for our everyday business purposes, such as to process your
transactions, maintain your account(s), or respond to court orders and legal investigations; and

* To nonaffiliated companies that perform services for us, including sending promotional
communications on our behalf.

Confidentiality and Security

We maintain physical, electronic and procedural safeguards, in accordance with applicable state and
federal standards, to protect your personal financial information against risks such as loss, destruction
or misuse. These measures include computer safeguards, secured files and buildings, and restrictions
on who may access your personal financial information.
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Questions about this Notice

If you have any questions about this notice, please call the toll-free member phone number on
your health plan ID card or contact the Health Plan of Nevada Member Services at
1-800-777-1840 (TTY 711).

3 For purposes of this Financial Information Privacy Notice, “we” or “us” refers to the entities listed in footnote 1, beginning on the
sixth page of the Health Plan Notices of Privacy Practices, plus the following UnitedHealthcare affiliates: AmeriChoice Health
Services, Inc.; CNIC Health Solutions, Inc.; Dental Benefit Providers, Inc.; gethealthinsurance.com Agency, Inc.; Golden Outlook,
Inc.; Health Allies, Inc.; LifePrint East, Inc.; Life Print Health, Inc.; MAMSI Insurance Resources, LLC; Managed Physical
Network, Inc.; OneNet PPO, LLC; OptumHealth Care Solutions, Inc.; Optum Women’s and Children’s Health, LLC; OrthoNet,
LLC; OrthoNet of the Mid-Atlantic, Inc.; OrthoNet West, LLC; OrthoNet of the South, Inc.; Oxford Benefit Management, Inc.;
Oxford Health Plans LLC; POMCO Network, Inc.; POMCO of Florida, Ltd.; POMCO West, Inc.; POMCO, Inc.; Spectera, Inc.;
UMR, Inc.; Unison Administrative Services, LLC; United Behavioral Health; United Behavioral Health of New York I.P.A., Inc.;
United HealthCare Services, Inc.; UnitedHealth Advisors, LLC; UnitedHealthcare Service LLC; UnitedHealthcare Services
Company of the River Valley, Inc. This Financial Information Privacy Notice only applies where required by law. Specifically, it
does not apply to (1) health care insurance products offered in Nevada by Health Plan of Nevada, Inc. and Sierra Health and Life
Insurance Company, Inc.; or (2) other UnitedHealth Group health plans in states that provide exceptions for HIPAA covered
entities or health insurance products. This list of health plans is complete as of the effective date of this notice. For a current list of
health plans subject to this notice go to www.uhc.com/privacy/entities-fn-v1.
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NEVADA LIFE AND HEALTH INSURANCE GUARANTY ASSOCIATION

NEVADA GUARANTY ASSOCIATION SUMMARY DOCUMENT
Effective January 1, 2020

Residents of Nevada who purchase life insurance, annuities, health insurance or Health Maintenance
Organization {HMO} insurance should know that the insurance companies licensed in this State to write these
types of insurance are members of the Nevada Life and Health Insurance Guaranty Association (Association ).
The purpose of the Association is to assure that policyholders will be protected, within limits, in the unlikely
event that a member insurer becomes financially unable to meet its obligations and becomes insolvent. If this
should happen, the Association assesses its other member insurance companies for the money to pay the
claims of the insured persons who live in this State and, in some cases, to keep coverage in force. This
valuable extra protection provided by these insurers through the Association is not unlimited, however, as
noted in the bold written information below, this protection is not a substitute for consumers' care in selecting
companies that are well-managed and financially stable.

The NevadalLife and Health Insurance Guaranty Association may not provide coverage for certain
types of policies, however, if coverage is provided, it will be subjectto substantial limitations and
exclusions, and require continued residency in Nevada. Aperson should notrely on coverage by the
Association when selecting an insurance company or when selecting an insurance policy.

Coverage is NOT provided for a policy or any portion of it thatis not guaranteed by the Insurer or for
which the policyholder has assumed the risk, such as a variable contract sold by prospectus.

Insurance companies are required by law to deliver this notice to you. However, insurance companies
and their agents are prohibited by law from using the existence of the Association for sales,
solicitation orto induce the purchase of any kind of insurance policy.

The State law that provides for this safety-net coverage is called the Nevada Life and Health Insurance
Guaranty Association. Belowis a brief summary of this law's coverages, e xclusions and limits. The
summary does not cover all provisions of the law, nor does it in any way change anyone'’s rights or
obligations under the act or the rights or obligations of the Association. Anyone may obtain additional
information from the Association or file a complaint with the Nevada Commissioner of Insurance, at
the applicable address listed below, to allege a violation of any provision of the Nevada Life and Health
Insurance Guaranty Association.

The Nevada Life and Health Insurance Guaranty Association
4600 Kietzke Lane, Suite 0-269
Reno,Nevada 89502

(Business and Mailing address) Commissioner of Insurance, State of Nevada
Department of Business and Industry, Division of Insurance
1818 E. College Parkway, Suite 103
Carson City, Nevada 89706
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Generally, individuals will be protected by the Association if they live in this State and hold a life, health or
HMO insurance contract or an annuity, or if they are insured under a group insurance contract issued by a
member insurer. The beneficiaries, payees or assignees of the insured persons are protected as well if they
live in another state.

MAXIMUM BENEFIT LIMITS

(For any one policyholder per company no matter how many policies you have)

Life Insurance: $300,000 or $100,000 for cash surrenders
Annuities: $250,000 or $250,000 for cash surrenders, including Structured settlement annuities.
Disability Income Insurance: $300,000 Long Term Care: $300,000

Basic Hospital, Medical and Surgical Insurance or Major Medical Insurance and HMO's (Known as
Health Benefit Plans as defined in NRS 687B.470): For any one person: $100,000, excluding benefits for
basic hospital, medical and surgical insurance or major medical insurance; or an aggregate of $500,000 in
benefits, including benefit for basic hospital, medical or surgical insurance or major medical insurance.

With respect to one owner of several non-group policies of life insurance, whether the owner is a natural
person or an organization and whether the persons insured are officers, managers, employees or other
persons, the Association will not pay more than $5,000,000 in benefits, regardless of the number of policies
and contracts held by the owner.

With respect to each participant in a governmental retirement plan covered by an unallocated annuity contract
as described in NRS 686C, the maximum allowed is an aggregate of $250,000 regardless of the number of
contracts issued by any one member company.

EXCLUSIONS FROM COVERAGE

Not covered by the Nevada Guaranty Association:

If they are eligible for protection under the law by another State Guaranty Association; The Insureris
not authorized to do business in the State of Nevada;

¢ if the policy was insured by a fraternal benefit society, a mandatory state pooling plan, or
e amutual assessment company or similar plan which the policyholder is subject to future

e assessments, or by an insurance exchange.
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The Association also does NOT provide coverage for:

Any policy or portion of a policy which is not guaranteed by the member insurer or for which the
individual has assumed the risk, such as a variable contract sold by prospectus;

Where interest rate yields exceed an average rate;
Credits given in connection with the administration of a policy by a group contract holder;
Any dividends;

Employers' plans to the extent they are self-funded (not insured by an insurance company or
administered by an insurance company);

Unallocated annuity contracts (which gives rights to group contract holders and not to individuals) other
than annuity owned by a governmental retirement plan established under section401, 403(b) or 457 of
the Internal Revenue Code and the Nevada Revised Statute 686C.130; or

Medicare or Medicare Advantage contracts.

FOR MORE INFORMATION AND ANSWERS TO MOST ASKED QUESTIONS, PLEASE VISIT THE

ASSOCIATION'S WEB SITE:

www.nvlifega.org

20N_AL_NVINSGUARASSOC






PREVENTIVE HEALTH CARE
GUIDELINES

These guidelines are based on the recommendations by the United States Preventive Services Task
Force (USPSTF), the Centers for Disease Control and Prevention (CDC), the American Academy of
Family Practitioners (AAFP), and the American Academy of Pediatrics (AAP)/Bright Futures.

= <
HEALTH PLAN OF NEVADA SIERRA HEALTH AND LIFE

A UnitedHealthcare Company A UnitedHealthcare Company




Introduction

Health Plan of Nevada and Sierra Health and Life suggest that health plan members get certain screening tests, exams
and shots to stay healthy. This document gives our health plan members and doctors in the health plan’s network
guidelines about when and how often to get preventive care. This advice is not designed to take the place of your
doctor’s judgement about your own health care needs.

Please talk with your doctor about any questions or concerns. Your doctor may make changesto these guidelines based
on your own needs. Please refer to your health plan’s Evidence of Coverage and plan documents for details about the
coverage and costs to you for these preventive services.
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Section 1: General Preventive Screening Tests and Exams for Children, Teens

and Adults
Gender Newborns, Children Comments About Screening Test,
Item Adults .
Male | Female and/orTeens Counseling, Examor Shot
Abdominal Aortic This screening test is a one-time test for
. men between the ages of 65-75 years old

Aneurysm Screening X N/A X Adults only .

Test who have even smoked even if there are no
symptomes.

Alcohol Abuse:

Screening and Screening for adults aged 18 years or older

Behavioral Counseling for alcohol misuse and provide persons

Intervention in Primary X X X Adults only engaged in risky or hazardous drinking with

Care to Reduce brief behavioral counseling to reduce

Unhealthy Alcohol Use alcohol misuse.

in Adults
A formal, standardized developmental
screen is recommended during the 9 month
and 30 month visit.

Autism Screening X X N/A X A formél, standardized deveﬁlopmental
screen is recommended during the 18
month visit, including formal autism screen.
A formal, standardized autism screen is
recommended during the 24 month visit.
Screening for asymptomatic bacteriuria

Bacteriuria Screening N/A X X Adults only idn Ul @Ulalie f(?r pregnant women at
12-16 weeks gestation or at the first
prenatalvisit, if later.

This screening in recommended with or
without clinical breast examination (CBE)
every 1-2 years for women aged 40 years or

Breast Cancer older.

Screening - N/A X X Adults only

Mammogram Nevada Revised Statutes, NRS 695C.1735
states a mammogram every 2 years, or
annually if ordered by a provider of health
care, for women aged 40 years or older.
This screening is for women who have a
family member with breast, ovarian, tubal,
or peritoneal cancer with one of several

ing tools designed to identif

Breast Genetic scre.enm.g ools designed to i en. ify a .

Counseling and family history that may be associated with

Evaluation for BRCA N/A X X Adults only an |ncr‘easejd risk for potentially harn‘nful

Testin mutations in breast cancer susceptibility

2 genes (BRCA1 or BRCA2). Women with
positive screening results should receive
genetic counseling and, if indicated after
counseling, BRCA testing.
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Item

Gender

Male | Female

Adults

Newborns, Children
and/orTeens

Comments About Screening Test,
Counseling, Examor Shot

Breast Cancer -
Chemoprevention

N/A X

Adults only

USPSTF recommends that clinicians discuss
chemoprevention with women at high risk
for breast cancerand at low risk for
adverse medication effects.

Behavioral Counseling
in Primary Care to
Promote a Healthy Diet
and Physical Activity
for Cardiovascular
Disease Prevention in
Adults with Risk Factors

Adults only

USPSTF recommends offering or referring
adults who have cardiovascular disease
(CVD) risk factorsto intensive behavior
counseling interventions to promote a
healthy diet and physical activity for CVD
prevention.

Cervical Cancer
Screening - Pap Smear

N/A X

Adults only

A cervical cancer screening is
recommended for average risk women
aged 21-65 years.

For women aged 21-29 years, a cervical
cancer screening using cervical cytology
(Pap smear) is recommended every 3 years.

Women aged 30-65 years should be
screened with cytology and human
papillomavirus testing every 5 years or
cervical cytology alone every 3 years.

Chlamydia Infection
Screening

N/A X

This screening test is for all sexually active
non-pregnant women aged 24 yearsand
younger and older women at increased risk
for infection.

This applies to all sexually active
adolescents and adult women, including
pregnant women.

Bright Futures recommends sexually
transmitted infection screening be
conducted if risk assessment is positive
between ages11-21 years.
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Item

Gender

Male | Female

Adults

Newborns, Children
and/orTeens

Comments About Screening Test,
Counseling, Examor Shot

Cholesterol Screening -
Lipid Disorders
Screening

Adults only

The USPSTF recommends that this
screening test is for all adults without a
history of cardiovascular disease (CVD) (i.e.
symptomatic coronary artery disease or
ischemic stroke) use a low to moderate
dose statinfor the prevention of CVD
events and mortality when all of the
following criteria are met:

1. Theyareaged 40-75 years;

2. They have 1 or more CVD risk factors
(i.e. dyslipidemia, diabetes,
hypertension or smoking);

3. They have a calculated 10 yearrisk of a
cardiovascular event of 10% or greater.

Identification of dyslipidemia and
calculation of 10 year CVD event risk
requires universal lipids screening in adults
aged 40-75 years.

See Dyslipidemia Screening (Pediatric) for
recommendations for children.

Colorectal Cancer
Screening: Fecal Occult
Blood Test (FOBT),
Fecal Immunochemical
Test (FIT),
Sigmoidoscopy and
Colonoscopy

Adults only

USPSTF recommends screening starting at
age 50 years and continuing until age 75
years.

Contraceptive Methods
(Including
Sterilizations)

N/A X

Adolescent and adult women have access
to the full range of female-controlled
contraceptivesto prevent unintended
pregnancy and improve birth outcomes.
Contraceptive care should include
contraceptive counseling, initiation of
contraception use and follow-up care (e.g.
management and evaluation as well as
change of and removal or discontinuation
of contraceptive method). The Women’s
Preventive Services Initiative recommends
that the full range of U.S. Food and Drug
Administration (FDA) approved
contraceptive methods, effective family
planning practices and sterilization
procedures be available as part of
contraceptive care. Additionally, instruction
in fertility awareness based methods,
including the lactationamenorrhea
method, although less effective, should be
provided for women desiring an alternative
method.
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Item

Gender

Male | Female

Adults

Newborns, Children
and/orTeens

Comments About Screening Test,
Counseling, Examor Shot

Depression in Adults -
Screening

Adults only

This screening is for the general adult
population including pregnantand
postpartum women. Screening should be
implemented with adequate systems in
place to ensure accurate diagnosis,
effective treatment and appropriate follow-
up.

Depression in Children
and Adolescents -
Screening

N/A

This screening is for adolescents between
the ages of 12-18 years for major
depressive disorder (MDD). Screening
should be implemented with adequate
systems in place to ensure accurate
diagnosis, effective treatmentand
appropriate follow-up.

Bright Futures Periodicity Schedule
recommends depression screening begins
atage 12 though to 21 years.

Diabetes Screening

Adults only

USPSTF recommends screening for
abnormal blood glucose as part of
cardiovascular risk assessment in adults
aged 40-70 years who are overweight or
obese. Clinicians should offer to refer
patients with abnormal blood glucose to
intensive behavioral counseling
interventions to promote a healthy diet
and physical activity.

USPSTF recommends screening for
gestational diabetes mellitus in
asymptomatic pregnant women after 24
weeks of gestation.

Dyslipidemia Screening
- Pediatric

N/A

Screening lab work: conduct if risk
assessment is positive or, at the following
intervals; once between ages 9-11 years
and once between ages17-21 years.

Risk assessment: Recommended at 24
months, 4 years, 6 years, 8 years, 12 years,
13 years, 14 years, 15 years and 16 years.
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Item

Gender

Male | Female

Adults

Newborns, Children
and/orTeens

Comments About Screening Test,
Counseling, Examor Shot

Fluoride Application in
Primary Care

N/A

Recommended for children from birth
through age 5 years. It is recommended
that primary care clinicians apply fluoride
varnish to the primary teeth of all infants
and children starting at the age of primary
tooth eruption.

For high risk children, consider application
of fluoride varnish for caries prevention
every 3-6 months between ages6 months
to 5 years.

Gonorrhea Screening

N/A X

USPSTF recommends screening for
gonorrhea in sexually active women aged
24 years and younger and in older women
who are atincreased risk for infection.

Bright Futures recommends sexually
transmitted infection screening be
conducted if risk assessment is positive
between ages11-21 years.

Hearing Screening -
Pediatric

N/A

Bright Futures recommends hearing
screening at ages: newborn between 3-5
days old to 2 months old, 4 years, 5 years, 6
years, 8 years, 10 years, once between ages
11-14 years, once betweenages 15-17
years and once between ages 18-21 years.
Screening is also recommended for those
that have a positive risk assessment.

Risk assessment is recommended at ages 4
months, 6 months, 9 months, 12 months,
15 months, 18 months, 24 months, 30
months, 3 years, 7 years and 9 years of age.

Hepatitis B Virus
Infection Screening

Adults only

USPSTF recommends screening for
hepatitis B infection in persons at high risk
for infection and pregnant women at their
first prenatal visit.

Hepatitis C Virus
Infection Screening

Adults only

This screening is for persons at high risk for
infection. There is a recommended one
time screening for all adults born between
1945 and 1965.

High Blood Pressure in
Adults — Screening

Adults only

This screening test is for adults aged 18
years of age or older. The USPSTF
recommends obtaining measurements
outside of the clinical setting for diagnostic
confirmation before starting treatment.
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Gender

Newborns, Children

Comments About Screening Test,

Item Adults
Male | Female and/orTeens Counseling, Examor Shot
This screening is for HIV infection in
adolescents and adults aged 15-65 years.
Younger adolescents and older adults who
are at increased risk should also be
screened.
Human . o
- This screening is also for pregnant women,
Immunodeficiency . . .
. . including those who present in labor who
Virus (HIV) — Screening X X X X .
are untested and whose HIV status is
for Adolescents and
unknown.
Adults
Bright Futures recommends HIV screening
lab work be conducted once between ages
15-18 years. Itis also recommended
anytime betweenages 11-14 years and 19-
21 years when a risk assessment is positive.
Human Papillomavirus This screening test is recommended every 5
. P N/A X X Adults only years for women who are 30 years or older
DNATesting
who have normal pap smear results.
Hypothyroidism X X N/A X This screening test is for all newborn
Screening - Newborn) infants from birth to 90 days old.
The USPSTF recommends that clinicians
Intimate Partner screen for intimate partner violence in
. . N/A X X X women of reproductive age and provider or
Violence Screening .
refer women who screen positive to
ongoing support services.
. The USPSTF recommends screening for LBTI
LEIEE U SEaYieHE in populations atincreased risk. This
Infection (LTBI) X X X Adults only pop . ) : .
. recommendation applies to asymptomatic
Screening
adults 18 years and older.
This screening is for all adults. Clinicians
Obesity Screenin should offer or refer patients with a body
Y g X X X Adults only mass index (BMI) of 30kg/m? or higher to
Adults . . . .
intensive, multicomponent behavioral
interventions.
This screening is recommended for children
. . and adolescents 6 years and older.
Obesity Screening — L
i Clinicians should offer or refer to a
Children and X X N/A X L ) .
comprehensive, intensive behavioral
Adolescents . . . .
intervention to promote improvements in
weight status.
This screening is for women aged 65 and
Osteoporosis Screening | N/A X X Adults only olderand in postmenopausal womgn
younger than 65 years who are atincreased
risk of osteoporosis.
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Item

Gender

Male | Female

Adults

Newborns, Children
and/orTeens

Comments About Screening Test,
Counseling, Examor Shot

Other Tests and Exams
for Children From Birth
to 21 Years

N/A

Other tests and exams for children and
teens from birth to 21 years may be
considered preventive. These tests and
exams are covered according to individual
benefit plans. Please refer to your health
plan documents to determine you and your
family’s specific coverage.

Phenylketonuria (PKU)
Screening

N/A

This screening test is for all newborn
infants from birth to 90 days old.

Primary Care
Interventions to
Prevent Tobacco Use in
Adults and Children

The USPSTF recommends that clinicians ask
all adults about tobacco use, advise them
to stop using tobacco, and provide
behavioral interventions and U.S. Food and
Drug Administration (FDA) approved
pharmacotherapy for cessation to those
who use tobacco.

USPSTF recommends that primary care
clinicians provide interventions, including
education or brief counseling, to prevent
initiation of tobacco use among school-
agedchildren and adolescents.

Bright Futures recommends tobacco use
assessments from age 11-21 years.

Rh(D) Incompatibility
Screening

N/A X

Rh(D) blood typing and antibody testing is
recommended for all pregnant women
during their first visit for pregnancy-related
care. Repeated Rh(D) antibody testing for
all unsensitized Rh(D) negative women at
24-28 weeks gestations, unless biological
fatheris known to be Rh(D) negative.

Screening for Lung
Cancer with Low-Dose
Computer Tomography

Adults only

USPSTF recommends annual screening for
lung cancer with low-dose computer
tomography for adults aged 50-80 years
who have a 20 pack-year smoking history
and currently smoke or have quit within the
past 15 years. Screening should be
discontinued once a person has not
smoked for 15 years or develops a health
problem that substantially limits life
expectancy or the ability or willingness to
have curative lung surgery.

Sexually Transmitted
Infections - Behavioral
Counseling for
Prevention

Behavioral counseling for all sexually active
adolescents and for adults who are at
increased risk for sexually transmitted
infections (STI).

Sickle Cell Screening -
Newborn

N/A

This screening test is for all newborn
infants from birth to 90 days old.
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Item

Gender

Male | Female

Adults

Newborns, Children
and/orTeens

Comments About Screening Test,
Counseling, Examor Shot

Skin Cancer Prevention
- Behavioral Counseling

USPSTF recommends counseling young
adults, adolescents, children and parents of
young children about minimizing exposure
to ultraviolet (UV) radiation for persons
ages6 months to 24 years with fair skin
types to reduce their risk of skin cancer.

Syphilis Screening

USPSTF recommends screening for syphilis
infection in persons who are atincreased
risk for infection (asymptomatic, non-
pregnant adults and adolescents who are at
increased risk for syphilis infection).

USPSTF recommends that clinicians screen
all pregnant women for syphilis infection.

Bright Futures recommends sexually
transmitted infection screening be
conducted if risk assessment is positive
between ages11-21 years.

Screening for Visual
Impairment in Children

N/A

USPSTF recommends vision screening at
least once in all children aged 3-5 years to
detect amblyopia or its risk factors.

Bright Futures recommends instrument-
based screening for children ages 1-5 years
if the screening is available and ages 6
years and older if unable to test visual
acuity monocularly with age appropriate
optotypes.

Wellness Examinations
(Well Baby, Well Child
and Well Adult)

Wellness exams include an initial
preventive medicine evaluation and
management of an individual. This exam
includes an age and gender appropriate
history, exam, counseling/anticipatory
guidance/risk factor reduction strategies
and the ordering of laboratory and
diagnostic procedures. These include
breastfeeding support and counseling and
follow-up care, domestic violence
screening, annual HIV counseling, well
woman visits and screening for urinary
incontinence.
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Section 2: Preventive Screening Tests and Exams for Pregnant Women

Screening

Comments

Bacteriuria Screening

Screening for asymptomatic bacteriuria with urine culture for
pregnancy women at 12-16 weeks gestation or at the first
prenatal visit, if later.

Chlamydia Screening

Screening test is for all sexually active women, including pregnant
women, 24 years of age or younger and in older women who are
atincreased risk for infection.

Gestational Diabetes Screening

Screening pregnant women for gestational diabetes mellitus after
24 weeks of gestation.

Gonorrhea Screening

Screening test is for all sexually active women, including pregnant
women, 24 years of age or younger and in older women who are
atincreased risk of infection.

Hepatitis B Virus Infection Screening

Screening for hepatitis B virus infection in pregnant women at
their first prenatal visit.

Human Immunodeficiency Virus (HIV) Infection
Screening

This screening is for all adults and adolescents at risk for HIV. This
also applies to pregnant women including those present in labor
or at delivery who are untested and whose HIV statusis
unknown.

Preeclampsia Screening

The USPSTF recommends screening for preeclampsia in pregnant
women with blood pressure measurements throughout
pregnancy.

Rh(D) Incompatibility Screening

This screening test is for all pregnant women during their first
prenatal visit. Repeat testing is for all unsensitized Rh(D) negative
women at 24-48 weeks gestation, unless the biological father is
known to be Rh(D) negative.

Syphilis Screening

This screening test is for all pregnant women at their first
prenatal visit.

Tobacco Smoking Cessation in Adults Including
Pregnant Women: Behavioral and
Pharmacotherapy Interventions

The USPSTF recommends that clinicians ask all pregnant women
about tobacco use and advise them to stop using tobacco, and
provide behavioral interventions for cessation.

Wellness Visits (Preconception, Prenatal &
Postpartum)

Well woman preventive care visit annually for adult women to
obtain the recommended preventive services that are age and
developmentally appropriate, including preconception and
prenatal care.
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Section 3: Immunizations/Shots for Adults, Children and Teens

Please refer to the most currentimmunization (shot) recommendations to find out which immunizations are right for
you and your family. These recommendations are revised each year by the Centers by Disease Control and Prevention
(cbQ).

For more information, please visit the CDC website at: www.cdc.gov
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2021 Recommended Immunizations for Children from Birth Through 6 Years Old

g
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DTaP DTaP | DTaP | DTaP
Hib Hib | Hib |
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growing? To protect

your new baby against _ 7

i IPV IPV IPV
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27" through 36 week of

pregnancy. Talk to your 7 MMR _ MMR

doctor for more detalls. - .

| Varicella | Varicella
Shaded boxes indicate th
—H_ vaccine can Tmm.MzM n_r_;m_._m 7 —l— mubm _
shown age range.

NOTE: FOOTNOTES:
If your child misses a shot, » Two doses given at least four weeks apart are recommended for children age & months through B years of age who are getting an
you don't need to start over. Just go influenza (flu) vaccine for the first time and for some other children in this age group.
back to your child's 5 Twodoses of HepA vaccine are needed for lasting protection. The first dose of HepA vaccine should be given between 12 months and
aoﬂn._” for the :m«.nmroa_ 23 months of age. The second dose should be given & months after the first dose. All children and adolescents over 24 months of age
Talk with your child's dactor who have not been vaccinated should also receive 2 doses of HepA vaccine.

if you have guestions

about vaccines If your child has any medical conditions that put him at risk for infection or is traveling outside the United States, talk to your

child’s doctor about additional vaccines that he or she may need.

U.5. Department of -

Health and Human Services >m ’ — T American Pﬂmmmaw_
Centers for Disease . .

Control and Prevention .Dm ..Tmn_—mn:n.m

AMERICAN ACADEMY OF FAMILY PHYSICIANS DEDICATED TO THE HEALTH OF ALL CHILDREN™

For more information, call toll-free
1-800-CDC-INFO (1-800-232-4636)
or visit
www.cdc.gov/vaccines/parents
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Vaccine-Preventable Diseases and the Vaccines that Prevent Them

Disease Vaccine Disease spread by |Disease symptoms Disease complications
N . . . . . . Infected blisters, bleeding disorders, encephalitis (brain
nr_nrms_uen Varicella vaccine protects against chickenpox. | Air, direct contact Rash, tiredness, headache, fever swelling), pneumonia (iafection i the lungs)
- = . - , - Sore throat, mild fever, weakness, swollen Swelling of the heart musdle, heart failure, coma,
Diphtheria DTaP* vaccine protects against diphtheria. | Air, direct contact P T
Meningitis (infection of the covering around the brain
' . . . - and spinal cord), intellectual disability, epiglottitis
Hib __.__w SRR T Air, direct contact S0 EL T e (life-threatening infection that can block the windpipe
influenzae type b. enter the blood . . .
and lead to serious breathing problems), pneumonia
(infection in the lungs), death
' ' May be no symptoms, fever, stomach pain, . . P .
H ep atitis A HepA vaccine protects against hepatits A. Direct contact, contaminated loss of appetite, fatigue, vomiting, jaundice _._Ea__:a._ arthralgia (joint pain), kidney, pancreatic
food or water . . . and blood disorders
(yellowing of skin and eyes), dark urine
i May be no symptoms, fever, headache,
_._m_um.z.:m B HepB vaccine protects against hepatitis B. M”uam_ww_ﬁ____mn._ . weakness, vomiting, jaundice (yellowing of | Chronic liver infection, liver failure, liver cancer
y skin and eyes), joint pain
. . . Fever, muscle pain, sore throat, cough, s ..
Influenza (Flu) | Flu vaccine protects against influenza. Air, direct contact R Pneumonia (infection in the lungs)
Measles MMR** vaccine protects against measles. Air, direct contact Rash, fever, cough, runny nose, pink eye R =
the lungs), death
e e e Meningitis (infection of the covering around the brain
I_.__._.._um MMR**vaccine protects against mumps. Air, direct contact vary g NE Jaw), TEVEL | and spinal cord) , encephalitis (brain swelling), inflam-
headache, tiredness, muscle pain : : .
mation of testicles or ovaries, deafness
. DTaP* vaccine protects against pertussis - Severe cough, runny nose, apnea (a pause in s
Pertussis twhooping cough). Air, direct contact beeathing in infans) Pneumonia (infection in the lungs), death
. . . . Air, direct contact, through May be no symptoms, sore throat, fever, .
Polio IPV vaccine protects against polio. the mouth e Paralysis, death
. . - May be no symptoms, pneumonia (infection | Bacteremia (blood infection), meningitis (infection of
Pneumococcal | PCVI3 vacdne protects against pneumococcus. | Al direct contact in the lungs) the covering around the brain and spinal cord), death
Rotavirus RV vaccine protects against rotavirus. Through the mouth Diarrhea, fever, vomiting Severe diarrhea, dehydration
e : - . Very serious in pregnant women—can lead to miscar-
Rubella MMR** vaccine protects against rubella. Air, direct contact Sometimes rash, fever, swollen lymph nodes riage, stllirth, premature delivery,birth defects
. . . Stiffness in neck and abdominal muscles, L
Tetanus DTaP* vaccine protects against tetanus. Exposure through cuts in skin i P e et et Broken bones, breathing difficulty, death

* DTaP combines protection against diphtheria, tetanus, and pertussis.
** MMR combines protection against measles, mumps, and rubella.
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m INFORMATION FOR PARENTS 2021 Recommended Immunizations for Children 7-18 Years Old

Talk to your child’s doctor or nurse about the vaccines recommended for their age. COVID-19 vaccination is recommended for some adolescents.
Tdap HPV Meningococcal MMR

Flu Tetanus, Measles, Chickenpox
Hurman Pneumococcal B A Polio
influenza | diphtheria, wman | Memacwy MenB Hopatic® | Mopatitis mumps. Varicella
pertussis rubella
7-8 Years
9-10 Years
2 Years
13-15 Years
16-18 Years
Maore
information:
These shaded boxes indicate when the vaccine is These shaded boxes indicate the vaccine should be
recommended for all children unless your doctor tells given if a child is catching up on missed vaccines.
you that your child cannot safely receive the vaccine,
These shaded boxes indicate the vaccine is This shaded box indicates children not at increased risk
recommended for children with certain health or may get the vaccine if they wish after speaking to a .
lifestyle conditions that put them at an increased risk for provider. ﬂh—%hﬂﬂrﬂu @ Ev
senows diseases. See vaccine-specific recommendations

HEEEEEE BEIMEATEE T THE HEAETH G 4LE CHILDEEN- B L e R &
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Swallen saivary glands {under the jow), fever,

*Tdap combines protection against diphtheria, tetanus, and pertussis.
**Td combines protection against diphtheria and tetanus.

***MMR combines protection against measles, mumps, and rubedla.
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HEALTH PLAN OF NEVADA
A UnitedHealthcare Company

Student Endorsement

This Endorsement offers eligible Dependents, as defined in the HPN Evidence of Coverage (EOC), access to Covered Services outside the
HPN Service Area, if the Dependent is enrolled in an accredited university, college or vocational school in the United States. HPN may
request proof of full-time student status at any time.

This Endorsement is a supplement to your EOC issued by HPN and subject to the applicable terms, conditions, limitations and exclusions
stated in the EOC. Nothing in this Endorsement will change the terms of the EOC except as otherwise stated herein. This Endorsement shall
terminate upon termination of the Plan and under the same terms and conditions specified therein, and Members shall no longer be entitled to
any of the benefits set forth in this Endorsement. Nothing contained in this Endorsement shall vary, waive, alter, or extend any of the terms,
conditions or limitations of the EOC, except as specifically stated in this Endorsement.

This Endorsement is subject to the HPN Managed Care Program requirements. HPN's Managed Care Program requires the Member, Plan
Providers and HPN to work together. All Plan Providers have agreed to participate in HPN’s Managed Care Program. Plan Providers have
agreed to accept HPN’s Reimbursement Schedule amount as payment in full for Covered Services, less the Member’s payment of any
applicable Copayment, Deductible or Coinsurance amount, whereas Non-Plan Providers have not. Members enrolled in this Endorsement who
use the services of Non-Plan Providers will receive no benefit payments or reimbursement for amounts for any Covered Service, except in the
case of Emergency Services or Urgently Needed Services as defined in this Endorsement. In no event will HPN pay more than the maximum
payment allowance established in the HPN Reimbursement Schedule.

With the exception of Urgent or Emergently Needed Services, all Covered Services outside the HPN Service Area require Prior Authorization
from HPN. It is the Member's responsibility to verify that the Provider selected is a Plan Provider before receiving any non-Emergency
Services and to comply with all other rules of HPN’s Managed Care Program. Compliance by the Member with HPN’s Managed Care
Program is mandatory. Failure to comply with the rules of HPN’s Managed Care Program means the Member will be responsible for costs of
services received. Contact the Member Services Department at the number on your ID card for the list of out of area Plan Providers, prior to
obtaining Covered Services.
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HEALTH PLAN OF NEVADA
A UnitedHealthcare Comipany

Travel Endorsement

This Endorsement offers Subscribers and their Dependents access to certain Covered Services when, while travelling for business or pleasure in
the United States, unanticipated healthcare issues occur. This Endorsement does not provide access to services that a Member could have
obtained within the HPN Service Area. Except in the case of Emergency Services and Urgently Needed Services, the Member will be fully
responsible for the cost of services not Prior Authorized by the HPN Managed Care Program.

This Endorsement is a supplement to your Evidence of Coverage (EOC) issued by HPN and subject to the applicable terms, conditions,
limitations and exclusions stated in the EOC. Nothing in this Endorsement will change the terms of the EOC except as otherwise stated herein.
This Endorsement shall terminate upon termination of the Plan and under the same terms and conditions specified therein, and Members shall
no longer be entitled to any of the benefits set forth in this Endorsement. Nothing contained in this Endorsement shall vary, waive, alter, or
extend any of the terms, conditions or limitations of the EOC, except as specifically stated in this Endorsement.

This Endorsement is governed by the HPN Managed Care Program requirements. HPN's Managed Care Program requires the Member, Plan
Providers and HPN to work together. All Plan Providers have agreed to participate in HPN’s Managed Care Program. Plan Providers have
agreed to accept HPN’s Reimbursement Schedule amount as payment in full for Covered Services, less the Member’s payment of any
applicable Copayment, Deductible or Coinsurance amount, whereas Non-Plan Providers have not. Members enrolled in this Endorsement who
use the services of Non-Plan Providers will receive no benefit payments or reimbursement for amounts for any Covered Service, except in the
case of Emergency Services or Urgently Needed Services as defined in this Endorsement. In no event will HPN pay more than the maximum
payment allowance established in the HPN Reimbursement Schedule.

With the exception of Urgent or Emergently Needed Services, all Covered Services outside the HPN Service Area require Prior Authorization
from HPN. It is the Member's responsibility to verify that the Provider selected is a Plan Provider before receiving any non-Emergency
Services and to comply with all other rules of HPN’s Managed Care Program. Compliance by the Member with HPN’s Managed Care
Program is mandatory. Failure to comply with the rules of HPN’s Managed Care Program means the Member will be responsible for costs of
services received. Contact the Member Services Department at the number on your ID card for the list of out of area Plan Providers, prior to
obtaining Covered Services.
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Health Education
and Wellness

We've got

N

you covered.

Our Health Education and Disease Management teams provide support and resources to help

9

you stay well.

L]

Nutrition Diabetes
Asthma Stop tobacco/nicotine

Prediabetes Online education

Ve

—_

®

Registered nurses Registered dietitians

!

Weight management

(%4

_-y»

Kidney health

Q

Telephonic support

®,

SN

1:1 consultations

Health education and wellness programs are available to you at no additional cost.
o/ For more information, visit your health plan's website or call 702-877-5356 or toll-free

1-800-720-7253, TTY 711, Monday through Friday, 8 am. to 5 p.m.

Tiene derecho a recibir ayuda e informacion en su idioma sin costo. 2>
Para solicitar un intérprete, llame al numero de teléfono gratuito para ~
miembros que se encuentra en su tarjeta de identificacion del plan o HEALTH PLAN OF NEVADA
los documentos de su plan. A UnitedHealthcare Company
Health plan coverage provided by Health Plan of Nevada. '}"1 Y @
Insurance coverage provided by Sierra Health and Life. e s ik .:.: SIERRA HEALTH AND LIFE
n r@ o O B A UnitedHealthcare Company

HPN/HEW  SHL/HEW




Lo tenemos
cubierto.

Educacion de

Salud y Bienestar ’

Nuestros equipos de Educacion de Salud y Manejo de Enfermedades le brindan apoyo y

recursos para ayudarle a estar bien.

L]

Nutricion Diabetes Control del peso

| 9 (4

_-y»

Asma Dejar de fumar/nicotina Salud renal

Q

-

Prediabetes Educacion Apoyo telefénico
en linea
)
Ve
@ ‘\.
Enfermeras registradas Dietistas registrados Consultas individuales

' Los programas de bienestar y educacion de salud estan disponibles para usted sin

o/ costo adicional. Para obtener mas informacion, visite el sitio web de su plan de salud
o llame al 702-877-5356 0 al numero gratuito 1-800-720-7253, TTY 711, de lunes a
viernes, de 8 am.a 5 p.m.

La cobertura del plan de salud es proporcionada por @
Health Plan of Nevada.
La cobertura de seguro es proporcionada por AUnitI;jﬁgi;]grz (I;) Ir‘nif OF NEVADA
Sierra Health and Life. ; ’ pany
2
‘i IQ) w SIERRA HEALTH AND LIFE

HEW?2751_211 (06/21) A UnitedHealthcare Company



2022 Endorsement

This Endorsementis a supplementto your Sierra Health and Life Insurance Co., Inc. (“SHL”) Certificate of Coverage (“COC”) and
Attachment A Benefit Schedule. These provisions are effective January 1,2022.

ENTIRE Document
Amend references to Eligible Medical Expenses (EME), excluding glossary definition, to includethe following: “orthe Recognized A mount,
when applicable,”

Obtaining CoveredServices

Modify the Continuity of Care subsectionas follows:

Termination ofa Plan Provider’s contract will not release the Provider fromtreating a Member, except forreasons of medical incompetence or
professional misconduct as determined by SHL.

Coverage provided under this sectionis available until the latest ofthe following dates:

e The 120th day following the datethe contract was terminated between the Providerand SHL; or

e Ifthe medical conditionis pregnancy, the45th 90" day after the date of delivery orif the pregnancy does notend in delivery the date of
the end ofthe pregnancy.

Covered Services
Modify the Mental Health Services and Severe Mental Iliness Services subsectionas follows:

All benefits are subject to the Utilization Management process through SHL Behavioral Healtheare OptionsBHO). Services must be offered
in a treatment settingthatis appropriate forthe Medically Necessary level of care, as determined by staffing, ability to providepatientsafety,
treatment intensity, the diagnostic and therapeutic modalities available, theextent of supportiveservices and access to general medical care.
Allnon-routine, outpatient Mental Health or Severe Mental Iliness Services require Prior Authorization.

Inpatient: A structured hospital-based programwhich provides twenty-four (24) hours a day, seven (7) days a week nursing care, medical
monitoring, and physician availability ; assessment and diagnostic services, daily physician visits, activebehavioral health treatment, and
specialty medical consultation with an immediacy needed to avoid serious jeopardy to thehealth ofthe Insured or others.

Partial Hos pitalization Programs (PHP):

ers

Intensive Outpatient Programs (IOP): A structured programthat maintains hours of service forat least nine (9) hours per week foradults
and six (6) hours per week for children oradolescents during which assessmentand diagnostic services and activebehavioral health treatment
are provided.

Outpatient: Assessment,diagnosis andactivebehavioral healthtreatmentthatare provided in an ambulatory setting, including individual and
group counseling services.

No benefits are available for psychosocial rehabilitation or care received as a custodial Inpatient.

Residential Treatment Center (RTC): a sub-acute facility oracutecare facility which delivers twenty-four (24) hours/seven (7) days a week
assessment, diagnostic services and active behavioral health treatment to Members. The level of care and length ofstay, in a facility with the
appropriate licensure level, is authorized through the SHL. Managed Care program. NOTE: Transitional Living services are notcoveredunder
RTC and are not a covered benefit.
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All inpatient Mental Health or Severe Mental lllness Services require Prior Authorization. Network facilities must providenotification ofall
inpatient admissions tothe Plan. When these services are provided outofnetwork, the Insured is responsible for providing the notificationand
relevant information tothe Plan. The Insured should providenotice ofemergentadmissions within twenty-four (24) hours ofadmissionoras
soon as reasonably possible given the circumstances. Member may delegate theirresponsibility to providenotification to the non-network
facility butitis the Insured’s responsibility to ensure that the Plan receives notification. Initial notificationresults in a medicalnecessity review
based onplan requirements and may result in an adverse benefit determination.

Modify the headingofthe Short Tern Habilitation Services subsectionas follows:
Short-TermHabilitation Services — Inpatient and Outpatient

Modify the headingofthe Short Tern Rehabilitation Services subsectionas follows:
Short-TermRehabilitation Services — Inpatient and Outpatient

Modify the Substance-Related and Addictive Disorder Services subsection as follows:

All benefits for Substance-Related and A ddictive Disorder Services are subjectto the Utilization Management process through SHL Behavioral
Healtheare-OptionsBHO). Services must be offeredin a treatment setting thatis appropriate for the Medically Necessary level of care, as
determined by staffing, ability to provide patient safety, treatment intensity, the diagnostic and therapeutic modalities available, theextent of
supportive services and accessto generalmedical care. Allnon-routine, outpatient Substance-Related and Addictive Disorder Services require
Prior Authorization.

Inpatient Detoxification: A hospitalbased programwhich provides twenty-four (24) hours a day, seven (7) days nursing care, medical
monitoring, and physician availability; daily physician visits, assessment, diagnostic services and active behavioral health treatmentservices
for the purpose of completing a medically safe and appropriate withdrawal fromalcohol or other substances.

Outpatient Detoxification: Outpatient Detoxification is comprised of services that are provided in an ambulatory setting for the purpose of
completing a medically safe withdrawal fromalcoholordrugs.

Inpatient Rehabilitation: A hospital based programwhich provides twenty-four (24) hours a day, seven (7) days nursing care, medical
monitoring, and physician availability, daily physician visits, assessment and diagnostic services, and activebehavioral health treatment
services forthe purposeofinitiating the process ofassisting an Insured with gaining the knowledge and skills needed to preventrecurrence ofa
substance-related disorder.

ry programthat

Intensive Outpatient Programs (IOP): A structured programthat maintains hours of service forat least nine (9) hours per week foradults
and six (6) hours per week for children/adolescents during which assessment and diagnostic services and activebehavioral health treatmentare
provided.

Residential Treatment Center (RTC): a sub-acute facility oracutecare facility which delivers twenty-four (24) hours/seven (7) days a week
assessment, diagnostic services and active behavioral health treatment to Members. The level of care and length ofstay, in a facility with the
appropriate licensure level, is authorized through the SHL Managed Care program. NOTE: Transitional Living services are notcovered under
RTC and are not a covered benefit.

Outpatient: Assessment, diagnosis andactivebehavioralhealthtreatmentthatare provided in an ambulatory setting, including individual,
group, and family counseling services.
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All inpatient Substance-Related and Addictive Disorder Services require Prior Authorization. Network facilities must providenotification of
all inpatientadmissions to the Plan. When these services are provided out ofnetwork, the Insured is responsible for providing the notification
and relevant information to the Plan. Members should provide notice ofemergentadmissions within twenty-four (24) hours ofadmissionoras
soon as reasonably possible given the circumstances. Members may delegate their responsibility to providenotification to the non-network
facility butitis the Insured’s res ponsibility to ensure that the Plan receives notification. Initial notificationresults in a medical necessity
review based on plan requirements and may result in an adverse benefit determination.

Modify the last paragraphofthe Telemedicine subsection as follows:

Virtual Visits: Covered Services received through virtual visits do not require Prior Authorization when provided through an SHL contracted
Provider. Referto the Attachment A, Benefit Schedule for the Insured’s cost-share responsibility . Benefits are available forurgent, on-demand
healthcaredelivered through live audio with video conferencing or audio only technology for treatment of acute but non-emergency medical
needs.

Exclusions
Add the following exclusions:

1. Physician-assisted Suicideand any information, services or pharmaceuticals associated.

2. Healthcare services froman out of network Provider fornon-emergent, sub-acute inpatient or outpatient services at any ofthe following
non-Hospital facilities : Alternate Facility, Free Standing Facility, Residential Treatment Center, Inpatient Rehabilitation Facility or Skilled
Nursing Facility received outside of the Insured’s state ofresidence. For the purpose ofthis exclusionthe "state ofresidence" is the state
where the Insured is a legalresident, plus any geographically bordering adjacent state or, for an Insured who is a student, the state where
they attend school during the school year. This exclusion does notapply in the case ofan Emergency orif priorauthorization has been
obtained in advance.

3. Transitional Living

4. High intensity residential care, including American Society of Addiction Medicine (ASAM) Criteria, for Covered Persons with substance-
related and addictivedisorders who are unable to participatein their care due to significantcognitive impairment.

5. Drugs not approved by the FDA.

Modify the following exclusions:

1. Services requested or performed by a Provider who is a family member by birth or marriage. Examples include a spouse, brother, sister,
parent or child. This includes any service the Provider may performon him/herself. Services performed by a Provider with the same legal
address as the Insured.

2. Drugs and medicine approved by the FDA for Experimental, Investigational or Unproven use.-erany-drugthathasbeenapproved bythe
EDAforlessthanone(Dyvear

3. Drugs and medicine a a thathas that have beenapproved

by the FDA forless thanone (1) year

4. Third-party physical exams and/ormedical services foremployment, licensing, insurance, school, camp oradoption purposes.
Immunizations related to foreigntravel unless otherwise provided as a required preventive immunization identified by the USP STF.
Expenses formedical reports, including presentation and preparation. Exams ortreatment ordered by a court, or in connection with legal
proceedings are not covered.

5. Outside ofan initial assessment, treatments for the primary diagnoses of learning disabilities, conduetandimpilsecontroldisorders,
pyromania, kleptomania, personality disorders (with the exception of dialectical behavior therapy for borderline personality disorders) and
paraphilic disorder.
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Pharmacy Provisions
Modify the Limitationssubsectionas follows:

Prior Authorization or Step Therapy may be required for certain Covered Drugs.

Benefits are available forrefills of Covered Drugs, including prescription eye drops and opioids, only when dispensed as ord ered by a duly
licensed health care provider. Refills are provided once a givenamount ofthe Covered Drug is used through the course oftherapy;
amounts vary by the typeofCovered Drug. Refill dates of Covered Drugs canbe alignedsothat drugs that are refilled at the same
frequency can berefilled concurrently.

A pharmacy may refuse to fill or refill a prescription order when, in the professional judgment ofthe pharmacist, the prescription should
not be filled.

Benefits are not payable if the Insured is directed to a Designated Plan Pharmacy and chooses notto obtainthe Covered Drug fromthat
Designated Plan Pharmacy.

If SHL determines that the Insured may be using Prescription Drugs in a harmful or abusive manner, or with harmful frequency, the
Insured’s selection of Plan Pharmacies may be limited. If this happens, SHL may require the Insured to selecta single Plan Pharmacy that
will provide and coordinate all future pharmacy services. Benefit coverage will be paid only if the Insured uses the assigned single Plan
Pharmacy. If a selection is notmade by the Insured within thirty-one (31) days ofthe date ofnotification, then SHL will select a single
Plan Pharmacy for the Insured.

Certain Specialty Prescription Drugs may be dispensed by the Designated Pharmacy in fifteen (15) day supplies up to ninety (90) days and
ata pro-rated Copayment or Coinsurance. TheInsured will receive a fifteen (15) day supply ofthe Specialty Prescription Drug Product to
determine if the Insured will tolerate the Specialty Prescription Drug Productprior to purchasing a fullsupply. The Designated Pharmacy
will contact the Insured each time priorto dispensing the fifteen (15) day supply to confirmif the Insured is tolerating the Specialty
Prescription Drug Product. The list ofthese certain Specialty Prescription Drugs is available through review ofthe SHL Prescription Drug
List (PDL).

If a Prescription Drugis excluded fromcoverage, the Insured or representative may request an exception to gain access to the excluded
Prescription Drug. Exceptions do not apply to drugs that are considered benefit exclusions, suchas drugs for sexual dys function, cosmetic
products and infertility.

To make a request, contact SHL in writing or call the toll-free number on your ID card. Please note, if the request foran exceptionis
approved by SHL, the Insured may incur the costofthe excepted Prescription Drug at the highest tier. Ifthe request requires immediate
action and a delay could significantly increasea health risk or the ability regain maximum function, call SHL as soon as possible. SHL
will provide a written or electronic determination within twenty -four (24) hours. Ifthe Insuredis not satisfied with SHL determination of
the exclusion exception, they may request an External Review. Please referto the Appeals Procedure section herein for further
information.

SHL may have certain programs in which the Insured may receive an enhanced or reduced benefit based ontheiractions suchas
adherence/compliance to medication or treatment regimens, and/or taking partin health management programs. Questions aboutthese
programs can be directed to the Insured Services telephone number on your ID card.

HIV preventativedrugs, subject to reasonable managementtechniques as determined by Nevada state law, when prescribed by a
participating Pharmacist.

Coverage for self-administered hormonal contraceptives, provided without a prescription, when a Pharmacistcomplies with the providing
requirements protocols ofthe State Board of Pharmacy.

Modify the following language fromthe Coverage Policy and Guidelines subsection:

Coupons

SHL may not permit certain coupons or offers frompharmaceutical manufacturers or their affiliates to apply to the Insured’s annual CYD
and/or Out of Pocket Maximum orto reduce the Insured’s Copayments and/or Coinsurance. Costs defrayed forthe Insured asaresult of
pharmaceutical coupons are not Eligible Medical Expenses. Questions regarding which coupons or offers are available can be addressed at
healthplanofnevada.com.

Atvarious times, SHL may send mailings or provide other communications that include a variety of messages, including information about
prescription and non-prescription drugs. These communications may include offers thatenable the Insured to purchasethe described product at
a discount. In some instances, non-SHL entities may support and/or provide content for these communications and offers. Only the Insured and
the Provider can determine whethera change in prescription and/or non-prescriptiondrug regimen is appropriate for the Insured’s medical
condition.

Variable Copayment Program
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Certain Specialty Prescription Drugs are eligible for coupons or offers frompharmaceutical manufacturers or affiliates that may reduce thecost
for the Insured’s Prescription Drug and SHL. may help the Insured determine whether the Specialty Prescription Drug is eligible for this
reduction. Ifthe Insured redeems a coupon froma pharmaceutical manufacturer or affiliate, the Copaymentand/or Coinsurance may vary butit
will neverexceed the statedamount onthe Benefit Schedule/Prescription Drug Rider. Please contactthe telephone numberony our ID card for
an available list of Specialty Prescription Drugs. If the Insured chooses notto participate, they will pay the Copayment or Coinsurance as
describedin the Attachment A Benefit Schedule/Outpatient Prescription Drug Rider.

The amount ofthe coupon will not count toward any applicable Calendar Year Deductible or Out of Pocket Maximums.

Rebates and Other Payments

SHL may receive rebates for certain drugs included on the Prescription Drug List, including those drugs that an Insured purchased prior to
meeting any applicable deductible. As determined by SHL, a portion ofany rebates may be passed on to the Insured and may be taken into
account in determining any applicable Copayment and/or Cost-share.

SHL, and a number of our affiliated entities, conduct business with pharmaceutical manufacturers separate and apart fromthe Outpatient
Prescription Drug benefit. Suchbusiness may include, but is notlimited to, data collection, consulting, educational grants and research.
Amounts received frompharmaceutical manufacturers pursuant to such arrangements are not related to this Outpatient Prescription Drug
benefit and, therefore, such amounts do not pass on to theInsured.

Appeals Procedures
Modify the language in the 2" Level Formal Appeal subsection as follows :

The notice to the Insured or the Insured’s Authorized Representative will also include:
e a HIPAA compliant authorization formby which the Insured or the Insured’s Authorized Representative can authorize SHL and the
Insured’s Physician to disclose protected health information (“PHI”), including medical records, that are pertinent to the 2™ Level
Formal Appealand
e any other forms as required by Nevadalaw orregulation.

The 2™ Level Formal Appeal review cannot be scheduled without the written authorization from the Insured or the Insured’s Authorized
Representative.

Glossary
Add the following terms:

1. “Alternate Facility” means a health care facility that is not a Hospital. It provides one or more ofthe following services on an outpatient
basis, as permitted by law:
e Surgicalservices.
e Emergency Services.
e Rehabilitative, laboratory, diagnostic or therapeutic services.

An Alternate Facility may also provide Mental Illness or Substance-Related and A ddictive Disorders Services on an Outpatient or
Inpatient basis.

2. “Ancillary Services” means items and services provided by a Non-Plan Providerat a Plan facility that are any ofthe following:
e related to emergency medicine, anesthesiology, pathology, radiology, and neonatology;
e provided byassistant surgeons, hospitalists, and intensivists;
e diagnostic services, includingradiology and laboratory services, unless such items and services are excluded fromthe definition
Ancillary Services as determined by the Secretary;
e provided bysuchotherspecialty practitioners as determined by the Secretary; and
provided by a Non-Plan Provider whenno other Plan Provideris available.

3.  “Experimental or Investigational” means medical, surgical, diagnostic, psychiatric, mental health, substance-related and addictive

disorders or other health care services, technologies, supplies, treatments, procedures, drug therapies, medications or devices that, at the
time SHL makes a determinationregarding coverage in a particular case, are determined tobe any ofthe following:
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o Notapproved by the U.S. Food and Drug Administration (FDA) to be lawfully marketed for the proposed use and notidentified in
the American Hospital Formulary Service or the United States Pharmacopoeia Dispensing Information as appropriate for the
proposeduse.

. Subject to review and approval by any institutional review board forthe proposed use. (Devices whichare FDA approved under the
Humanitarian Use Device exemption are not Experimental or Investigational.)

o The subject ofan ongoing clinical trial that meets thedefinitionofa Phase I, Il or III clinical trial s et forth in the F'DA regulations,
regardless of whether the trialis actually subject to FDA oversight.

Exceptions:

o Clinical trials for which benefits are available as described herein.

o SHL may, as we determine, consider an otherwise Experimental or Investigational service to be a covered healthcare service for
that illness or condition if:
. The Insured is not a participant in a qualifying clinical trial, as herein: and
. The Insured has an illness or condition that is likely to cause death within one year ofthe request for treatment.

Prior to such a consideration, SHL must first establish thatthere is sufficientevidence to conclude that, even though unproven, theservice
has significant potential as an effective treatment for that illness or condition.

4. “Physician-assisted Suicide” means a physician facilitates a patient’s death by providing the necessary means and/or information to
enable the patientto performthe life-ending act (e.g., the physician provides sleeping pills and information aboutthe lethal dose, while
aware that the patientmay commit suicide).

5. “Recognized Amount” means the amountwhich the Copayment, Coinsurance and any applicable CYD, is based on forthe below
Covered Services whenprovided by Non-Plan Providers. The amount is based oneither:
= Applicable state law, or

=  The qualifying paymentamount as determined under applicable law for the following Covered Services:
o Non-Plan Emergency Covered Services.

o Non-Emergency Covered Services received at certain Plan facilities by Non-Plan Providers, when suchservices are either
Ancillary Services, ornon-Ancillary Services that have not satisfied the notice and consentcriteria of section 2799B-2(d) of
the Public Service Act. Forthe purpose ofthis provision, "certain Plan facilities" are limited to a hospital (as defined in
1861 (e) ofthe Social Security Act),ahospital outpatientdepartment, a critical access hospital (as definedin 1861 (mm) (1) of
the Social Security Act),an ambulatory surgical center described in section /833 (i)(1)(A) ofthe Social Security Act,and any
other facility specified by the Secretary.

Note: Covered Services that use the Recognized Amountto determine the Insured’s cost sharing may be higher or lower than if cost
sharing forthese Covered Services were determined based upon the Eligible Medical Expenses.

6. “Secretary” means as that termis applied in the No Surprises Act ofthe Consolidated AppropriationsAct (P.L. 116-260).

7. “Transitional Living” means Mental Health Care Services and Substance-Related and Addictive Disorders Services provided through

facilities, group homes and supervised apartments which provide twenty-four (24) hour supervision, including those defined in the
American Society of Addiction Medicine (ASAM) Criteria, and are either:

e Soberliving arrangements such as drug-freehousing oralcohol/drug halfivay houses. They provide stable and safe housing, an
alcohol/drug-free environmentand support forrecovery. They may be usedas an addition toambulatory treatment when it doesn't
offerthe intensity and structure needed to help youwith recovery.

e Supervised living arrangements which are residences such as facilities, group homes and supervised apartments. They provide stable
and safe housing and the opportunity to learn how to manage activities of daily living. They may be used as an additionto treatment
when it doesn't offer the intensity and structure needed to help with recovery.

“Unproven” in the context of “Experimental, Investigational or Unproven”, means services, including medications, that are not
determined to be effective for treatment ofthe medical condition ornot determined to have a beneficial effect on health outcomes due to
insufficient and inadequate clinical evidence fromwell-conducted randomized controlled trials or cohort studies in the prevailing
published peer-reviewed medical literature.

22S_SN_KN_END Page 6



o Well-conducted randomized controlled trials. (Two or more treatments are compared to each other, and the patientis not allowed to
choose which treatment is received.)

o Well-conducted cohort studies frommore than one institution. (Patients whoreceive study treatmentare comp ared to a group of
patients who receive standard therapy. The comparison group must be nearly identical to the study treatment group.)

SHL has a process by which we compile and review clinical evidence with respect to certain health care services. Fromtime to time, SHL
will issue medicaland drug policies thatdescribethe clinical evidence available with respectto specific health care services. These
medical and drug policies are subject to change without prior notice. The Insured can view these policies at
https://healthplanofhevada.convProvider/Medical-Policies

NOTE: Ifan Insured has a life-threatening illness or condition (one that is likely to cause death within one year ofthe request for
treatment) SHL may, as we determine, consider an otherwise Unproven serviceto be a covered healthcare service for that illness or
condition. Prior to sucha consideration, SHL must first establish that there is sufficient evidenceto concludethat, even thoughunproven,
the service has significant potential as an effective treatment for that illness or condition.

Amend the following terms:

L.

“KEligible Medical Expenses” or “EME” means the maximum amount SHL will pay fora particular Covered Service as determined by
SHL in accordance with SHL’s Reimbursement Schedule or determined as required by law.

“Emergency Services” means Covered Services provided afterthe-suddenonset-offora medical condition with symptoms severe enough
to cause a prudent personto believethat lack ofimmediate medical attention at a Hospital or Emergency department could result in
serious:

e jeopardy to his health;

e jeopardy to the health ofan unborn child;
e impairment ofa bodily function; or

e dysfunctionofany bodily organ orpart.

Emergency Services includeitems and services, otherwise covered by SHL, when provided by a Non-Plan Provider or facility (regardless
of the departmentofthe Hospital in which the items and services are provided) after the patient is stabilized and as part of outpatient
observation, or an inpatient or outpatient stay that is connected to the original Emergency, unless each ofthe following conditions are met:

e Theproviderorfacility,as described above, determines the patient is able to travel usingnonmedical transportation or non -Emergency
medical transportation.

e Theprovider furnishing the additional items and services satisfies notice and consent criteria in accordance with applicable law.

e Thepatientis in sucha conditionto receive information as statedin b) aboveand to provide informed consent in accordance with
applicable law.

e Any otherconditions as specified by the Secretary.

“Mental Illness” means a pathological state of mind producing clinically significantpsychological or physiological symptoms together
with impairment in one or more major areas of functioning where improvementcan reasonably be anticipated with therapy. MentalIllness
does notinclude any Severe Mental lllness as defined in the COC and otherwise covered under the Severe Mental lllness Covered Services
section, orany ofthe following when they represent the primary need for therapy:

e behaviordisorders;

e chronic organic brain syndrome;

e learning disabilities;

s impulsecontroldisorders:

e  marital or family problems;

e intellectual disability;

e personality disorder; or

e social, occupational, orreligious maladjustment.
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4. “Telemedicine” means certain Covered Services for diagnosis and treatment of medical conditions delivered to SHL Members through the
use ofiinteractiveaudio, video, or other telecommunications or electronic technology by a contracted SHL at a site otherthanthesite at
which the patientis located. Telemedicineis available in all states where SHL contracted Providers offerservices. Telemedicinedoes not
include the use of standard telephone calls, facsimile transactions or e-mail messaging. means the delivery of Covered Services froma
providerofhealth care toa patientat a different location through the use of information and audio-visual communication technology, not
including facsimile or electronic mail. The termincludes, without limitation, the delivery of services froma providerofhealth care toa
patient at a different location through the use of:

e Synchronous interaction or an asynchronous systemofstoring and forwarding information; and
e Audio-only interaction, whether s ynchronous or asynchronous.

Attachment A, Benefit Schedule
Modify the Inpatient Hospital Facility Services benefit line to include another service:

e Physician Fees and Medical Services

Modify the Special Food Products and Enteral Formulas benefit by removing the limitation:
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HEALTH PLAN OF NEVADA
A UnitecHeatthcare Company

Evidence Of Coverage

This Plan may include a Calendar Year Deductible; please refer to the Attachment A Benefit Schedule.

This Evidence of Coverage (“EOC”) describes the healthcare planmade available to Eligible Employees of the Employer (referred to
as “Group”) and their Eligible Family Members.

Health Plan of Nevada, Inc. (“HPN”), and the Group have agreedto all ofthe terms ofthis EOC, and the EOChas been incorporated
by reference into the Group Enrollment A greement (“GEA”) enteredinto by HPN and Group. HPN or the Group, upon appropriate
written notice in accordance with the GEA , may terminate this EOC. This plan is guaranteed renewable. The Group is responsible for
giving Members notice of termination.

This EOC and your attached Attachment A Benefit Schedule tell you about your benefits, rights and duties as an HPN Member. They
also tellyou about HPN’s duties to you.

This EOC including Attachment A Benefit Schedule and any other A ttachments, Endorsements, Riders or Amendments to it, your
Enrollment Form, health statements, Member Identification Card and all other applications receivedby HPN are all part of your HPN
membership package. Pleaseread themcarefully and keepthemin asafe place. Words that are capitalized are defined in Section
14.- Glossary.

Please carefully review your EOC and your Attachment A Benefit Schedule to determine which Covered Services require Prior

Authorization. Failure ofthe Memberto comply with the requirements of HPN’s Managed Care Programand the Prior Authorization
process willresult in a denial orreduction ofbenefits.
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The Department of Business and Industry
State of Nevada
Division of Insurance

Telephone Numbers
Jor

Consumers of Healthcare

The Division of Insurance (“Division”) has established a telephone service to receive inquiries and complaints fromconsumers of
healthcare concerning healthcare plans in Nevada.

Hours of operation for the Division:

Monday through Friday from8a.m. until 5 p.m., Pacific Time (PT)
The Division is closed during state holidays.

Contact information for the Division:

Carson City Office: Las Vegas Office:

Phone:  (775) 687-0700 Phone:  (702) 486-4009

Fax: (775) 687-0787 Fax: (702) 486-4007

1818 East College Pkwy., Suite 103 3300 W.Sahara Ave., Suite 275
Carson City, NV 89706 Las Vegas,NV 89102

The Division also provides a toll-free number for consumers residing outside of the above areas:
1-800-992-0900
Please listen to the greeting and selectthe appropriate prompt.

If you have any questions regarding your health care coverage, please contact HPN’s Member Services Department at

the following:
Address:
Health Plan of Nevada, Inc.
Attn: Member Services Department
P.O. Box 15645
Las Vegas, NV 89114-5645
Phone:

1-877-545-7378
(Monday — Friday from8:00 a.m. until 5:00 p.m., Pacific Time):
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Evidence of Coverage

SECTION 1. Eligibility, Enrollment and Effective Date

Subscribers and Dependents who meet the following criteria are eligible for coverage under this EOC.

[ 1.1

Who Is Eligible

Subscriber. To be eligible to enrollas a Subscriber, an employee must be an employee ofthe enrolling Group or other person whose
connection with the enrolling Group meets the eligibility requirements specified in both the application and the policy and meets the
following criteria:

Be employed full-time;

Be in an active employmentstatus;

Workat least the minimum number ofhours per week indicated by the Group in its Attachment A to the Group Enrollment
Agreement (GEA);

Meet the applicable waiting period indicated by the Group in its Attachment A to the GEA;

Enroll during an enrollment period;

Live or workin HPN’s Service Area; and

Work foran employerthat meets the minimum employer contribution percentage for the applicable coverageas set forthin the
Attachment A to the GEA.

The active employmentstatus requirement will not apply to individuals covered under Group’s prior welfare benefit plan on the date
of'that plan’s discontinuance, provided that this EOCis initially effective no more thansixty (60) days afterthepriorplan’s
discontinuance. Allotherrequirements willapply to suchindividuals.

Dependent. To be eligible to enroll as a Dependent, an individualmust be oneofthe following:

A Subscriber’s legal spouseora legal spouse for whoma court has ordered coverage.

A Domestic Partner.

A child by birth. Adopted child. Stepchild. Minor child for whoma court has ordered coverage. Child being Placed for Adoption
with the Subscriber. A child forwhoma court has appointed the Subscriber orthe Subscriber’s spouse the legal guardian.
Anunmarried Dependent Child under a legal permanent guardianship and who is eligible to be claimed as a Dependentby the
Subscriberand/or his Spouse or Domestic partner and is a grandchild, brother, sister, step-brother, step-sister or descendentof
such relative.

The definition of Dependent is subject to the following conditions and limitations:

A Dependentincludes any child listed above under the limiting age of26.

A Dependentincludes a Dependentchild who is incapable ofself-sustaining employment due to mental or physical handicap,
chiefly dependentuponthe Subscriber for economic supportand maintenance, and who has satisfied all of the requirements of (a)
or (b)below:

a. Thechild must be covered as a Dependentunder this Plan beforereaching the limiting age, and proofofincapacity
and dependency mustbe givento HPN by the Subscriber within thirty (30) days ofthe child reaching the limiting age;
or

b. Thehandicap started before the child reached the limiting age, but the Subscriber was covered by another health
insurance carrier that covered the child as a handicapped Dependent prior to the Subscriber applying for coverage with
HPN.

Evidence ofany court orderneeded to prove eligibility must be given to HPN.

1.2

Who Is Not Eligible

Eligible Dependent does notinclude:

e A fosterchild.

e Achild placed in the Subscriber's home other than for adoption.
e A grandchild unless otherwise identified in Section 1.1

e Any otherpersonnot defined in Section1.1.

1.3 Changes In Eligibility Status

It is the Subscriber's responsibility to give HPN written notice within thirty-one (31) days ofchanges that affecthis Dependent’s
eligibility. Changes include, butare not limited to:

Reaching the limiting age.
Ceasing to satisfy themental or physical handicap requirements.
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Evidence of Coverage
Death.
Divorce.
Transfer ofresidence or work outside HPN’s Service Area.
The Eligible Person and/or Dependent loses eligibility under Medicaid or the Children's Health Insurance Program (CHIP).
Coverage will begin only if HPN receives the completed enrollment formand any required Premiumwithin 60 days ofthe date
coverageended.

Any otherevent which affects a Dependent’s eligibility.

If the Subscriber fails to give notice which would have resulted in termination of coverage, HPN shall have the right to terminate
coveragein accordance with the Group Enrollment A greement.

14

Enrollment

Eligible Employees and Eligible Family Members must enroll during one ofthe Enrollment Periods described below or within thirty-
one (31) days offirst becomingeligible in orderto have coverage under this Plan.

L.

Initial Enrollment Period. An Initial Enrollment Period is the period oftime during which an Eligible Employee and Eligible
Family Member may enrollunderthis Plan as shownin the GEA signed by the Group.

Group Open Enrollment Period. An Open Enrollment Period ofat least thirty-one (31) days may be held at leastonce a year
allowing Eligible Employees and Eligible Family Members to enrollunder this Plan.

Special Enrollment Period. A Special Enrollment Period allows a Special Enrollee to enroll for coverageunder this Plan upon a
Special Enrollment Event as defined herein during a period ofat leastthirty-one (31) days followingthe Special Enrollment
Event.

Right to Deny Application. HPN can deny membership to any person who:

Violates orhas violated any provision ofthe HPN EOC.

Misrepresents and/or fails to disclosea material fact which would affect coverage under this Plan.
Fails to follow HPN rules.

Fails to make a premium payment.

oo

Right to Deny Application for Renewal. As aconditionofGroup’s renewal under this Plan, HPN may require Group to
exclude a Subscriber and/or Dependent who committed fraud upon HPN or misrepresented and/or failed to disclose a material
fact which affected his coverage underthis Plan.

1.5

Effective Date of Coverage

Before coverage can become effective, HPN must receive and accept premiumpayments and an Enrollment Formforthe person
applying to become a Member.

When apersonapplies tobecome a Member on orbefore thedate he is eligible, coverage starts as shown in the GEA signed by
Group.

If a person applies to be a Member within thirty-one (31) days ofthe datehe is first eligible to apply, coverage the first day ofthe
month following the last day ofthe required waiting period(s) as stated in the Group’s GEA..

Subscriber's newborn natural child is covered for the first thirty-one (31) days frombirth. Coverage continues after thirty-one
(31) days only ifthe Subscriber enrolls the child as a Dependentand pays the premiumwithin sixty (60) days ofthe dateof birth.

An adoptedchild is covered forthe first thirty-one (31) days frombirth only ifthe adoption has been legally completed before the
child’s birth. A child Placed for Adoptionat any otherageis covered forthe first thirty-one (31) days afterthe Placement for
Adoption.

Coverage continues after theapplicable thirty-one (31) day period only ifthe Subscriber enrolls the child as a Dependent and pays
any premiumwithin sixty (60) days following the placement ofthechild in the Subscriber’s home. In the event adoption
proceedings are terminated, coverage ofa child Placed for Adoption ends onthe date the adoption proceedings are terminated.

If a court has ordered Subscriber to cover his or herlegal spouse orunmarried minor child, that person willbe covered for the fist
thirty-one (31) days following the date ofthe court order. Coverage continues after thirty-one (31) days ifthe Subscriber enrolls
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Evidence of Coverage
the Dependent and pays any Dependent’s premium. A copy ofthe court ordermust be givento HPN.

e Fora Special Enrollee, the Effective Date of Coverageis on the first day ofthe calendar month after an Enrollment Formis
received, unless otherwise specified in the GEA.

e  When apersonapplies tobecome a Member during the Open Enrollment Period, coveragesstarts on the first day ofthe calendar
month following the Open Enrollment Period.

The Subscribermust give HPN a copy of'the certified birth certificate, decree ofadoption, or certificate of Placement for A doption for
coverageto continueafter sixty (60) days fornewbornand adopted children. The Subscribermust give HPN a copy ofthe certified
marriage certificate orany other required documents before coverage can be effective for other Eligible Family Members.

SECTION 2. Termination ||

This sectiontells you under what conditions your coverageunder this Plan will terminate and the date that the coveragewill end. In
the event a Member’s coverage is terminated pursuantto Sections 2.1 and 2.2 below, the coverage ofhis Dependents will also be
terminated.

| 2.1 Termination by HPN |

HPN may terminate coverageunder this Plan at the times shown for any one or more ofthe following reasons:

e Failure to maintain eligibility requirements as set forthin Section 1.

e  Onthe first day ofthe month thata payment was due and not received by HPN.

e  With thirty (30) days written notice, if the Member allows his orany other Member's HPN ID Card to be used by any other
person, oruses another person's HPN ID Card. The Memberwill be liable to HPN for all costs incurred as aresult ofthe misuse
ofthe HPNID Card.

e Ifthe Memberperforms an act or practicethatconstitutes fraud, or makes any intentional misrepresentation of material fact, as
prohibited by the terms of coverage, HPN has the rightto rescind coverage and declare coverageunder the Plan nulland void as
follows:

= foramaterial breach that occurred in the application process, rescission of coverageback to the original Effective Date
of Coverage, with a refund any applicable premium; or
= forany otheract of fraud, termination effective no earlier than the date that the fraud had takenplace.

Thirty (30) days written notice shall be provided to the Member priorto any rescissionofcoverage. A Member/has the rightto
appealany suchrescission.

e  Subjectto Section 3, Continuationof Coverage, on the lastday ofthe calendar month (orsooner, if provided in the GEA) when a
Memberno longer meets the requirements of Section 1.; this paragraph also applies to Dependents who become ineligible as
Members forany reasonincluding the death ofthe Subscriber.

e Onthe6lstday afterachange in residenceifa Membermoves his primary residence outside HPN’s Service Area. A Subscriber
may continue coverage aftera changein residenceas longas his place of work is within HPN’s Service Area. During the sixty
(60) consecutive day periodafter the changein residence, the only Covered Services that HPN will provide outside HPN’s
Service Area are Emergency Services and Urgently Needed Services.

e  When a Subscriber or Dependent moves his primary residence outside HPN’s Service Area and/orthe Subscriberno longerhas
his place of work within HPN’s Service Area, Subscriber must notify HPN within thirty -one (31) days ofthechange.

e Theend ofthe month in which a Dependent Child under permanent legal guardianship turns age 19 unless the Child is unmarried
and eitherresides with the Subscriber oris enrolled as a full-time studentat an accredited institution.

e Onthedate the GEA terminates forany reason, including butnotlimited to:

* Nonpayment of premiums.
=  Failure to meet minimum enrollment requirements.
= HPN amends this EOCand the Group does not accept the amendment.

| 2.2 Termination by the Subscriber

Subscriber has the right to terminate his coverage under this Plan by written notice to HPN. Such termination is effective on the last
day ofthe month in which the notice is received by HPN, unless stated otherwise in the GEA.

| 2.3 Reins tatement

Any EOC which has beenterminated in any manner may be reinstated by HPN at its sole discretion.
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| 2.4 Retroactive Termination |

A requestforretroactive termination by Group may be granted as shown in the GEA.

| 2.5 Effect of Termination |

No benefits will be paid underthis Plan by HPN forservices provided after termination ofa Member's coverage under this Plan. The
Member will be responsible for payment of medical services and supplies incurred after the Effective Date ofthe termination ofthis
Plan and/orthe GEA.

SECTION 3. Continuation of Coverage [

This sectiontells you under what conditions your coverage can continue at Group rates in certain instances for a limited period oftime
when coverageunder the Group Health Benefit Plan ends.

3.1 COBRA |

The following rules apply only to Groups with twenty (20) or more employees on 50% of the workdays in the previous Calendar Year.
Forthe purposes ofthe Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA) and the Onnibus Budget Reconciliation
Actof 1989 (OBRA), Group shallbe considered the Plan Administrator.

Important Note: This EOC does not,and cannot, contain all of the information that is required under the COBRA continuation
coverageregulations. Federal laws and regulations regarding COBRA are publicly available.

a) A Subscriberand any enrolled Dependent who would lose coverage under this Plan because of: 1) a reductionin the Subscriber’s
regularly scheduled work hours, or2) because oftermination ofthe Subscriber’s employment with the Group forany reason,
otherthan gross misconduct, has the right to elect COBRA continuation coverage. Such coverage may continue forup to
eighteen (18) months.

The premium for this COBRA continuation coverage may be increased to 102% ofthe premium for providing coverage to other
Subscribers under this Plan. COBRA continuation coverage willnot take effect untilthe Subscriber or Dependent elects COBRA
and makes the required payment. The Subscriber or Dependent willhave an initial grace period of forty -five (45) days fromthe
date of COBRA election to make the first premiumpayment.

If the qualifying event is:
1) areduction in the Subscriber’s regularly scheduled work hours, or
2) becauseoftermination ofthe Subscriber’s employment with the Group for any reason other than gross misconduct and the
Subscriber became entitled to Medicare benefits less than eighteen (18) months before the qualifyingevent,
then COBRA continuation coverage for Dependents may continue for up to thirty -six(36) months after the initially determined
date of Medicare entitlement.

b) A Dependentwho wouldlose coverage underthis Plan dueto any ofthe qualifying events shown below has theright to elect
COBRA continuation coverage. Suchcoverage may continue forup to thirty -six(36) months.
1) The Subscriber’s death.
i) The Subscriber’s divorce or legal separation.
iii) The Subscriber becomes entitled to Medicare benefits under Part A, Part B, or both.
iv) A Dependentno longer qualifies as a Dependent child as provided in Section 1. ofthis EOC.

The premium for continuation coverage may be increased to 102% ofthe premium for providing coverageto otherindividuals
under this Plan.

¢) Hection of COBRA Continuation Coverage. A Subscriber or Dependentidentified in 3.1(a) or(b) above mustelect to
continue coverage within sixty (60) days ofthe election notice which qualifies himto continue coverage. Ifthe election is not
made within sixty (60) days, the Subscriber or Dependent is noteligible to continue coverage under this Plan.

Each Subscriber or Dependent will have an independent right to elect COBRA continuation coverage. Subscribers may elect
COBRA continuation coverage on behalfoftheirspouses, and parents may elect COBRA continuation covera ge onbehalfof
their children.

Plans Offered Under COBRA Continuation Coverage. Subscribers and Dependents who qualify and elect COBRA
continuation coverage mustbe offered the same Plan as similarly situated employees forwhoma qualifying event has not

occurred. Whena qualified Subscriber or his Dependentleaves HPN’s Service Area, they willbe given the opportunity to elect
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d)

alternate coveragethatthe Group makes available to its active employees.

Forpurposes of COBRA continuation coverage, “similarly situated employees” means the group of covered employees, spouses
of coveredemployees, or Dependent children of covered employees receiving coverageunder a Group Health Benefit Plan
maintained by the employer. Similarly situated employees receive healthcare coverage forareason otherthanunder COBRA
continuation coverage and who, based on all ofthe facts and circumstances are most similarly situated to the circumstances of
the qualified Subscriber immediately before the qualifying event.

Forthe purposes of determining the costof COBRA continuation coverage, the Plan is entitled to take into account the Plan
under which COBRA continuation coverageis provided.

Notice from Plan Administrator (Group). The Plan Administrator will have up to forty-four (44) days fromthe qualifying
event to providethe Subscriber or Dependent with the COBRA election notice which contains information concerning the
actions required to elect COBRA continuation coverage and the premiumto be paid. The Plan Administrator has the sole
obligation to provide the Subscriber or Dependent with a notice of unavailability in the eventthatthe Plan A dministrator
determines that such Subscriber or Dependentis not entitled to COBRA continuation coverage. HPN assumes no responsibility
for the Plan Administrator’s failure to provide COBRA notifications to the eligible Members.

HPN assumes no further obligation to provide COBRA continuation coverage if:

e ThePlan Administrator does notnotify the Member within forty -four (44) days ofthe qualifyingevent; or
The Member does notmake a timely election; or

The Plan Administrator fails to notify HPN ofthe election within sixty (60) days ofthe election; or
Timely premium payments are not made as described in 3.1(f).

There are two (2) ways in which the eighteen (18)-month period of COBRA continuation coverage identified in 3.1(a) can be
extended:

1. Disability Extension. If a Subscriber or Dependentcoveredunderthe Plan is disabled as determined under Title II
(OASDI) or Title XVI (SSI) ofthe Social Security Act (SSA), COBRA continuation coverage willbe extended from
eighteen (18) months up to a total maximum oftwenty -nine (29) months, provided the disability started at some time
before the sixtieth (60th) day of COBRA continuation coverage, continues until the end oftheeighteen (18)-month
period of COBRA continuation coverage, and notice is received by Group before the initial eighteen (18)-month period
expires.

The premium for the extension period of COBRA continuation coverage will be increasedto 150% ofthe applicable
Group premium for providing coverage to other Subscribers under this Plan. During theextended period, a disabled
individual’s coverage will be terminated automatically as ofthe first day ofthe month that is more than thirty (30) days
aftera final determination thatthe Subscriber or Dependent is no longer disabled.

The individualis required to notify the Group within sixty (60) days of such determination. Disabled individuals are also
subject toterminationas set forthin 3.1(f).

2. SecondQualifying Event Extension. If a second qualifying eventoccurs while receiving eighteen (18) months of
COBRA continuation coverage, an enrolled spouse and Dependent children can qualify for eighteen (18) additional
months 0of COBRA continuation coverage, fora maximum ofthirty-six(36) months, ifnotice ofthe second qualifying
event is properly givento the Plan.

This extensionmay be available to thespouse and any Dependent childrenreceiving COBRA continuation coverage if
the Subscriber or former Subscriber:

o dies;

e becomes entitledto Medicare benefits (under Part A, Part B, or both);

e gets divorced orlegally separated; or

o if the Dependentchild no longer qualifies as a Dependent child as provided in Section 1. ofthis EOC.

e) Required Notification. The Subscriber or Dependent must notify Group and Group must notify HPN within sixty (60) days
beginning fromthe latestof:
1. thedate on which the relevantqualifying eventoccurs;
2. thedate on which there is a loss of coverageunderthe Plan as aresult ofthe qualifying event; or
3. thedate on which the Subscriber or Dependent is informed through the Plan’s EOC or the general COBRA notice of
their obligation to provide notice and the procedures for providing such notice.

The Subscriber or Dependent mustprovide noticeto Group ofany o fthe following qualifying events:
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A Subscriber’s divorce.

A Subscriber’s legal separation.

A Dependentno longer meets HPN’s eligibility rules.

A second qualifyingevent after a Subscriber or Dependent has become entitled to COBRA continuation coverage
with a maximum duration ofeighteen (18) ortwenty-nine (29) months.

e A Subscriber or Dependent entitled to receive COBRA continuation coverage with a maximum duration ofeighteen
(18) months has been determined by the Social Security Administration under Title Ilor XVI of SSA to be disabled
atany time during the first sixty (60) days of COBRA continuation coverage.

The Member who seeks thedisability extension mustnotify the Plan Administratorand HPN ofthe Social Security
Administration disability determinationno later than sixty (60) days afterthelatest of:

The date of Social Security Administration determination;

The date on which the qualifying event occurs;

The date on which the Subscriber or Dependent loses coverage under the Plan as aresult ofa qualifying event;
The date on which the Subscriber or Dependent is informed through the Plan’s EOC orthe general COBRA
notice oftheir obligationto providenotice.

NS

e A disabled Subscriber or Dependent, who has subsequently been determined by the Social Security A dministration
under Title IT or XVI ofthe SSA to no longerbe disabled.

e Ifa Memberis determined by the Social Security Administrationto no longerbe disabled, the Member must notify
the Plan ofthat fact within sixty (60) days afterthe Social Security Administration’s determination.

Any Subscriber, Dependent or any representative designated or authorized to act on behalf ofthe Subscriber or

Dependentmay providethe noticeandthe provisionofnoticeby oneindividual shall satisfy any re sponsibility to provide

notice on behalfofthe Subscriber and all Dependents with respect to the qualifying event.

f) Non-Eligibility and Termination. In addition to HPN's otherrights to terminate this coverage as shownin Section 2.,
COBRA continuation coverage will not be allowed orshallbe terminated prior to the end ofthe applicable eighteen (18)
month, the nineteen (19) to twenty-nine (29) month extension period for the disability extension, or thirty -six(36) month
period for Dependents, ifany of the following occur:

e The GEA is terminated in its entirety.

e The Subscriber, spouse or Dependent fails to pay premiums in full when due.
The Subscriber or Dependent will have a one-time only initial grace period of forty-five (45) days fromthe date of
COBRA election to make the first premium payment. Thereafter, payments for COBRA continuation coverageare
due by the first day of each monthly period to which the paymentapplies (payments mustbe postmarked onor
before the thirty (30)-day grace period).

If you do not make payments on a timely basis, COBRA continuation coverage will terminate as ofthe last day of
the period for which timely payment was made.

e The Subscriber or Dependent becomes eligible for coverage under another Group Health Benefit Plan.
e Thedivorcedspouse remarries and becomes eligible for coverageunder another Group Health Benefit Plan.

e The Subscriber or Dependent becomes entitled to Medicare benefits (under Part A, Part Bor both) afterelecting
COBRA continuation coverage.

e A disabled Subscriberis foundto be no longer disabled.
The Plan Administrator has thesole obligation to provide the Subscriber or Dependent with a notice ofterminationin the
event that COBRA continuation coverage is terminated prior to the end ofthe maximum period. HPN assumesno

responsibility forthe Plan Administrator’s failure to provide such notification to the eligible Members.

g) Address Changes. The Membershallbe responsible fornotifying Group ofany changes in the addresses of enrolled
Dependents.
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h) Plan Contact Information. Foradditionalinformationaboutthe Plan oryourrights under COBRA continuation

coverage, contact HPN’s Member Services Department by calling 1-877-545-7378.

COBRA and FMLA. Ifthe Subscriberhastakena leave ofabsence underthe Family Medical Leave Act 0f 1993
(FMLA)and doesnotreturnto work at the end ofthe FMLA leave, the Subscriber and Dependents may elect COBRA
continuation coverage forup to eighteen (18) months fromthe earliest to occur ofthe followin g:

e Thedatethatthe Subscriber states thatthey willnot be returning to work at the end ofthe leave;

e Theend ofthe approved leave, assuming thatthe Subscriber does notreturn, and

e Thedatethatthe FMLA entitlement ends.

Forpurposesofan FMLA leave, the Subscriber and Dependents will be eligible for COBRA continuation coverage only
if:
e The Subscriber and Dependents are covered by the Group Health Benefit Plan on the day before the leavebegins (or
become covered duringthe FMLA leave);
The Subscriber does notreturnto employment at theend ofthe FMLA leave;and
The Subscriber or Dependents lose coverageunder HPN’s Group Health Benefit Plan before theend of what would
be the maximum COBRA continuation coverage period.

3.2 Federal Continuation of Coverage under the Uniformed Services Employment and Reemployment Rights Act
(USERRA)

For Groups ofany size, the Subscriber orany Dependents shall have theright to continue Group coverage as follows.

(a) Higibility. In the eventthatSubscriber and any Dependentwould lose coverageunder the Plan because of Subscriber’s

absence fromwork due to Subscriber’s service in the uniformed services, Subscriber may elect to continue coverageunder
the Plan on behalfof Subscriber and any Dependents.

(b) Duration of COBRA Continuation Coverage. The maximum period of COBRA continuation coverage under this section

shallbe the lesserof:

1. the24-month period beginning on thedate on which the Subscriber’s absence fromwork begins; or
2. theday afterthe date on which the Subscriber fails to apply for orreturn to work with the Group as follows:

a) Ifthe Subscriberservedin the uniformed services andis absent fromwork for less than thirty-one (31) days:

1) COBRA continuation coverage ends on the day afterthe date the Subscriber submits an application for
reemployment which mustnot belaterthanthe beginning ofthe first full regularly scheduled work period
on the first full calendar day following completion ofthe period of service and the expiration ofeight (8)
hours afteraperiod allowing for the Subscriber’s transportation fromthe place ofthat service to the
Subscriber’s residence; or

2) assoonas possible aftertheexpiration ofthe eight(8) hour period referred toin (1) if reporting within the
period under (1) is impossible orunreasonable through no fault ofthe Subscriber.

b) Ifthe Subscriberis absent fromwork for any period for purposes of determining the Subscriber’s fitness to
performservice in the uniformed service, not later than theperiod described in (1) above.

c) Ifthe Subscriberservedin the uniformed services andis absent fromwork for more than thirty (30) days but
less than 181 days, COBRA continuation coverage ends onthe day after the datethe Subscriber submits an
application forreemployment, whichmust not be later than fourteen (14) days after completion ofthe period of
service. Ifapplying within that periodis impossible orunreasonable throughno fault ofthe Subscriber, then
the application for reemployment must bemade by the next first full calendar day when applying becomes
possible.

d) Ifthe Subscriberservedin the uniformed services andis absent fromwork for more than 180 days, COBRA
continuation coverage ends on the day after the date the Subscriber submits an application for reemployment
which must not be later thanninety (90) days after completion of suchperiod of service.

(¢) Premiumfor COBRA Continuation Coverage. A Subscriberelecting COBRA continuation coverage under this section

shallbe responsible for paying the applicable premiumforsuch coverage. Thepremiumfor COBRA continuationcoverage
shallnot exceed 102% ofthe applicable premium for providing coverageto other Subscribers ofthe Group. However, ifthe
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Subscriber performs service in the uniformed services forless thanthirty-one (31) days, the Subscriber shall be liable only
for the premiumcontribution (ifany) that the Subscriber was paying for coverageunder the Plan immediately prior to
serving in the uniformed services.

| 33 Total Disability of Subscriber |

For Groups ofany size, continuationof coverageshall be offered to each Subscriber and their Dependents who are otherwise c overed
by this Plan while the Subscriberis on leave without pay (as defined by the GEA), as aresult of Total Disability. This coverage is for
any Injury orIllness suffered by the Subscriber, which is notrelated to the Total Disability or for any Injury orIllness s uffered by a
Dependent. This coverage will continue, subjectto the payment ofthe applicable premium, until the earliest to occur of:

e Thedate Subscriber's employment is terminated.

e Thedate Subscriber obtains other healthcare coverage on an insured or self-insured basis.

e Thedatethe GEA is terminated.

e Afteraperiod oftwelve (12) months during which benefits for suchcoverageare providedto the Subscriber.

e Thedatethe Subscriberno longerresides or works within the HPN Service Area ora Dependentno longerresides within the
HPN Service Area.

NOTE: In this Section3.,"Totally Disabled" or " Total Disability" refers to the continuing inability ofthe Subscriber to substantially
performduties related to his employment. Coverage is equalto coverage provided in this Plan.

| 34 Non-Hection

For Groups ofany size, if a Subscriberand/or Dependentdoes not elect to continue coverageunder the Group Plan, ordoes not
qualify for continuation of coverage, coverage under this Plan shall terminate on the date provided forin this EOC.

| 35 State Law |

In the eventthat applicable state law requires different continuation of coverage provisions forany size Group, the provisions required
by such state law will apply.

SECTION 4. Managed Care Program i

This sectiontells you about HPN’s Managed Care Programand which Covered Services require Prior Authorization.

| 4.1 Managed Care Program |

HPN's Managed Care Program, using the services of professional medical peer review committees, utilization review committees,
and/orthe Medical Director, determines whether services and supplies are Medically Necessary. HPN’s Managed Care Programhelps
direct care to the most appropriatesetting to provide healthcare in a cost-effective manner.

| 4.2 Managed Care Program Requirements |

HPN's Managed Care Programrequires the Member, Plan Providers and HPN to work together. AllPlan Providers have agreedto
participate in HPN’s Managed Care Program. Plan Providers have agreedto accept HPN’s Reimbursement Schedule amount as
payment in full for Covered Services, less the Member’s paymentofany applicable Calendar Year Deductible, Cop ayment or
Coinsurance amount, whereas Non-Plan Providers havenot.

Members enrolledunder HPN’s HMO Plans who use the services of Non-Plan Providers will receive no benefit payments or

reimbursement foramounts forany Covered Service, except

e in the case of Emergency Services or Urgently Needed Services; or

e forother Covered Services, as defined in this EOC, provided by a Non-Plan Provider that are Prior Authorized by HPN’s
Managed Care Program.

This includes any Prior Authorized Covered Services obtained froma Non-Plan outpatient facility, such as a laboratory, radiological
facility (x-ray), or any complexdiagnostic or therapeutic services. In no event will HPN pay more than the maximum payment
allowance established in the HPN Reimbursement Schedule.

It is the Member's responsibility to verify that theProvider selected is a Plan Provider before receiving any non-Emergency Services
and to comply with all otherrules of HPN’s Managed Care Program.

Compliance by the Member with HPN’s Managed Care Programis mandatory. Failure to comply with the rules of HPN’s Managed
Care Programmeans the Member will be responsible for costs of services received.
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| 4.3 Managed Care Process |
The Medical Director and/or HPN's Utilization Review Committee will review proposedservices and supplies tobe received by a
Memberto determine:
e Iftheservices are Medically Necessary and/or appropriate.

e Theappropriateness ofthe proposed setting.
e Therequired duration oftreatment or admission.

Following review, HPN will complete the Prior Authorization written notification and senda copy to the Provider and the Member.
The Prior Authorization formwill specify approved Covered Services andsupplies. Prior Authorization is not a guarantee of
payment for Covered Services.

The final decision as to whether any care should be received is between the Memberand the Provider. IFHPN denies arequest bya
Member and/or Provider for Prior Authorizationofa service orsupply, theMember or Provider may appeal the denial to the
Grievance Review Committee (see the Appeals Procedures Section herein).

| 4.4 Services Requiring Prior Authorization |

All Covered Services notprovided by the Member's Primary Care Phys ician (PCP) require Prior Authorization fromthe PCP and
HPN’s Managed Care Program. The following Covered Services require Prior Authorization and review through HPN’s Managed
Care Program:
e Non-emergency Inpatientadmissions and extensions ofstay in a Hospital, Skilled Nursing Facility, Residential Treatment Center
or Hospice.
Outpatient surgery provided in any setting, including technical and professional services.
Diagnostic and Therapeutic Services.
Home Healthcare Services.
All Inpatient and non-routine Outpatientnon-Emergency Mental Health, Severe Mental lllness, and Substance-Related and
Addictive Disorder Services, including:

o Intensive outpatient programtreatment.

o Outpatient electro-convulsive treatment.

o Psychological testing.
All Specialist visits or consultations.
Prosthetic Devices, Orthotic Devices and Durable Medical Equipment.
Allergy testing or treatment (e.g., skin, RAST); angioplasty; physiotherapy or Manual Manipulation; and habilitativeand
rehabilitation therapy (physical, speech, occupational).

| 4.5 Emergency Admission Notification

The Member must reportall emergency admissions to the Member Services Department by calling 1-877-545-7378 within 24 hours of
admission, oras soon as reasonably possible, to authorize continued care.

All emergency admissions are reviewed Retrospectively to determine ifthe treatment received was Medically Necessary and
appropriate and was for Emergency Services as definedin this EOC. If such Emergency Services are providedby Non-Plan
Providers, all Medically Necessary professional, Inpatient or outpatient Emergency Services will be Covered Services.

4.7 Appeals Rights

All decisions of HPN’s Managed Care Programmay be appealed by the Member through the Appeals Procedures. Ifan imminent and
serious threatto thehealth ofthe Member exists, the appeal will be directed to HPN's Medical Director.

SECTION 5. Obtaining Covered Services i

This sectiontells you under what conditions services are available under this Plan and your obligations asa Member. You should also
carefully review the Exclusions and Limitations Sections (Section 7. and Section 8. respectively) priorto obtainingany healthcare
services.

| 5.1 Availability of Covered Services |

Members are entitledto receivethe Covered Services set forthin Section 6 herein and the Attachment A Benefit Schedule subject to
all terms and conditions ofthis EOC, and paymentofrequired premium. These Covered Services are available only ifand to the
extent that theyare:

e Provided, prescribed orarranged by the Member's PCP;
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e  Specifically authorized through HPN's Managed Care Program;
e Received in HPN’s Service Area through a Plan Provider; and
e Medically Necessary as defined in this EOC.

This sectiondoes not apply to Emergency Services or Urgently Needed Services as defined in this EOC, or other Covered Services
provided by a Non-Plan Provider which have otherwisebeen approved by HPN’s Managed Care Program.

5.2 Agreement of Member

Each Memberentitled to receive Covered Services under this Plan agrees to:

e ChooseaPCP fromthelist ofavailable PCPs. The Subscriber and each Dependent may select a different PCP.

e A female Membermay choosetwo (2) PCPs: A general practice Physician and an Obstetrician or Gynecological Physician.
Members may receive benefits only as provided by orapproved in advance by the chosen PCP.

e Receive specialty consultation and/or treatment fromPlan Providers only upon written Prior Authorizationaccordingto HPN’s
Managed Care Program.

e  Obtain Prior Authorization fromHPN’s Managed Care Programbefore receiving any non -Emergency Services fromNon-Plan
Providers.

e Be financially responsible forthe cost of services in excess of Eligible Medical Expenses orthe Recognized Amount, when
applicable, when these services are approved by HPN’s Managed Care Programand received outside of HPN’s Service Area or
from Non-Plan Providers.

e Except in the case of Emergency Services and Urgently Needed Services, be fully responsible for the costofservicesnot
provided by the PCP according to HPN’s Managed Care Programor Prior Authorized by the PCP or HPN’s Managed Care
Program.

53 Continuity of Care from Plan Providers

Termination ofa Plan Provider’s contract will not release the Provider fromtreating a Member, except forreasons of medical
incompetence or professional misconduct as determined by HPN.

Coverage provided under this sectionis available until the latest ofthe following dates:
e  The 120th day following the datethe contract was terminated between the Provider and HPN; or

e Ifthemedical conditionis pregnancy, the 90th day afterthe date of delivery orifthe pregnancy does not end in delivery, the date
ofthe end ofthe pregnancy.

The Member or Plan Provider may submit a request for continuity of care to the following address. Ifthe Plan agrees to the continued
treatment, the Plan will pay for Covered Services at the Plan Provider level ofbenefits for a limited time, as outlinedabove. The Plan
Provider may not seek payment fromthe Member for any amounts for which the Member would not be responsible ifthe Provider
were still a Plan Provider.

Health Plan of Nevada

PO Box 14856

Las Vegas, NV 89114-4856

Attention: Transition of Care/Continuity of Care
ProviderAdvocate TE@uhc.com

SECTION 6. Covered Services

This sectiontells you whatservices are covered under this Plan. Only services and supplies whichmeet HPN’s definition of
Medically Necessary will be considered to be Covered Services. The Attachment A Benefit Schedule shows, ifapplicable, the
Calendar Year Deductible, Copayments, Coinsurance and benefit limitations for Covered Services. AllCovered Services are subject
to HPN’s Managed Care Program.

| Ambulance Services

Covered Services include Ambulance Services to thenearest appropriate Hospital. HPN will make direct paymentto a Providerof
Ambulance Services ifthe Provider does not receive payment fromany othersource. Ambulance Services willbe reviewed on a
Retrospective basis to determine Medical Necessity. The Member will be fully liable for the costof Ambulance Services thatare not
Medically Necessary.
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| Assistant Surgical Services

Covered Services include services performed by an assistantsurgeon in connection with a covered surgical procedurebut only to the
extent that the surgical assistance is necessary due to the complexity ofthe procedure involved.

| Autism Spectrum Disorder Services

Covered Services include Medically Necessary services thatare generally recognized and accepted procedures for screening,
diagnosingand treating Autism SpectrumDis orders for Members under the age of 18 or, if enrolled in high school, untilsuch Member
reaches the ageof22. Covered Services mustbe provided by a duly licensed physician, psychologist or Behavior Analystorother
providerthatis supervised by thelicensed physician, psychologist or behavior analyst and are subject to HPN’s Managed Care
Program. With the exception ofthe specific limitation on benefits for Applied Behavior Analysis (“ ABA”) as outlined in Attachment
A Benefit Schedule, benefits for all Covered Services for the treatment of Autism Spectrum Disorders are payable to thesame extent
as other Covered Services and Covered Drugs under the Plan.

Covered Services forthe treatment of Autism SpectrumDisorder Services do not include services provided through school services.

| Clinical Trial or Study

Covered Services include coverage for Prior Authorized medical treatmentreceived as part ofa clinical trial or study ifthe following
provisions apply:
e Theclinicaltrial orstudyis conducted in the state of Nevada and the medical treatmentis provided:
1. InaPhasel, Phasell, PhaseIll or Phase IV clinical trial or study forthe treatmentofcancer or other life-threatening
diseaseorcondition;
2. In aPhasell,Phase Ill or Phase [V clinical trial or study for the treatment of chronic fatigue s yndrome;
3. Forcardiovasculardisease (cardiac/stroke) which is notlife-threatening, for which, as HPN determines, a clinical trial
meets the qualifying clinical trial criteria stated below.
4. Forsurgicalmusculoskeletal disorders ofthe spine, hip and knees, which are not life-threatening, for which, as HPN
determines, a clinical trial meets the qualifying clinical trial criteria stated below.
5. Otherdiseases ordisorders which are notlife-threatening, for which, as HPN determines, a clinical trial meets the
qualifying clinical trial criteria stated below.
e Theclinicaltrial orstudyis approved by oneofthe following entities:
1. Anagencyofthe National Institutes of Health (NIH) as set forth in 42 U.S.C. § 281 (b);
The Centers for Disease Control and Prevention (CDC);
The Agency for Healthcare Research and Quality (AHRQ);
Centers for Medicare and Medicaid Services (CMS);
A cooperative group;
A qualified non-governmental research entity identified in the guidelines issued by the National Institutes of Health for
center support grants;
7. The Department of Veterans A ffairs, the Department of Defense orthe Department of Energy as longas thestudy or
investigation has beenreviewed and approved througha systemofpeerreview that is determined by the Secretary of
Health and Human Services to meet the both of following criteria:
e Comparable to the systemofpeerreview of studies and investigations used by the National Institutes of Health.
e Ensures unbiasedreview ofthe highest scientific standards by qualified individuals who have no interest in the
outcome ofthe review.
e Thestudy orinvestigationis conducted under an investigational new drug application reviewed by the U.S. Food and Drug
Administration;
The study orinvestigationis a drug trial that is exempt from having such an investigational new drug application;
The clinical trial must have a written protocol that describes a scientifically sound study and have been approvedby allrelevant
institutional review boards (IRBs) before participants are enrolled in the trial. HPN may, at any time, requestdocumentation
about thetrial;
e The medicaltreatment is provided bya duly licensed Provider ofhealthcare and the facility and personnel havethe experience
and training to providethe medical treatment in a capable manner;
e There is no medical treatment available which is considered a more appropriate alternative than themedical treatmentprovidedin
the clinical trial orstudy;
e Thereis areasonable expectation based on clinical data that the medical treatment provided in the clinical trial or study will be at
least as effectiveas any other medical treatment; and
e The Memberhas signed a statementofconsentbefore his participationin the clinical trial orstudy indicating thathe has been
informed of:
1. Theprocedure to beundertaken;
2. Alternativemethods oftreatment; and

SAIAIPE e
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3. Therisks associated with participation in the clinical trial or study.

Benefit coverage formedical treatment received during a clinical trial or study is limited to the following Covered Services:

e Theinitial consultationto determine whether the Member is eligible to participate in the clinicaltrial or study;

e Anydrugordevice that is approved forsale by the FDA without regard to whether theapproved drugordevicehasbeen
approved foruse in the medical treatmentofthe Member, if the drug or deviceis not paid for by the manufacturer, distribut or, or
Provider:

e Services normally coveredunder this Plan thatare required as a result ofthe medical treatment or related complications provided
in the clinicaltrial or study whennotprovided by the sponsorofthe clinical trial or study;

e Services required for the clinically appropriate monitoring ofthe Member during the clinical trial or study whennotprovidedby
the sponsor ofthe clinical trial or study.

Benefits for Covered Services in connection with a clinical trial or study are payable under this Plan to the same extent as any other
Illness or Injury.

Services must be provided by an HPN Plan Provider. In the event an HPN Plan Provider does not offera clinical trial with the same
protocolas the one the Member’s Plan Provider recommended, the Member may selecta Non -Plan Provider performing a clinical trial
with that protocol within the State of Nevada. Ifthere is no Provider offering the clinical trial with the same protocolas the one the
Member’s Plan Provider recommended in Nevada, the Member may selecta clinical trial outsideof Nevadabutwithin the United

States of America. Inno eventwill HPN pay more than the maximum payment allowance established in the HPN Reimbursement
Schedule.

HPN will require a copy ofthe clinical trial or study certification approval, the Member’s signed statementofconsent, and any other
materials related to the scope ofthe clinical trial or study relevantto thecoverage of medical treatment.

| Corrective Appliances

Corrective Appliances are devices that are designed to support a weakened body part and are manufactured or custom-fitted to an
individual. Covered Services include custom-made or custom-fitted Medically Necessary Corrective Appliances when Prior
Authorized by HPN’s Managed Care Program, to include the following:

e Rigid Cervical Collars;

Abdominal Binder/Corsets;

Shoes when prescribed for a diabetic condition, otherwise only when an integral part ofa lower body brace;

Helmets when prescribed in connection with cranial orthosis.

Corrective Appliances do not include:
e Bionic, myoelectric, microprocessor-controlled, and computerized prosthetics; or
e Deluxe upgrades determined not to be Medically Necessary.

Replacements, repairs and adjustments to Corrective Appliances are Covered Services whenrequired by normal wearand tearorby a
significant changein the Member's condition when ordered by a duly-licensed Provider.

| Dental AnesthesiaServices

Covered Services include general anesthesia whenrendered in a Plan Hospital, Plan outpatientsurgical facility, or other duly licensed
Plan facility for an enrolled Dependent child, when such child, in the treating dentist’s opinionand as Prior Authorized by the Plan,
satisfies one ormore ofthe following criteria:

e has aphysical, mental or medically compromising condition;
e has dentalneeds for which local anesthesia is ineffectivebecause of an acute infection, an anatomic anomaly or an allergy;
e is extremely uncooperative, unmanageable or anxious; or

e has sustained extensive orofacial and dental trauma to a degree that would require unconscious sedation.

Coverage for dental anesthesia pursuant to this section is limited to services provided by a Plan anesthesia Provider. Coverage is
provided only during procedures performed by:

e aneducationally qualified Specialist in pediatric dentistry; or
e anotherdentist educationally qualified in a recognized dental specialty for which hospital privileges are granted; or

e whois certified by virtue of completion ofan accredited programofpost-graduate hospital training to be granted hospital
privileges.
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| Durable Medical Equipment

All benefits for Durable Medical Equipment (“DME”) includes administration, maintenance and operating costs of such equipment , if
the equipmentis Medically Necessary or Prior Authorized. DMEincludes, butis not limited to:
Braces;

Canes;

Crutches;

Hospitalbeds;

Intermittent positive pressure breathing machine;

Standard outpatient oxygen delivery systems;

Traction equipment;

Walkers;

Wheelchairs; or

Any otheritems that are determined to be Medically Necessary by HPN’s Managed Care Program.

Replacements, repairs and adjustments to DM Eare limited to normal wear and tear orbecauseofsignificant change in the Memb er’s
physical condition.

HPN will not be responsible for the following:

e Non-Medically Necessary optional attachments and modifications to DME for the comfort or convenience ofthe Member;

e  Accessories for portability ortravel;

e Asecondpieceofequipment with or withoutadditional accessories thatis for the same or similar medical purpose as existin g
equipment;

e Home and carremodeling; and

e Replacement oflost orstolen equipment.

Emergency or Urgently Needed Services

Emergency Services obtained fromNon-Plan providers will be payable at the same benefit level as would be applied to care received
from Plan Providers.

Benefits are limited to Eligible Medical Expenses orthe Recognized Amount, whenapplicable, for Non-Plan Provider Emergency
Services as defined under “HPN Reimbursement Schedule”. You are responsible for any Non-Plan Provider Emergency Service
charges thatexceed payments made by HPN.

Benefits for Emergency Services are subject to any limit shown in the Attachment A Benefit Schedule.

IMPORTANT NOTE: No benefits are payable for treatment receivedby a Member in a Hospital emergency roomorother
emergency facility fora condition other than an Emergency Serviceas defined in this EOC.

Examples of conditions which require Medically Necessary treatment, but are not Emergency Services, include:
Earaches.

Flu orfever.

Medicationrefills.

Routine dental services.

Sore or stiffmuscles.

Sore throats.

Sprains, strains or minor cuts.

Suture removal.

(a) Within the HPN Service Area. If an Injury orlllness requires Emergency Services, the Member shouldnotify HPN as
soon asreasonably possible after the onset ofthe emergency.

HPN will review the use ofthe emergency roomRetrospectively for appropriateness andto determine ifthe services

received were Medically Necessary. Benefits for suchservices are payable if the services are determined to be Emergency
Services as defined in this EOC.

1. Non-Plan Providers. If Emergency Services are provided by Non-Plan Providers, all Medically Necessary
professional services and Inpatientor Outpatient Hospital Services willbe covered subjectto the other terms ofthis

EOC.
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The Membershould, at the earliesttime reasonably possible, notify his PCP.

2. Payment. Benefits for Emergency or Urgently Needed Services received fromNon-Plan Providers are limited to
Eligible Medical Expenses orthe Recognized Amount, when applicable, for care required before the Member can safely
receive services fromhis PCP.

3. Follow-Up Care. In order forbenefits tobe payable, the Member’s PCP must provide follow-up care, unless
authorized by HPN’s Managed Care Program.

(b) Outside the HPN Service Area. Benefits for Covered Services received while outside the HPN Service Area are limited to
Emergency Services and Urgently Needed Services when care is required immediately and unexpectedly.

The Member should notify HPN as soon as reasonably possible afterthe onset ofthe emergency medical condition. Elective
or specialized care will not be coveredifthe circumstances leading to the need for such care could have been foreseen
before leaving HPN’s Service Area.

1. Payment. Benefits are limited to the Eligible Medical Expenses orthe Recognized Amount, when applicable, forsuch
Covered Services. In addition, benefits for such Covered Services are not payable unless the services are determined to
be Urgently Needed Services or Emergency Services as defined in this EOC.

2. Follow-Up Care. Continuing or follow-up treatment for Injury or lllness is limited to care required before the Member
can safely returnto HPN’s Service Area.

Once the patient is stabilized, benefits for continuing or follow-up treatment are provided only in HPN’s Service Area, subject to all
provisions ofthis EOC.

24/7 Advice Nurse. If you are feeling ill and are not sure about where you should go to obtain care or do notknow whomto call, you
may call the 24/7 Advice Nurse forhelp. A nurse is available twenty-four (24) hours a day, seven (7) days a week at (702) 242-7330,
or forthe hearing-impaired through Relay Nevada’s TDD/TYY at 1-800-326-6888. If you are travelingoutside HPN’s Service Area,
you may call toll free for assistance at 1-800-288-2264.

Free Standing Emergency Room Facilities

These facilities are licensed to provide emergency medical care and are physically separate fromhospitals. However, unlike hospital-
based emergency rooms, these facilities often donot provide services for critical conditions such as trauma, stroke or heart attacks;
most do not receiveambulances or have an operatingroomon site. Please contactthe 24/7 Advice Nurse if you havequestions on
where to go to obtainthe appropriate level of service.

| Gastric Restrictive Surgical Services

Covered Services include Prior Authorized Medically Necessary Gastric Restrictive Surgical Services for extreme obesity under the
following circumstances:

e Haveabody massindex(BMI)of greater than or equal to 40kg/m2; or

e HaveaBMI between 35.1-39.9kg/m2 with significant co-morbidities; and

e Canprovide documented evidencethatdietary attempts at weight control are ineffective; and

e Mustbeatleast 18 years old.

Documentation supporting thereasonableness and necessity of a Gastric Restrictive Surgical Service is required, including compliant
attendance at a medically supervised weight loss program (within the last twenty -four (24) months) for at least six(6) consecutive
months with documented failure of weight loss. Significant clinical evidencethat weightis affecting overall health and is a threat to
life will also be required.

HPN requires thatan initial psychological/ psychiatric evaluation resulting in a recommendation for Gastric Restrictive Surgical
Services is performed prior to review considerationby HPN’s Managed Care Program. HPN may also require participationin a p ost-
operative group therapy program.

Treatment for complications resulting from Gastric Restrictive Surgical Services will be covered the same as any otherillness.
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| Gender Dysphoria

Covered Services for Gender Dysphoria, a disorder characterized by diagnostic criteria classified in the currenteditionofthe
Diagnostic and Statistical Manual of the American Psychiatric Association, are provided if Prior Authorized andifthe following
diagnostic criteria are met:

For Adults and Adolescents:
e A marked incongruencebetweenthe Member’s experienced/expressed gender and the Member’s assigned gender, ofat least
six months’ duration, as manifested by at least two ofthe following:
= A marked incongruencebetweenone’s experienced/expressed gender and primary and/or secondary sex
characteristics (orin young adolescents, the anticipated secondary sexcharacteristics).
= A strong desire to be rid ofone’s primary and/or secondary sexcharacteristics because ofa marked incongruence
with one’s experienced/expressed gender orin young adolescents, a desire to prevent the development ofthe
anticipated secondary sexcharacteristics).
= A strong desire for the primary and/or secondary sexcharacteristics oftheother gender.
= A strong desire to be ofthe other gender (or some alternative gender different fromone’s assigned gender).
= A strong desire to be treated as the other gender (or some alternative gender different fromone’s assigned gender).
= A strong convictionthatonehas the typical feelings and reactions ofthe other gender (or some alternative gender
different from one’s assigned gender).
e Theconditionis associated with clinically significant distress or impairment in social, occupational or other important areas
of functioning.

For Children:

e A marked incongruencebetweenthe Member’s experienced/expressed gender and assigned gender, ofat least sixmonths’
duration, as manifested by a strong desire to be ofthe other gender or an insistence thatone is the other gender (or some
alternative gender different fromone’s assigned gender) and at least five ofthe following:

» In boys(assigned gender), a strongpreference for cross-dressing or simulating female attire; orin girls (assigned
gender), a strong preference for wearing only typical masculine clothing and a strongresistance to the wearing of
typical feminine clothing.

= A strong preference for cross-genderroles in make-believe play or fantasy play.

= A strong preference forthe toys, games oractivities stereotypically used or engaged in by the other gender.

= A strong preference for playmates ofthe other gender.

* In boys(assigned gender), a strongrejection of typically masculine toys, games and activities and a strong
avoidance ofrough-and-tumble play; orin girls (assigned gender), a strong rejection oftypically feminine toys,
games and activities.

= A strongdislike of ones’ sexual anatomy.

= A strong desire for the primary and/or secondary sexcharacteristics that match one’s experienced gender.

e Theconditionis associated with clinically significant distress or impairment in social, school or other important areas of
functioning.

The following are Gender Dysphoria Covered Services:

e  Psychotherapy for Gender Dysphoria and associated co-morbid psychiatric diagnoses.

e  Cross-sex hormone therapy is available as follows:
=  Oral and injectable therapy,administered by a provider, duringan office visit orin an outpatient or inpatient setting.
= Oral and injectable therapy dispensed froma pharmacy as prescribed by a provider.
Puberty suppressing medication is notcross-sexhormone therapy.

e  Laboratory Testing: Benefit coverage includes laboratory testing to monitor continuous hormone replacement therapy
provided as any other outpatient diagnostic serviceunder the Plan.

e  Genital SurgeryandSurgery to Change Secondary Sex Characteristics: Providedas any other Medically Necessary service
underthis Plan (as appropriate to each patient) including:

Maleto Female:
»  C(litoroplasty (creation ofclitoris)
= Labiaplasty(creationoflabia)

= Orchiectomy (removal oftesticles)
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= Penectomy (removal ofpenis)
= Urethroplasty (reconstruction of female urethra)

= Vaginoplasty (creation ofvagina)

Female to Male:

=  Bilateral mastectomy or breastreduction

= Hysterectomy (removal ofuterus)

=  Metoidioplasty (creation of penis, using clitoris)
=  Penile prosthesis

=  Phalloplasty (creation of penis)

= Salpingo-oophorectomy (removal of fallopian tubes and ovaries)
=  Scrotoplasty (creation of scrotum)

= Testicularprosthesis

= Urethroplasty (reconstruction of male urethra)

= Vaginectomy (removalofvagina)

=  Vulvectomy (removalofvulva)

The Member must meet all ofthe following eligibility qualifications for genital surgery, surgery to change secondary sex
characteristics and bilateral mastectomy or breast reduction surgery (in additionto the overall eligibility requirements in the EOC).

BreastSurgery:
The Member must provide documentation in the formofa written psychological assessment fromat least one qualified behavioral
health provider experienced in treating Gender Dysphoria. The assessmentmust documentthat the Membermeets allofthe follo wing
criteria:

e Has persistent, well-documented Gender Dysphoria;

e Has the capacity to make a fully informed decision andto consent for treatment;

e Mustbe 18years orolder; and

e Ifsignificant medical ormental health concerns are present, they must be reasonably well controlled.
Genital Surgery:

The Member must provide documentation in the formofa written psychological assessment fromat least two qualified behavioral
health providers experienced in treating Gender Dysphoria, who haveindependently assessed the Member. The assessment must
documentthatthe Member meets all of the following criteria:

e Has persistent, well-documented Gender Dysphoria;

e Has the Capacity tomake a fully informed decision and to consent for treatment;

e Must I8years orolder;

e Ifsignificant medical or mental health concerns are present, they must be reasonably well controlled,;

e Complete at least 12 months of successful continuous full-time real-life experience in the desired gender; and

e Complete 12 months of continuous cross-sexhormone therapy appropriate for the desired gender (unless medically
contraindicated).

HPN makes no representation or warranty as to the medical competence or ability of any Gender Dysphoria Treatment Center/Facility
or its respectivestaffor Physicians. HPN shallhave no liability or responsibility, either direct, indirect, vicarious or otherwise, or any
actions orinactions, whethernegligent or otherwise, onthe partofany Gender Dysphoria Treatment Center/Facility orits re spective
staffor Physicians.
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| Genetic Disease Testing Services

Covered Services include Prior Authorized Medically Necessary Genetic Disease Testing, when:

e suchtestingis prescribed following the Member's history, physical examination and pedigree analysis, genetic counseling, an d
completion of conventional diagnostic studies, and a definitive diagnosis remains uncertain and a genetic disease diagnosis is
suspected, and,

e the Memberdisplays clinical features, oris at direct risk of inheriting the mutation in question (pre-symptomatic); and

e theresult ofthe test will directly impact the treatmentbeing delivered to the Member.

| Healthcare Facility Services

Covered Services include the following accommodations, services and supplies received during an admission to a Hospital,
Ambulatory Surgical Facility, Skilled Nursing Facility, Residential Treatment Center or Hospice Care Facility.

Accommodations:

e  Semiprivate (ormultibed unit) room, including bed, board and generalnursing care.

e Privateroomincluding bed, board, and generalnursing care, butonly when treatmentofthe Member's conditionrequires a
private room. The semiprivate roomrate will be allowed toward the privateroomrate when a Member receives private room
accommodations for any reason other than Medical Necessity.

e Inpatient accommodations provided in connection with thebirth ofa child shallbe provided for a minimum of forty -eight (48)
hours following an uncomplicated vaginal delivery or a minimum of ninety -six(96) hours following an uncomplicated delivery
by cesarean section. This provisiondoes notrequire a Memberto deliverin a Hospital or other healthcare facility orto remain
therein for the minimum number ofhours following delivery.

Intensive care unit (including Cardiac Care Unit), including bed, board, general and special nursing care, and ICU equipment.
Observationunit, including bed, board, and general nursing care not to exceed twenty -three (23) hours perday.

Nursery charges fornewborns. Reimbursement for Covered Services provided by a Non-Plan Provider outside HPN’s Service
Areato anewborn natural child oradopted child is limited to HPN’s Eligible Medical Expenses orthe Recognized A mount, when
applicable, for similar Covered Services provided in HPN's Service Area.

Services andSupplies. Covered Services and supplies provided by a Hospital, Ambulatory Surgical Facility, Skilled Nursing

Facility, Residential Treatment Center or Hospice Care Facility include:

e non-surgical Providervisits;

operating, recovery, and treatment rooms and equipment (Hospital and Ambulatory Surgical Facility only);

delivery and laborrooms and equipment (Hospital and Ambulatory Surgical Facility only);

anesthesia materials and anesthesia administration by Hospital staff (Hospitaland Ambulatory Surgical Facility only);

clinical pathology and laboratory services and supplies;

services and supplies for diagnostic tests required to diagnose Member's [llness, Injury or other conditions butonly when ch arges

for the services and/or supplies are made by the facility (Hospital, Skilled Nursing Facility and Ambulatory Surgical Facility

only);

e drugs consumed at thetime and place dispensed which have been approved for general marketing in the United States by the
Food and Drug Administration (FDA);

e dressings, splints, casts and other supplies for medical treatment provided by the Hospital froma central sterile supply

department;

oxygen and its administration;

non-replacedblood, blood plasma, blood derivatives, and their administration and processing;

intravenous injections and solutions;

private duty nursing subjectto the benefit limitation for such services;

supportive services fora Hospice patient's family, including care for the patient which provides a respite fromthe stresses and

responsibilities that result fromthe daily care ofthe patient and bereavement services provided to the family afterthe death ofthe

patient (Hospice Care Facility only); and

e  Sterilization procedures.

| Hearing Aids

Hearing aids are electronic amplifying devices designed to bring sound more effectively into theear. A hearing aid consists ofa
microphone, amplifier and receiver.

Benefits are available fora hearing aid that is required forthe correction ofa hearing impairment (a reductionin the ability to perceive

sound which may range fromslight to complete deafness) and purchased as a result ofa written recommendation by a Physician.
Benefits are provided forthe hearingaid and for charges for associated fitting and testing.
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Benefits underthis section do not include bone anchored hearing aids. Bone anchored hearing aids are a Covered Service for which
benefits are available under the applicable medical/surgical Covered Services categories in the HPN EOC, only fora Member

e whois notacandidate foran air-conduction hearingaid; and

e whichis used according to U.S. Food and Drug A dministration (FDA ) approved indications.

Benefits forbilateralbone anchored hearing aids are available to Members who meet the HPN Managed Care Programcriteria.

| Home Healthcare Services

Covered Services include services givento a Member in his home by a licensed Home Healthcare Provider or an approved Hospital
programfor Home Healthcare. Suchservices are covered when:

e suchcareis givenin place of Inpatient Hospital or Skilled Nursing Facility care and/or;

the Member is not physically able to obtain Medically Necessary care on an outpatient basis; and/or

the Memberis underthecare ofa Physician; and/or

the Member is homebound for medicalreasons.

NOTE: The Memberis responsible for one cost-share per day per Home Healthcare agency.

Covered Services and supplies provided by a Home Healthcare agency include:

e Professional services ofaregistered nurse, licensed practical nurse or a licensed vocational nurse on an intermittent basis.

e  Physicaltherapy, speechtherapy and occupational therapy by a licensed therapist.

e Medicaland surgical supplies that are customarily furnished by the Home Healthcare agency or programforits patients.

e Prescribed drugs furnished and charged for by the Home Healthcare agency orprogram. Prescribed drugs under this provision do
not include Specialty Prescription Drugs. Please refer to the optional HPN Prescription Drug Benefit Rider, if applicable to your
Plan, for information on benefits available for Specialty covered drugs.

One (1) medical social service consultation per course of treatment.
One (1) nutrition consultation by a certified registered dietitian.
Health aide services furnished to Member only whenreceiving nursing services or therapy.

| Laboratory Services

Covered Services include prescribed diagnostic clinical and anatomic pathological laboratory services and materials when authorized
by a Member's PCP and HPN’s Managed Care Program.

| Mastectomy Reconstructive Surgical Services

Covered Services are provided in the same manner and at thesame levelas those forany other Covered Health Service, andalsoas

required by the Women’s Health and Cancer Rights Act of 1998, as follows:

e Allstages ofreconstruction ofthebreaston which the mastectomy has been performed,;

e Surgery and reconstruction ofthe other breastto producea symmetrical appearance;

e  Prostheses;and

o Treatmentofphysical complications of mastectomy, including lymphedema, in a manner determined in consultation with the
attending provider and the patient.

| Medical — Physician Services

Covered Services include services which are generally recognized and accepted non -surgical procedures for diagnosing or treating an
Illness or Injury, performed by a Physicianin his office, the patient's home, or a licensed h ealthcare facility. Medical Services
include:

e direct physical examination ofthe patient;

e cxamination of some aspectofthe patientby means of pathology laboratory or electronic monitoring procedure which is a
generally recognized and accepted procedure for diagnostic or therapeutic purposes in the treatmentofan lllness or Injury;
procedures for prescribing or administering medical treatment;

Manual Manipulation (except forreductions of fractures or dislocations);

treatment ofthe temporomandibular joint including Medically Necessary dental procedures, such as dental splints;
anesthesia services;

family planning services including sterilization procedures; and
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e limited diagnostic and therapeutic infertility services determined to be Medically Necessary by HPN and Prior Authorized by
HPN’s Managed Care Program. In order forthe Memberto be eligible for infertility benefits, all ofthe following criteria must be
met. The Member:
e Isa female underage44.

e Isnotabletobecome pregnant after the following periods oftime ofregularunprotected intercourse or
therapeutic donor insemination:
o Oneyear,if a female underage 35; or
o Six months, ifa female age 35 orolder.
e Has infertility not related to voluntary sterilization or to failed reversal of voluntary sterilization.

Forthe purposes ofthis benefit, "therapeutic donor insemination" means usinga donor spermsample to enable a
female to become pregnant.

Covered Services do not include those services specifically excluded in the Exclusions sectionherein, but do include limited:
= Laboratory studies.

= Diagnostic procedures.

= Artificial insemination services, up to six(6) cycles per Member per lifetime.

| Medical Supplies

Medical Supplies are routine expendable supplies thatare essential to carry outthe course oftreatment foran Illness orIn jury orare
necessary forthe effective useof Durable Medical Equipment. Medical Supplies include, but are not limited to the following:
e (Catheterand catheter supplies — urinary catheters, drainage bags, irrigation trays;
e Colostomy bags (and other ostomy supplies);
e Dressing/wound care-sterile dressings, ace bandages, sterile gauze and toppers, Kling and Kerlix rolls, Telfa pads, eye pads,
incontinentpads, lamb’s woolpads;
Elastic stockings; and
Splints and slings.

| Mental Health Services and Severe Mental Illness Services

All benefits are subject to the Utilization Management process through HPN Behavioral Health. Services mustbe offeredin a
treatment setting that is appropriate forthe Medically Necessary level of care, as determined by staffing, ability to provid e patient
safety, treatmentintensity, the diagnostic and therapeutic modalities available, the extent of supportive services and access to general
medical care. All non-routine, outpatient Mental Health or Severe Mental Illness Services require Prior Authorization.

Inpatient: A structured hospital-based programwhich provides twenty-four (24) hours a day, seven (7) days a week nursing care,
medical monitoring, and physician availability; assessmentand diagnostic services, daily physician visits, active behavioral health
treatment, and specialty medical consultation with an immediacy needed to avoid serious jeopardy to the health ofthe Member or
others.

Partial Hos pitalization Program (PHP): A structured ambulatory programthat may be freestanding or Hospital-based and provides
services forat least 20 hours per week.

Intensive Outpatient Program (IOP): A structured programthat maintains hours ofservice forat least nine (9) hours per week for
adults and six(6) hours per week for children oradolescents during which assessmentand diagnostic services, and active beh avioral
health treatment are provided.

Outpatient: Assessment,diagnosis andactivebehavioral healthtreatmentthatare provided in an ambulatory setting, including
individualand group counseling services.

No benefits are available for psychosocial rehabilitation or care received as a custodial Inpatient.
Residential Treatment Center Services (RTC): a sub-acute facility oracute care facility which delivers twenty-four (24) hours/
seven (7)days a week assessment, diagnostic services and active behavioral health treatment to Members. The level of care and length

of stay, in a facility with the appropriate licensure level, is authorized through the HPN Managed Care program. NOTE: Tran sitional
Living services are notcoveredunder RTCand are not a covered benefit.
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Allinpatient Mental Health or Severe Mental [llness Services require Prior Authorization. Network facilities must providenotificat ion
of all inpatient admissions to the Plan. When theseservices are provided out of network, the Member is responsible for providing the
notification and relevantinformationto the Plan. The Member should provide notice of emergent admissions within twenty -four (24)
hours ofadmission oras soon as reasonably possible given the circumstances. Member may delegate their responsibility to provide
notification to the non-network facility but it is the Member’s responsibility to ensure that the Plan receives notification. Initial
notification results in a medical necessity review based on plan requirements and may result in an adverse be nefit determination.

All admissions for Emergency Services are reviewed retros pectively to determine if the treatment received was Medically
Necessary and appropriate. If the Member is admitted to a Mental Health or Severe Mental Illness facility for non-emergency
treatment without Prior Authorization, Member will be responsible for the costof services received.

Oral Physician Surgical Services

Although dental services are not Covered Services, the following Oral Surgical Services are Covered Services:

e Treatment fortumors andcysts requiring pathological examination ofthe jaws, cheeks, lips, tongue, roofand floor ofthe mou th.

e Removalof'teeth which are necessary in orderto performradiation therapy.

e Treatment required to stabilize sound natural teeth, the jawbones, or surrounding tissues after an Injury (not to includeinjuries
caused by chewing) when the treatment starts within the first ten (10) days after the Injury and ends within sixty (60) days from
the date of injury. Examples of Covered Services, in such instances, include:

= Rootcanaltherapy, post and build up.
=  Temporary crowns.

=  Temporary partial bridges.

=  Temporary and permanent fillings.

= Pulpotomy.

=  Extraction of broken teeth.

= Incision and drainage.

= Tooth stabilization through splinting.

No benefits are provided for removable dental prosthetics, dentures (partial or complete) or subsequentrestoration ofteeth, including
permanent crowns.

Organ and Tissue Transplant Surgical Services

All Covered Transplant Procedures are subject to the pro visions of HPN’s Managed Care Programand all other terms and provisions

of the Plan, including the following:

e HPNwill determine if the Member satis fies HPN’s Medically Necessary criteria before receiving benefits for transplantservic es.

e HPN will provide a written Referral for care to a Transplant Facility.

o [f, after Referral, either HPN or the medical staffofthe Transplant Facility determines thatthe Member does notsatisfy the
Medically Necessary criteria for the serviceinvolved, benefits will be limited to Covered Services provided up to such
determination.

Covered Transplant Procedures include the following services for human -to-human organ ortissue transplants received duringa
Transplant Benefit Period on an Inpatientbasis due to an Injury or Iliness as follows:

Surgical dressings and supplies.

Immunosuppressive drugs.

Private nursing care by a Registered Nurse (R.N.) or a Licensed Practical Nurse (L.P.N.).

Transportation ofthe Member and a companion toand fromthe site ofthe transplant. Ifthe Member is a minor, transportation of
two (2) persons who travel with the minoris included. Reasonable and necessary lodging and meal costs incurred by such
companions are included. Itemized receipts forthese expenses are required. Daily lodging and meal costs will be paid up to the
limit shown in the Attachment A Benefit Schedule. Benefits forall transportation, lodging and meal costs shallnot exceed the
maximum shown in the Attachment A Benefit Schedule for transportation, lodging and meals.

e Hospitalroomand board and medical supplies.

e Diagnosis, treatment, surgery and other Covered Services provided by a Physician.
e Organ and tissue retrieval which includes removing and preserving the donated part.
e  Organ procurement.

e Rentalofwheel chairs, Hospital-type beds and mechanical equipment required to treat respiratory impairment.
e Ambulance services.

e  Medication, x-rays and other diagnostic services.

e Laboratory tests.

e Oxygen.

]

[ ]

[ ]

[ ]
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HPN makes no representation or warranty as to the medical competence or ability ofany Transplant Facility orits respective staffor
Physicians. HPN shallhave no liability orresponsibility, either direct, indirect, vicarious or otherwise, for any actions orinaction,
whethernegligent or otherwise, on thepart ofany Transplant Facility orits respective staffor Physicians.

HPN shallhave no liability orresponsibility, either direct, indirect, vicarious or otherwise, in the event a transplant patient is injured
or dies, by whatever cause, while enroute to a Transplant Facility.

If a Covered Transplant Procedure is not performed as scheduled due to a change in the Member’s medical condition or death, b enefits
will be paid for Prior Authorized Eligible Medical Expenses orthe Recognized Amount, when applicable, incurred during the
Transplant Benefit Period.

| Other Diagnostic and Therapeutic Services

Diagnostic and Therapeutic Covered Services when authorized by a Member's PCP and HPN’s Managed Care Programincludethe

following:

e therapeutic radiology services;

e complexdiagnostic imaging services including nuclear medicine, computerized axial tomography (CT scan), cardiac
ultrasonography, magnetic res onance imaging (MRI) and arthrography;

e complexvasculardiagnostic and therapeutic services including Holter monitoring, treadmill or stress testingand impedance

venous plethysmography;

complex neurological diagnostic services including electroencephalograms (EEG), electromyogram(EMG) and evoked potential;

complex psychological diagnostic testing;

complex pulmonary diagnostic services including pulmonary function testingand apnea monitoring;

anti-cancer drug therapy;

hemodialysis and peritoneal renal dialysis;

complex allergy diagnostic services including RA ST and allergoimmuno therapy;

otologic evaluations only for the purpose of obtaining information necessary for evaluation ofthe need for orappropriate typeof

medical orsurgical treatment for a hearing deficit or a related medical problem;

treatment of temporomandibular joint disorder;

other Medically Necessary intravenous therapeutic services as approved by HPN, including but notlimited to, non -cancerrelated

intravenous injection therapy; and

e Positron Emission Tomography (PET) Scans.

Different Copayment and/or Coinsurance amounts may app ly to these Covered Services. Pleasereferto your Attachment A Benefit
Schedule.

| Physician Surgical Services — Inpatient and Outpatient

Covered Services include surgical services that are generally recognized and accepted procedures for diagnosing ortreatingan Iliness
or Injury.

| Post-Cataract Surgical Services

Covered Services include Medically Necessary services provided for the initial prescription for corrective lenses (eyeglasses or
contactlenses) and frames or intra-ocular lens implants for Post-Cataract Surgical Services.

Contact lenses willbe covered ifa Member’s visual acuity cannot be corrected to 20/70 in the better eye except for the use of contact
lenses.

| Preventive Healthcare Services

Covered Preventive Healthcare Services will be paid at 100% of Eligible Medical Expenses or the Recognized Amount, when
applicable, without application ofany Calendar Year Deductible, Copayment and/or Coinsurance when such services are provided by
a Plan Provider.

Covered Services include the following Preventive Healthcare Services in accordance with the recommended schedule outlined in the

HPN Preventive Guidelines included in your memberkit or you may access the mostcurrent version ofthese guidelines at any t ime by
visiting HPN’s web site at https://www.healthplanofnevada.com.
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e Evidence baseditems orservices thathave in effect arating of “A” or “B” in the current recommendations ofthe United States
Preventive Services Task Force (“USPSTF”);

e  Immunizations" thathavein effect arecommendation fromthe A dvisory Committee on Immunizations Practices ofthe Centers
for Disease Control and Prevention;

e  Withrespect toinfants, children and adolescents, evidence-informed preventive care and screenings provided forin the
comprehensive guidelines supported by the Health Resources and Services Administration (“HRSA™); and

e  Withrespect to women, evidence-informed preventive care and screenings provided for in comprehensive guidelines supported
by the HRSA, as long as they are nototherwise addressed by therecommendations ofthe USPSTF.

Fora complete list of Preventive Services, including all FDA approved contraceptives, go to http://doi.nv.gov/Healthcare-
Reform/Individuals-Families/Preventive-Care/.

(DCertain immunizations may be administered in a Plan pharmacy.

| Prosthetic and Orthotic Devices

Covered Services include the following devices when received in connection with an Illness or Injury and authorized by HPN’s

Managed Care Program:

e (Cardiac pacemakers.

e Breast prostheses for post-mastectomy patients.

e Terminal devices (example: hand or hook) and artificial eyes.

e  Braces which include only rigid and semi-rigid devices used for supportinga weak or deformed body member orrestricting or

eliminating motion in a diseased orinjured part ofthe body.
e Adjustmentofan initial Prosthetic or Orthotic Device required by wear or by change in the patient's condition when ordered by a
Plan Provider.

| Routine Radiological and Non-Radiological Diagnos tic Imaging Services

Covered Services include prescribed routine diagnostic radiological and non-radiological diagnostic imaging services and materials,
including general radiography, fluoroscopy, mammography, and sonography, when authorized by a Member's PCP and HPN’s
Managed Care Program, but only whenno charges are made forthe same services and/or supplies by a Hospital, Skilled Nursing
Facility or an Ambulatory Surgery Center.

| Self-Management and Treatment of Diabetes

Coverage includes medication, equipment, supplies and appliances for the treatmentofdiabetes. Diabetes includes typel, type [land

gestational diabetes. Covered Services include:

e  Medically Necessary trainingand education provided to a Member for the care and management of diabetes, after he is initially
diagnosed with diabetes, to include counseling in nutritionand the properuse ofequipment and supplies for the treatment of
diabetes;

e Medically Necessary trainingand education which is a result ofa subsequent diagnosis that indicates a significantchange in the
symptoms or condition ofthe Member and which requires modification ofhis programofself-management of diabetes; and

e Medically Necessary training and education because ofthe development of new techniques and treatment for diabetes.

| Short-Term Habilitation Services — Inpatient and Outpatient

Covered Services are provided for Short-Term Habilitation Services provided for Members with a congenital, genetic, or early

acquired disorder whenboth ofthe following conditions are met:

e thetreatmentis administered by a licens ed speech-language pathologist, licensed audiologist, licensed occupational therapist,
licensed physical therapist, Physician, licensed nutritionist, licensed social worker or licensed psychologist and

e theinitial or continued treatment mustbe provenand not Experimental, Investigational or Unproven.

HPN will coverhealthcare services and devices thathelp a personkeep, learn, orimprove skills and functioning for daily living.
Examples include therapy fora child who is not walking ortalking at the expected age. These services may include physical and
occupational therapy, speech-language pathology and other services for people with disabilities in a variety of inpatientand/or
outpatientsettings.

Coverage for Short-TermHabilitation Services does not apply tothose services thatare solely educational in nature or otherwise paid
under state or federal law for purely educational services. Custodial Care, respitecare, day care, therapeutic recreation, v ocational
training and residential treatment are not Short-TermHabilitation Services. A service that does not helpthe Member to meet
functional goals in a treatment plan within a prescribed time frame is not an Habilitative Service. When the Member reaches h is
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Evidence of Coverage

maximum level of improvement or does notdemonstrate continued progress under a treatment plan, a service that was previously
habilitative is no longer habilitative.

HPN may require that a treatmentplan be provided, request medicalrecords, clinical notes, or othernecessary data to allow us to
substantiate that initial or continued medical treatmentis needed and thatthe Member’s condition is clinically improving as aresult of
the Habilitative Service. When the treating provider anticipates that continued treatment is or will be required to pe rmit the Member to
achieve demonstrable progress, HPN may requesta treatmentplan consisting of diagnosis, proposed treatmentby type, frequency,
anticipated duration oftreatment, the anticipated goals oftreatment, and how frequently thetreatment plan will be updated.

Short-TermHabilitation Services that are provided in the home by a licensed Home Healthcare Provider are covered as described
under the Home Healthcare Services section.

| Short-Term Rehabilitation Services — Inpatient and Outpatient

Short-TermRehabilitation therapy Covered Services include:

e  Speech therapy.

e Occupational therapy.

e Physicaltherapyon an Inpatientor outpatient basis when ordered by the Member’s PCP and authorized by HPN’s Managed Care
Program.

Benefits for rehabilitation therapy are limited to services given for acute orrecently acquired conditions that, in the judgment ofthe
Member's PCP and HPN’s Managed Care Program, are subject to significant improvementthrough Short-Termtherapy.

Covered Services do not include cardiac rehabilitation services provided on a non-monitored basis nor do they include treatment for
intellectual disability.

| Special Food Product/Enteral Formulas

Covered Services include enteral formulas and special food product when prescribed by a Physician and authorized by HPN’s

Managed Care Programfor treatment ofan inherited metabolic disease.

e “Inherited Metabolic Disease” means a disease caused by an inherited abnormality ofthe body chemistry ofa person
characterized by congenital defects or defects arising shortly after birth resulting in deficient metabolismor malabsorptionof
amino acid, organic acid, carbohydrate or fat.

e  “Special Food Product” means a food product specially formulated to have less than one gramofprotein per serving intended to
be consumed under the directionofa Physician. The termdoes notinclude foodthat is naturally low in protein.

| Specialty Services, Second and Third Opinion and Cons ultations

Covered Services include medical services rendered by a Plan Specialist or other duly licensed Plan Provider whose opinion oradvice
is requested by a Member’s treating PCP or the Medical Director for further evaluation ofan Illness or Injury on an Inpatien tor
outpatientbasis. Allservices mustbe arrangedthrough HPN’s Managed Care Program.

e SecondOpinions. When, as aresult ofan Illness or Injury, a procedure is recommended by a Physician, HPN or the Member
may request a Second Opinion froma Physician qualified to diagnoseand treat the specific Illness or Injury.

e  Third Opinions. In the eventa first and Second Opinion fora Covered Service are in conflict, HPN or the Member may request a
Third Opinion froma Physician qualified to diagnose and treatthe specific lllness or Injury.

Benefits are payable for expenses incurred in connection with an authorized Second or Third Opinion whether ornot the elective
surgery or Inpatient care is performed. Paymentwill be subjectto allterms ofthe EOC, except as otherwise provided in this section.

Limitations. No payment will be made for expenses incurred for second or third opinions/consultations in connection with:
1. any services not coveredunder this Plan, including cosmetic and dental procedures;
2.  minor surgical procedures that are routinely performed in a Physician’s office, such as incisionand drainage for abscess or
excision ofbenign lesions; or
3. diagnostic tests ordered in connection with second and third opinions/consultations, unless Prior Authorized by HPN’s
Managed Care Program.
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| Substance-Relatedand Addictive Disorder Services |

All benefits for Substance-Related and Addictive Disorder Services are subjectto the Utilization Management process through HPN
Behavioral Health. Services must beoffered in a treatment settingthat is appropriate forthe Medically Necessary level of care, as
determined by staffing, ability to provide patient safety, treatment intensity, the diagnostic and therapeutic modalities available, the
extent of supportive services and access to generalmedical care. Allnon-routine, outpatient Substance-Relatedand A ddictive
Disorder Services require Prior Authorization.

Inpatient Detoxification: A hospital-based programwhich provides twenty-four (24) hours a day, seven (7) days nursing care,
medical monitoring, and physician availability; daily physician visits, assessment, diagnostic services, andactivebehavioral health
treatment services forthe purpose of completinga medically safe and appropriate withdrawal fromalcohol or other substances.

Outpatient Detoxification: Outpatient Detoxification is comprised of services that are provided in an ambulatory setting forthe
purpose of completing a medically safe withdrawal fromalcoholordrugs.

Inpatient Rehabilitation: A hospital-based programwhich provides twenty-four (24) hours a day, seven (7) days nursing care,
medical monitoring, and physician availability; daily physician visits, assessment and diagnostic services, and activebehavioral health
treatment services forthe purpose of initiating the process ofassistinga Member with gaining the knowledge and skills needed to
prevent recurrence ofa substance-related disorder.

Partial Hos pitalization Program (PHP): A structuredambulatory programthat may be freestanding or Hospital-based and provides
services forat least 20 hours per week.

Intensive Outpatient Program (IOP): A structured programthat maintains hours ofservice forat least nine (9) hours per week for
adults andsix(6) hours per week for children/adolescents during which assessment and diagnostic services, and activebehavioral
health treatment are provided.

Outpatient: Assessment,diagnosisand activebehavioral health treatmentthatare provided in an ambulatory setting, including
individual, group, and family counseling services.

Residential Treatment Center (RTC): a sub-acute facility oracutecare facility which delivers twenty-four (24) hours/seven (7)
days a week assessment, diagnostic services and active behavioral health treatment to Members. The level of care and length of stay,
in a facility with the appropriate licensure level, is authorized throughthe HPN Managed Care program. NOTE: Transitional Living
services are not covered under RTC and are not a covered benefit.

Allinpatient Substance-Related and Addictive Disorder Services require Prior Authorization. Network facilities must provide
notification ofall inpatient admissions to the Plan. Whenthese services are provided outofnetwork, the Member is res ponsible for
providing the notification andrelevantinformation tothe Plan. Members should provide notice of emergentadmissions within
twenty-four (24) hours ofadmission oras soon as reasonably possible given the circumstances. Members may delegate their
responsibility to providenotification to thenon-network facility but it is the Member’s res ponsibility to ensure that the Plan receives
notification. Initialnotification results in a medical necessity review based on plan requirements and may result in an ad verse benefit
determination.

All admissions for Emergency Services are reviewed Retros pectively to determine if the treatment received was Medically
Necessary and appropriate. If the Member is admitted to a Substance-Relatedand Addictive Disorder facility for non-
emergency treatment without Prior Authorization, Member will be responsible for the costof services received.

Telemedicine Services

Covered Services received through Telemedicine donotrequire Prior Authorizationunless the Covered Service would require Prior
Authorization if provided in person. The Member does not haveto establisha relationship with a Telemedicine Providerto receive

services. Telemedicine Services received through a contracted HPN Primary Care or Specialty Care Provider will be subject to the

applicable facility and professional Copayments and/or Coinsurance amountas set forthin Attachment A, Benefit Schedule.

HPN does notrequire the Providerto demonstratethe necessity to provide services through, orto receive additional certific ations or
licenses in, Telemedicine.

HPN will not refuseto provide coverage because ofthedistant site fromwhich the contracted Telemedicine Provider provides
Covered Services orthe originating siteat which the Memberreceives Telemedicine Services. HPN will not require Covered Services
to be provided through Telemedicineas a conditionofcoverage.
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Virtual Visits: covered Services received through virtual visits do not require Prior Authorization when provided throughan HPN
contracted Provider. Referto the AttachmentA, Benefit Schedule forthe Member’s Cost-shareresponsibility. Benefits are available
for urgent, on-demand healthcare delivered through live audio with video conferencing or audio only technology for treatmentof
acute but non-emergency medical needs.

SECTION 7. Exclusions

This sectiontells you whatservices or supplies are excluded fromcoverageunder this Plan.

7.1 Services or supplies for which coverage is notspecifically provided in this EOC, complications resulting fromnon -Covered
Services, orservices which are not Medically Necessary, whether or not recommended or provided by a Provider.

7.2 Services not provided, directed, and/or Prior Authorized by a Member's PCP and HPN’s Managed Care Programexcept for
Emergency Services and Urgently Needed Services.

7.3 Medical care received outside HPN’s Service Area without Prior Authorization fromHPN’s Managed Care Programif the
need forsuchservices could reasonably have been foreseen prior to leaving HPN’s Service Area.

7.4 Any charges fornon-Emergency Services provided outside the United States.

7.5 Foreign languageand sign language interpretation services offered by orrequired to be provided by a Network or out -of-
Network provider.
7.6 Any services provided before the Effective Date orafterthe terminationofthis Plan. This includes admission to an Inpatient

facility when the admission began before the Effective Date or extended beyond the termination date ofthe Plan.

7.7 Services and supplies that are included in the basic hospital charges forroom, board andnursing services. Housekeepingor
meal services as part of Home Healthcare. Modifications to a place ofresidence, including equipment to accommodate
physicalhandicaps or disabilities.

7.8 Services fora private roomwhen not Medically Necessary Services and charges in excess ofthe average semi-private room
and board rate.
7.9 Services resulting fromaccidental bodily injuries arisingoutofa motor vehicle accident to the extent the services are pay able

undera medical expense paymentprovision ofan automobile insurance policy.

7.10  Dentalororthodontic splints or dental prostheses, orany treatment on or to teeth, gums, orjaws and other services
customarily provided by a dentist. Treatment of pain or infection known or thoughtto be dueto a dental condition and in
close proximity to the teeth orjaw; surgical correction of malocclusion; maxillofacial orthognathic surgery, oral surgery
(except as provided under the Covered Services Section), orthodontia treatment, pre-prosthetic surgery and any procedure
involving osteotomy ofthe jaw, including outpatient Hospital orambulatory surgical services, anesthesia and related costs
when determined by HPN to relate to a dental condition.

Charges for dental services in connection with temporomandibular joint dysfunctionare also not covered unless they are
determined to be Medically Necessary. Such dental-related services are subject to the limitation shown in the Attachment A
Benefit Schedule.

7.11 Except for reconstructive surgery following a mastectomy, cosmetic procedures to improve appearance without restoring a
physicalbodily function. Cosmetic procedures include:
e surgery forsaggingorextra skin;
e any augmentation or reduction procedures;
e rhinoplastyand associated surgery;and
e any procedures utilizing an implant which does not alter physiologic functions unless Medically Necessary.

Psychological factors (example: forself-image, difficult social or peerrelations) do notconstitute restoring a physical bodily
function and are notrelevant to such determinations.

7.12  The following infertility services and supplies are excluded, in addition to any other infertility services or supplies
determined by HPN not to be Medically Necessary:
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7.14

7.15

7.16

7.17

7.19

7.20

7.21

7.22

7.23

7.24

7.25

7.26

Evidence of Coverage

e Advanced reproductive techniques such as embryo transplants, in vitro fertilization, ZIFT procedures, assisted hatching,
intracytoplasmic sperminjection, eggretrieval via laparoscope or needle aspiration, spermpreparation, s pecialized
spermretrieval techniques, spermwashing exceptpriorto artificial insemination ifrequired;

Home pregnancy or ovulation tests;

Monitoring of ovarianresponse to stimulants;

CT or MRl of sella turcica unless elevated prolactin level;

Evaluation forsterilization reversal;

Removal of fibroids, uterine septac and polyps;

Open or laparoscopic resection, fulguration, orremoval of endometrial implants; and

e Surgicaltube reconstruction.

Powered and non-powered exoskeleton devices.
Any separate charges for anesthesia services associated with pain management procedures.

Services forthe treatment of sexual dysfunction or inadequacies, including, but not limited to, impotenceand, except as
provided in the Covered Services Gender Dysphoria section, implantation ofa penile prosthesis.

Reversal of surgically performed sterilization or reversal of subsequent resterilization.
Elective abortions.

Amniocentesis, except when Medically Necessary under the guidelines ofthe American College of Obstetrics and
Gynecology.

Third-party physical exams and/or medical services for employment, licensing, insurance, school, camp oradoption
purposes. Immunizations related to foreign travel unless otherwise provided as a required preventive immunization identified
by the USPSTF. Expenses for medicalreports, including presentation and preparation. Exams ortreatment ordered by a
court, orin connection with legal proceedings are not covered.

Venipuncture (drawing ofblood for laboratory tests).

Except as provided in the Covered Services Gas tric Restrictive Surgical Services section, weight reduction procedures are
excluded. Also excludedare any weightloss programs, whether ornot recommended, provided or prescribed by a Physician
or other medical Practitioner.

Except as providedin the Covered Services Organ and Tissue Transplant Surgical Services section, any human or animal
transplant (organ, tissue, skin, blood, blood transfusions of bone marrow), whether human -to-human orinvolvinga non-
human device, artificial organs, or prostheses.

e Anyandallservices or supplies treatments, laboratory tests or x-rays received by the donor in connection with the
transplant (including donor search, donor transportation, testing, registry and retrieval costs) and costs related to cadaver
or animal retrieval ormaintenance ofa donor for suchretrieval.

e Any and all Hospital, Physician, laboratory or x-ray services in any way related to any excluded transplant service,
procedure or treatment.

Institutional care which is determined by HPN’s Managed Care Programto be for the primary purpose of controlling
Member's environment and Custodial Care, domiciliary care, convalescentcare (other than Skilled Nursing Care) orrest
cures.

Mental Health Services and Substance-Related and A ddictive Disorder Services performed in connection with conditions not
listed in the current Diagnostic and Statistical Manual of Mental Disorders (DSM) or conditions listed as “Other Conditions”
that may be of focus ofclinical attention.

Outside ofan initial assessment, Mental Health and Substance-Related and Addictive Disorder Services as treatments fora
primary diagnosis of conditions and problems thatmay be a focus ofclinical attention, butare specifically notednot tobe
mental disorders within the current edition ofthe Diagnostic and Statistical Manual ofthe American Psychiatric Association.

Outside ofan initial assessment, treatments for the primary diagnoses of learning disabilities, pyromania, kleptomania,
personality disorders (with the exception of dialectical behavior therapy for borderline personality disorders) and paraphilic
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7.27

7.28

7.29

7.30

7.31

7.32

7.33

7.34

7.35

7.36

7.37

7.38

7.39

7.40

disorder.

Educational/behavioral services thatare focused on primarily building skills and capabilities in communication, social
interaction and learning.

Tuition fororservices thatare school-based for children and adolescents required to be provided by, or paid forby, the
schoolunderthe Individuals with Disabilities Education Act.

Outside ofan initial assessment, unspecified disorders for which the provideris not obligated to provide theclinical rationale
as defined in the current edition ofthe Diagnostic and Statistical Manual ofthe American Psychiatric Association.

Neuropsychological testing when not required for the diagnosis ofa MentalIllness, Substanceuse disorder, or developmental
disability.

Vision exams to determine refractive errors of vision and eyeglasses or contact lenses other than as specifically covered in
this EOC. Coverageis provided for visionexams only when required to diagnose an lllness or Injury. Vision exams are not
considered adult preventivecare services.

Any prescription corrective lenses (eyeglasses or contact lenses) or frames following Post-Cataract Surgical Service which
include, but are not limited to the following:

e Coated lenses;

Cosmetic contact lenses;

Costs forlenses and frames in excess ofthe Plan allowance;

No-line bifocal or trifocallenses;

Oversize lenses;

Plastic multi-focallenses;

Tinted or photochromic lenses;

Two (2) pairs oflenses and frames in lieu ofbifocal lenses and frames; or
e Allprescriptionsunglasses.

Coverage is provided for hearing exams only when required to diagnose an Illness or Injury. Hearing exams are not
considered adult preventive care services.

Bone anchored hearing aids are excluded except when both ofthe following applies:
e TheMemberis not a candidate for an air-conduction hearing aid; and
e Thebone-anchored hearing aid is used according to FDA approved indications.

Repairs and/or replacements for a bone anchored hearing aid, other than for malfunctions, are excluded for Member’s who
meet the above coverage criteria

Ecological orenvironmental medicine. Use ofchelation, orthomolecular substances; use of substances ofanimal, vegetable,
chemical or mineral origin not specifically approved by the FDA as effective for treatment; electrodiagnosis; Hahnemannian
dilution and succussion; magnetically energized geometric patterns; replacement of metal dental fillings; laetrile or gerovital.

Pain management invasive procedures as definedby HPN’s protocols for chronic, intractable pain unless Prior Authorized by
HPN and provided by a Plan Provider who is a pain management Specialist. Any Prior Authorized pain management
procedures will be subject to theapplicable facility and professional Copayments and/or Coinsurance amount as set forth in
Attachment A, Benefit Schedule.

Acupuncture or Hypnosis.

Treatment ofan Illness or Injury caused by orarisingoutofariot, declared orundeclared war or act of war, insurrection,
rebellion, armed invasion oraggression.

Treatment ofan occupational [llness or Injury which is any Illness or Injury arisingoutoforin the courseof employment for
pay or profit.

Traveland accommodations, whether or not recommended or prescribed by a Provider, other than as specifically covered in
this Plan.
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7.42

7.43

7.44

7.45

7.46

7.47

7.48

7.49

7.50

7.51

7.52

7.53

7.54

7.55

7.56

7.57

7.58

Evidence of Coverage

Services providedat a Free Standing Facility or diagnostic Hospital-based Facility without Prior Authorization through the
HPN Managed Care Program. Services which are self-directed to a Free Standing Facility or diagnostic Hospital-based
Facility. Services ordered by a Physician or other provider who is an employee orrepresentative ofa Free Standing Facility
or diagnostic Hospital-based Facility, when that Physician or other provider:

e Hasnotbeeninvolvedin yourmedical care prior to ordering the service, or

e Isnotinvolvedin yourmedical care afterthe service is received.

This exclusion does not apply to mammography.

Care for conditions thatfederal, state or local law requires to be treated in a public facility for which a charge is not normally
made.

Any equipment or supplies that conditionthe air. Arch supports, support stockings, special shoe accessories or corrective
shoes unless they are an integral part ofa lower-body brace. Heatingpads, hotwaterbottles, wigs and their care and other
primarily nonmedical equipment. Incontinence supplies (diapers, pads, adult briefs) and bath aids (rails, shower chairs, bath
benches).

Any service or supply in connection with routine footcare, including the removal of warts, corns, or calluses, the cutting and
trimming oftoenails, or foot care for flat feet, fallen arches and chronic footstrain, in the absence of severe systemic disease.

Special formulas, orally administered formulas, nutritional supplements, food supplements other than as specifically covered
in this Plan orspecial diets on an outpatientbasis (except for the treatment of inherited metabolic disease).

Services, supplies oraccommodations provided without costto the Member or for which the Member is not legally required
to pay.

Milieu therapy, biofeedback treatment, behavior modification, sensitivity training, hydrotherapy, electrohypnosis,
electrosleep therapy, electronarcosis, narcosynthesis, rolffing, vocational rehabilitation and wilderness programs.

Experimental, Investigational or Unproven treatment or devices as determined by HPN.
Sports medicine treatment plans intended to primarily improve athletic ability.

Radial keratotomy orany surgical procedure for the improvementofvision when vision can be made adequatethroughthe
use of glasses or contact lenses.

Services requested or performed by a Provider who is a family member by birth ormarriage. Examples include a spouse,
brother, sister, parentor child. This includes any service the Provider may performon him/herself. Services performed by a

Provider with the same legaladdress as the Member.

Ambulance services whena Member could be safely transported by othermeans. Air Ambulance services whena Member
could be safely transported by ground Ambulance or other means.

Late dischargebilling and charges resulting froma canceled appointment or procedure.

Telemetry readings, EKG interpretations when billed separately fromthe EKG procedure.

Arterial blood gas interpretations when billed separately fromthe procedure.

Services of more than one (1) assistant surgeon at one (1) operative session, unless approved in advanceby HPN or its
Medical Director. Service ofan assistant surgeon when the Hospital provides or makes available qualified staffpersonnel
(including Physicians in training status) as surgical assistants. Services ofan assistant surgeon providedsolely to meet a
Hospital's institutional requirements when the complexity ofthe surgery does not warrant an assistantsurgeon.
Autologous blood donations.

Covered services received in connection with a clinical trial or study, which includes the following:

e Any portionofthe clinical trial or study that is customarily paid for by a government or a biotechnical, pharmaceutical or
medical industry;
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7.59

7.60

7.61

7.62

7.63

7.64

7.65

Healthcare services that are specifically excluded fromcoverage under this Plan regardless of whether such services are
provided under the clinical trial or study;

Healthcare services that are customarily provided by the sponsors ofthe clinical trial or study free of charge to the
Member in the clinical trial or study;

Extraneous expenses related to participationin the clinical trial or study including, but not limited to, travel, housing and
otherexpenses thata Member may incur;

Any expenses incurred by a person who accompanies the Member during the clinical trial or study;

Any itemor service that is provided solely to satisfy a need or desire for data collection or analysis thatis not directly
related to the clinicalmanagementofthe Member; and

Any cost forthe management ofresearch relating tothe clinical trial or study.

Services ormaterials provided under W orkers’ Compensation or Employer’s Liability laws.

Services provided or paid for by governmental agency orunder any governmental programor law, except charges which the
Member is legally obligated to pay.

Services performed for cosmetic purposes orto correct congenital malformations.

Services received in connection with Gender Dysphoria, which includes the following:

Abdominoplasty;

Blepharoplasty;

Body contouring, such as lipoplasty;

Breast enlargement, including augmentation mammoplasty and breast implants;
Brow lift;

Calf implants;

Cheek, chin,and nose implants;

Cryopreservation of fertilized embryos;

Drugs forhairloss or growth;

Face lift, foreheadlift, or neck tightening;

Facial bone remodeling for facial feminizations;

Hair removal,

Hair transplantation;

Injection offillers or neurotoxins;

Lip augmentation;

Lip reduction;

Liposuction;

Mastopexy;

Pectoralimplants for chest masculinization;

Reversal of genital surgery orreversal of surgery torevisesecondary sexcharacteristics;
Rhinoplasty;

Skin resurfacing;

Sperm preservation in advance of hormone treatment or gender surgery;
Surgical orhormone treatmenton Members under eighteen (18) years ofage;
Surgical treatment not Prior Authorized by HPN;

Thyroid cartilage reduction; reduction thyroid chondroplasty; trachea shave (removal orreduction ofthe Adam’s Apple);
Transportation, meals, lodging or other similar expenses;

Voice lessons and voice therapy; and

Voice modification surgery.

Non-Medical 24-Hour Withdrawal Management.

Nutritional supplements, vitamins, herbal medicines, appetite suppressants, and over-the-counter drugs, except as specifically
covered herein. Drugs andmedicines approved by the FDA for Experimental, Investigational or Unproven use except when
prescribed for the treatment of cancer or chronic fatigue syndrome under a clinical trial or study approved by the Plan.

Drugs and medicine approved by the FDA for Experimental, Investigational or Unprovenuse orany drugthathasbeen
approved by the FDA forless thanone(l)year.
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7.67

7.68

7.69

Evidence of Coverage

Physician-assisted Suicideand any information, services or pharmaceuticals associated.

Healthcare services froman out of network Provider for non-emergent, sub-acute inpatientor outpatient services at any of the
following non-Hospital facilities : Alternate Facility, Free Standing Facility, Residential Treatment Center, Inpatient
Rehabilitation Facility or Skilled Nursing Facility received outside ofthe Member’s state ofresidence. For the purpose of this
exclusion the "state ofresidence” is the state where the Member is a legalresident, plus any geographically bordering
adjacent state or, fora Memberwho is a student, the state where they attend school during the school year. This exclusion
does notapply in the case ofan Emergency or if prior authorization has been obtained in advance.

Transitional Living.

High intensity residential care, including American Society of Addiction Medicine (ASAM) Criteria, for Members with
substance-related and addictive disorders who are unable to participate in their care due to significant cognitive impairment.

Pharmacy Specific Exclusions

7.70

7.71

7.72

7.73

7.74

7.75

7.76

7.77

7.78

7.79

7.80

7.81

7.82

Prescription Drug furnished by the local, state or federal government. Any Prescription Drug tothe extentpayment or
benefits are provided oravailable fromthe local, state or federal government (for example, Medicare) whether ornot
payment or benefits are received, except as otherwise provided by law.

Nutritional supplements, vitamins, herbal medicines, appetite suppressants, and over-the-counter drugs, except as specifically
covered herein. Drugs andmedicines approved by the FDA for Experimental, Investigational or Unproven use except when
prescribed for the treatment of cancer or chronic fatigue syndrome under a clinical trial or study approved by the Plan. Any
drug that has beenapproved by the FDA forless thanone (1) year.

Prescription Drugs for any condition, Injury, lllness or Mental Illness arising outof, or in the course of, employment for
which benefits are available under any workers’ compensation law or other similar laws, whether ornot a claim for such
benefits is made or payment or benefits are received.

Any product dispensed for the purpose ofappetite suppression or weightloss.
Medications used for cosmetic purposes.

Prescription Drug Products when prescribed to treat infertility.

Any medicationthatis used forthe treatmentoferectile dysfunction or sexual dysfunction.

Hypodermic needles, syringes, or similar devices used for any purpose other than the administration of Specialty Covered
Drugs.

Except as otherwise specifically provided, Prescription Drugs related to medical services which are not co vered under the
HPN EOC.

Drugs for which prescriptions are written by a licensed Provider foruse by the Provider or by his or her immediate family
members.

Prescription Drugs, including Covered Drugs, dispensed by a Non-Plan Provider, except in the case of Emergency Services
and Urgently Needed Services.

Drugs orsupplies available over-the-counter that donot require a prescription order or refill by federal or state law before
being dispensed, unless HPN has designated the over-the-counter medication as eligible for coverage as if it were a
Prescription Drugand it is obtained with a Prescription Order or Refill from a Physician. Prescription Drugs thatare
available in over-the-counter formor comprised of components that are available in over-the-counter formorequivalent.
Certain Prescription Drugs that HPN has determined are Therapeutically Equivalentto an over-the-counter drug. Such
determinations may be made up to sixtimes during a calendar year,and HPN may decide at any time to reinstate be nefits for
a Prescription Drug that was previously excluded under this provision.

General vitamins, except the following which require a prescription order or refill: prenatal vitamins; vitamins with fluorid e;
and single entity vitamins.
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7.83

7.84

7.85

7.86

7.87

7.88

7.89

7.90

7.91

7.92

7.93

7.94

7.95

7.96

7.97

7.98

7.99

7.100

7.101

Any product for which the primary useis a source ofnutrition, nutritional supplements, or dietary management of disease,
even when used for the treatmentoflllness or Injury except for Prescription Drug Products thatare enteral formulas
prescribed for the treatment of inherited metabolic diseases as defined by state law.

Certain Prescription Drugs that are FDA approved as a package with a device or application, including smart package sensors
and/orembedded drug sensors. This exclusiondoes notapply to a deviceor application that assists you with the
administration ofa Prescription Drug.

Any Prescription Drug for which the actual charge to the Member is less than theamount due under this Plan.

Any refill dispensed more than one (1) year from the date ofthe latest prescription order or as permitted by applicable law of
the jurisdiction in which the drugis dispensed.

Prescription Drugs as a replacement for a previously dispensed Prescription Drug that was lost, stolen, broken or destroyed.

Coverage for Prescription Drugs forthe amount dispensed (days’ supply, quantity limitation, dose, regimen, or frequency)
which is less than or exceeds the supply limit.

Compounded drugs thatdo not contain at least oneingredient that has been approved by the U.S. Food and Drug
Administration (FDA)andrequires a Prescription Order or Refill. Compounded drugs that are available as a similar
commercially available Prescription Drug. (Compounded drugs that contain at least oneingredient that requires a
Prescription Order or Refill are assigned to tier Il or IV).

Prescriptions for Covered Drugs for which Prior Authorizationis required but not obtained.

Experimental, Investigational or Unproven services and medications; medication used for experimental indications and/or
dosage regimens determined by the Plan to be Experimental, Investigational or Unproven except when prescribed for the
treatment of cancer or other life-threatening dis eases or conditions, chronic fatigue s yndrome, cardiovascular disease, surgical
musculoskeletal disorder ofthe spine, hip and knees, and other diseases or disorders which are not life threatening or study
approved by the Plan.

A Prescription Drugthatcontains an active ingredient(s) which is (are) a modified version ofand/or Therapeutically
Equivalent to a Covered Drug may be excluded as determined by the Plan.

Prescription Drugs dispensed outside the United States, except as required for emergency treatment.

Covered Drugs which are prescribed, dispensed or intended foruse during an Inpatientadmission.

Biosimilar Prescription Drugs.

Publicly available software applications and/or monitors thatmay be available with or withouta Prescription Order or Refill.
Covered Drugs that are not FDA approved for a specific diagnosis.

Drugs and medicine approved by the FDA for Experimental, Investigational or Unprovenuse.

Drugs and medicine that havebeenapproved by the FDA forless thanone(1)year.

Drugs not approved by the FDA.

Unit dose packaging andrepackaging of Prescription Drugs.

SECTION 8. Limitations

This sectiontells you when HPN's duty toprovide orarrange for services is limited.

| 8.1

Liability

HPN will notbe liable forany delay or failure to provide orarrange for Covered Services ifthe delay or failure is caused by the
following:
e Naturaldisaster.
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War.

Riot.

Civil insurrection.
Epidemic.

ny other emergency beyond HPN’s control.

In the eventofone ofthesetypes of emergencies, HPN and its Plan Providers will provide the Covered Services shown in this EOCto
the extent practical according to their best judgment.

|82

Calendar Year and Lifetime Maximum Benefit Limitations

Please see the Attachment A Benefit Schedule for Calendar Year maximums or lifetime maximums applicable to certain benefits.

| 8.3

Reimbursement

Reimbur:

sement for Covered Services approved by HPN and provided by a Non-Plan Provider outside HPN’s Service Area shallbe

limited to the average payment which HPN makes to Plan Providers in HPN’s Service Area.

SECTION 9. Coordination of Benefits (COB)

This sectiontells you how other health insurance you may have affects your coverage underthis Plan. NOTE: This plan is always
secondary to a stand-alone dental plan for certain services pursuant to Nevada state regulations.

19.1

The Purpose of COB

Coordination of Benefits (COB) is intended to help contain the costofproviding healthcare coverage. Whenan individual person has

dualcov

erage through HPN and another healthcare plan, the COB guidelines outlined in this Section apply. The COB guidelines

explain how, in a dualhealthcare coverage situation, benefits are coordinated or shared by eachplan.

9.2

Benefits Subjectto COB

All of the healthcare benefits provided under this EOC are subject tothis Section. The Memberagrees to permit HPN to coordinate its
obligations under this EOC with payments under any other Group Health Benefit Plan thatcovers the Member.

193

Definitions

Some words in this Section have a special meaningto meet the needs ofthis Section. These words and their meaning whenusedare:

(a) “Plan” will mean an entity providing Group healthcare benefits or services by any ofthe following methods:

L.

5.

The
and

Insurance or any other arrangement for coverage for individuals whether on an insured oruninsured basis, including the
following:

a. Hospitalindemnity benefits with regard to the amountin excess of $30 perday.
b. Hospitalreimbursement typeplans which permit the insured personto elect indemnity benefits at the time of claim.
Service plan contracts, group practice, individual practice and other prepayment coverage.

Any coverage for students that is sponsored by, or provided through, school or other educational institutions, other than
accident coverage for grammar school or high schoolstudents thatthe parent pays the entire premium.

Any coverage under labor managementtrusteed plans, union welfare plans, employer organization plans, employee benefit
plans, oremployee benefit organization plans.

Coverage under a governmental program, including Medicare and workers' compensation plans.

term "Plan" will be construed separately with respect to each policy, contract or other arrangement for benefits or services
separately with respect to that portion ofany such policy, contractor other arrangement which reserves theright to take the

benefits orservices of other Plans into consideration in determining its benefits and thatportion which does not.
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(b) “Allowable Expense” means the Eligible Medical Expenses orthe Recognized Amount, when applicable, for Medically
Necessary Covered Services. When a Plan provides benefits in the formofservices rather than cash payments, the reasonable
cash value ofeachservice rendered shallbe an Allowable Expense and a benefit paid.

(c) “ClaimDetermination Period” means the Calendar Year.

(d) “PrimaryPlan” means a Plan that, in accordance with the rules regarding the order of benefits determination, provides benefits
or benefit payments without considering any other Plan.

(e) “SecondaryPlan” means a Plan that in accordance with the rules regarding the order ofbenefit determination, may reduceits
benefits or benefit payments and/or recover fromthe Primary Plan benefit payments.

| 94 When COB Applies

COB applies when a Member covered under this Plan is also entitled to receive payment for or provision of some orall ofthe same
Covered Services fromanother Plan.

| 9.5 Determination Rules

The rules establishing the order of benefit determination are:
(a) Non-Dependent or Dependent. A Plan that coversthe personas a Subscriberis primary to a Plan that covers the personas a
Dependent.

(b) Dependent Child of Parents Not Separated or Divorced. Except as stated in 10.5(c) below, when this Plan and another Plan
coverthe same child as a Dependent of different parents:

1. The Plan ofthe parent whosebirthday falls earlierin the Calendar Yearis primary to the Plan ofthe parent whose birthday
falls laterin the year.

2. Ifboth parents have the same birthday, the Plan thathas covered a parent fora longer period of time is primary.

3. [Ifthe otherPlan does nothave therule described in (1) immediately above, butinstead has arule basedon thegenderofthe
parent, and if, as aresult, the Plans do notagree on the order of benefits, the rule in the other Plan will determine the order of
benefits.

(c) Dependent Child of Separated or Divorced Parents. If two (2) or more Plans covera personas a Dependent child ofdivorced
or separated parents, benefits for the child are determined in this order:

1. Ifthereis a court decreethatwould establish financial responsibility for the medical, dental or other healthcare expenses with
respect tothe child, thebenefits ofa Plan that covers the child as a Dependentofthe parent with such financial res ponsibility
shallbe determined before thebenefits ofany other Plan that covers the child as a Dependent child;

2. Second,thePlan ofthe parent with custody ofthe child;

3. Third, the Plan ofthe spouse (stepparent) ofthe parent with custody ofthe child;

4. Finally, the Plan ofthe parent not having custody ofthe child.

(d) Active/Inactive Subscriber. A Plan that coversaperson as a Subscriber who is neither laid-offnorretired (or that Subscriber's
Dependents) is primary to a Plan that covers that personas a laid-offorretired Subscriber (or that Subscriber's Dependents). If
the other Plan does not havethis rule, andifas aresult, the Plans do not agree on the order of benefits, thisrule (d) is ignored.

(e) Longer/Shorter Length of Coverage. If none ofthe above rules determines the order of benefits, the Plan thatcovered the
personforalongerperiod oftime is primary to the Plan which coveredthat person for the shorter time period.

Two consecutive Plans shall be treated as one Plan if:

1. Thatpersonwas eligible underthe second Plan within 24 hours after the termination ofthe first Plan; and

2. There was a change in the amount orscope ofa Plan's benefits or there was a change in the entity paying, providing or
administering Plan benefits; or

3. There was a change fromone typeofPlan to another (e.g., single employer to multiple employer Plan).

(f) If No COB Provision. If anotherPlan does notcontain a provision coordinating its benefits with those ofthis Plan, the benefits
of such other Plan will be considered primary.
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9.6 How COB Works

Plans use COBto decide which healthcare coverage programs should be the Primary Plan forthe Covered Service. Ifthe Primary
Plan payment is less thanthe charge forthe Covered Service, thenthe Secondary Plan willapply its Allowable Expense to theunpaid
balance. Benefits payable under another Plan include the benefits that would have been payable ifthe Memberhad filed a claim for
them.

| 9.7 Rightto Receive and Release Information

In orderto decide ifthis COB Section (orany other Plan's COB Section) applies to a claim, HPN (without the consentofornotice to
any person) has the right to the following:

(a) Releaseto any person, insurance company or organization, thenecessary claiminformation.

(b) Receive from any person, insurance company or organization, the necessary claiminformation.

(c) Require any person claiming benefits under this Plan to give HPN any information needed by HPN to coordinate those benefits.

| 9.8 Facility of Payment

If another Plan makes a paymentthatshould havebeenmade by HPN, then HPN has the right to pay the other Plan any amount
necessary to satisfy HPN's obligation. Any amount paid shallbe deemed to be benefits paid under this Plan, and to the exten t of such
payments, HPN shall be fully discharged fromliability under this Plan.

| 9.9 Right to Recover Payment

If the amount ofbenefit payment exceeds the amount needed to satisfy HPN's obligationunder this section, HPN has the right to
recoverthe excess amount fromone ormore of the following:

(a) Any persons to or for whomsuch payments were made.

(b) Any groupinsurance companies orservice plans.

(c) Any otherorganizations.

| 9.10  Failure to Cooperate

If a Member fails to cooperate with HPN’s administration ofthis section, the Member may be responsible for the expenses for the
servicesrendered and iflegal action is taken, a court could make the Member res ponsible forany legal expenseincurred by HPN to
enforce its rights under this section.

Member cooperation includes the completion ofthe necessary paperwork that would enable HPN to collect payment fromthe Primary
Plan for services. Anybenefits paid to the Member in excess ofactual expenses mustbe refunded to HPN.

( SECTION 10. Subrogation

Ifa Member's Illness or Injury is caused by a third party, and the Member has theright to recover damages fromthat third party, HPN
will provide or make payment for Covered Services related tosuchIllness or Injury. Acceptance ofsuch Covered Services or
payment shall constitute consent to the provisions ofthis section.

10.1  Member Reimbursement Obligation

Ifa Memberreceives payment for medical services and supplies froma third party through a suit or settlement, the Member will be
obligated toreimburse HPN for either the actual cost incurred by HPN or the reasonable value of services for benefits provided under
this Plan forsuch services and supplies, butno more thanthe amountthe Memberrecovers.

10.2  HPN’s Right of Recovery

HPN shallplace a lien on all funds recovered by the Member either the actual costincurredby HPN orthe reasonable value forthe
services and supplies provided to theMember. HPN may give notice ofthat lien to any party who may have contributed to the loss.

HPN has the right to be subrogated to the Member's rights to the extent ofthe benefits payable for Covered Services received under
this Plan. This includes HPN's right to bring suit against a third party in the Member's name.

10.3  Member Cooperation

The Member must take suchaction, furnish such information and assistance, and execute such instruments as HPN may require to
facilitate enforcementofits rights under this provision. The Member shalltake no action prejudicing therights and interests of HPN
under this provision.
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Any Memberwho fails to cooperate in HPN's administration ofthis section shall be responsible forthe actual cost ofthe services
rendered in connection with theIllness or Injury caused by a third party.

SECTION 11. General Provisions i

| 11.1  Relationshipof Parties |

The relationship between HPN and Plan Providers is an independent contractor relationship. Plan Providers are not agents or
employees of HPN; noris HPN, or any employee of HPN, an employee oragent ofa Plan Provider. HPN is not liable for any claim
or demand on account of damages as a result of, or in any manner connected with, any Injury suffered by a Member while receiving
care from any Plan Provider orin any Plan Provider's facility. HPNis not bound by statements or promises made by its Plan
Providers.

| 11.2  Entire Agreement

This EOC, including the Attachment A Benefit Schedule and any other Attachments, Endorsements, Riders or Amendments toit, the
Member’s Enrollment Form, health statements, Member Identification Card, and all other applications received by HPN constitutes
the entire agreementbetween the Memberand HPN and as ofits Effective Date, replaces all other agreements between the parties.

Forthe duration oftime a Member’s coverage is continuously effective under HPN, regardless ofthe occurrence ofany specific Plan
or product changes during such time, all benefits paidby HPN underany andall such Plans on behalfofsuch Member shall
accumulate towards any applicable lifetime or other maximum benefit amounts as stated in the Member’s most current Plan
Attachment A Benefit Schedule to the EOC.

This policy, including the endorsements and the attached papers, ifany, constitutes the entire contract of insurance. No changein this
policy shallbe valid untilapproved by an executive officer of the insurer and unless such approval is endorsed hereon or attached
hereto. No agent has authority to changethis policy orto waive any of’its provisions.

In the event HPN decides to discontinue offering and renewing health benefit plans delivered orissued for delivery in this state, HPN
will provide notice ofits intention to all persons covered by the discontinued insurance at least ninety (90) days before the nonrenewal
of any health benefit plan by HPN.

11.3  Payment of Benefits |

Payment of benefits by HPN shallbe in cash or cash equivalents, orin a form of other consideration that HPN determines to be
adequate. Where benefits are payable directly to a Provider, such adequate consideration includes the forgiveness in whole or in part
of the amount the Provider owes to HPN, or to other Health Benefit Plans’ for which HPN makes p ayments where HPN has takenan
assignmentofthe other plans'recovery rights for value.

114  Contestability

Any and all statements made to HPN by Group and any Subscriber or Dependent, will, in the absence of fraud, be considered
representations and not warranties. Also,no statement, unless it is contained in a written application for coverage, shallbe usedin
defenseto a claimunder this Plan.

11.5  Authority to Change the Form or Content of this Plan

No agent oremployee of HPN is authorized to change the formor contentofthis Plan or waive any of'its provisions. Suchchanges
can be made only throughan amendmentauthorized and signed by an officer of HPN.

11.6 Identification Card

Cards issued by HPN to Members are foridentificationonly. Possessionofan HPNidentification card does notgive the holderany
right to services or other benefits under this Plan.

To be entitled to suchservices or benefits, the holder ofthe card must in fact be a Memberand allapplicable premiums must actually
have beenpaid. Anypersonnot entitledto receiveservices or other benefits will be liable for the actual costofsuchservices or
benefits.

| 11.7  Notice
Any noticeunder this Plan may be given by United States mail, first class, postage prepaid, addressedas follows:
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Health Plan of Nevada, Inc.

P.O. Box 15645
Las Vegas, Nevada 89114-5645

Notice to a Member will be sent to the Member's last known address.

| 11.8  Interpretation of the EOC

The laws of'the State ofissueshallbe applied to interpretation ofthis EOC. Where applicable, the interpretation ofthis EOCshallbe
guided by the direct-servicenature of HPN's operation as opposedto a fee-for-service indemnity basis.

| 11.9  Assignment

This Plan is not assignable by Group withoutthe written consent of HPN. The coverageand any benefits under this Plan are n ot
assignable by any Member without the written consent of HPN.

[ 11.10 Modifications

The Group makes HPN coverage available under this Plan to individuals who are eligible under Section 1. However, this Plan is
subject to amendment, modification or termination with sixty (60) days written noticeto the Group without the consent or concurrence
ofthe Members.

By electing medical coverage with HPN oraccepting benefits under this Plan, allMembers legally capable of contracting, and the
legalrepresentatives ofall Members incapable of contracting, agreeto all terms and provisions.

| 11.11 Clerical Error

Clerical errorin keeping any record pertaining to the coverage will not invalidate coveragein force or continue coverage terminated.

| 11.12 Policies and Procedures

HPN may adopt reasonable policies, procedures, rules and interpretations to promote the orderly and efficient administration ofthis
Plan with which Members shall comply. Thesepolicies and procedures are maintained by HPN at its offices. Such policies and
procedures may havebearing on whether a medical service and/or supply is covered.

| 1113 Overpayments

If HPN pays benefits for expenses incurred on account ofan enrolled Member, that Member or any other person or organization that
was paid, must make a refund to HPN if any ofthe following apply:

e Iftherefund is due fromthe Memberand the Member does not promptly refund the fullamount, HPN may recoverthe
overpaymentby reallocating the overpaid amount to pay, in whole orin part, future benefits forthe Member that are payable
underthe policy. Ifthe refund is due froma person or organization other than the Member, HPN may recover the overpayment by
reallocating the overpaid amount to pay, in whole or in part;

o future benefits that are payable in connection with services provided to other Members under the policy; or

o future benefits that are payable in connection with s ervices provided to persons under other plans for which we make
payments, pursuantto a transaction in which HPNs overpayment recovery rights are assigned to such other Health
Benefit Plan’s in exchange for such Plans' remittance oftheamount ofthe reallocated payment.

| 11.14 CostContainment Features

This Plan contains at least the following cost containment provisions including, but not limited to:
(a) Preventive healthcare benefits.

(b) The Managed Care Program.

(c) Benefit limitations on certain services.

(d) Member Cost-share.

| 11.15 Release of Records

Each Member authorizes the Physician, Hospital, Skilled Nursing Facility or any other Provider ofhealthcare to permit the
examination and copying ofthe Member's medical records, as requested by HPN.
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Information frommedical records and informationreceived fromPhysicians or Hospitals incident to the Physician/Patient rela tionship
or Hospital/Patientrelationship shall be kept confidential and except for use in connection with government requirements established
by law orthe administration ofthis Plan, records may not be disclosed to any unrelated third party without the Member’s consent.

11.16 Reimbursementfor Claims |

Non-Plan Providers may require immediate payment for their services and supplies. When seeking reimbursement fromHPN for
expenses incurred in connection with services received fromNon-Plan Providers, the Member must complete a Non-Plan Provider
Claim Form and submit it to the HPN Claims Department with copies ofall of the medical re cords, bills and/or receipts fromthe
Provider. Non-Plan Provider Claim Forms can be obtained by calling the Member Services Departmentat 1-800-777-1840.

If the Memberreceives a bill for Covered Services froma Non-Plan Provider, the Member may request that HPN pay the Provider
directly by sendingthebill, with copies ofallmedical records and a signed completed Non -Plan Provider Claim Form, to the HPN
Claims Department.

HPN shallapproveor deny a claim within thirty (30) days afterreceiptofthe claim. If the claimis approved, the claimshallbe paid
within thirty (30) days fromthe date it was approved. Ifthe approvedclaimis not paid within that thirty (30) day period, HPN shall

pay interest on the claimat the rate set forth by applicable Nevadalaw. The interestwill be calculated fromthirty (30) days afterthe
date on which the claimis approved until the date upon which theclaimis paid.

HPN may request additional informationto determine whether to approve or deny the claim. HPN shallnotify the Provider ofits
requestfor additional information within twenty (20) days afterreceipt oftheclaim. HPN will notify the Provider ofthe h ealthcare
services of all the specific reasons forthe delay in approving or denying the claim. HPN shallapproveordeny the claimwithin thirty
(30) days afterreceiving the additional information. Ifthe claimis approved, HPN shall pay the claimwithin thirty (30) days afterit
receives theadditional information. Ifthe approved claimis not paid within thattime period, HPN shall pay interest on the claimin
the mannerset forthabove.

If HPN denies the claim, notice to the Member will include the reasons forthe rejection and the Members right to file a written
complaint as set forth in the Appeals Procedures Section herein.

| 11.17 Timely Filing Requirement |

All claims must be submitted to HPN within sixty (60) days fromthe date expenses were incurred, unless it shallbe shownnotto have
been reasonably possible to give notice within the time limit, and that notice was furnished as soon as was reasonably possib le. If
Member authorizes paymentdirectly to the Provider, a check willbe mailed to that Provider. A checkwill be mailed to the Member
directly if payment directly tothe Provideris not authorized. The Member will receive an explanation ofhow the payment was
determined.

No payments shallbe made under this Plan with respectto any claim, including additions or corrections to a claimwhich has already
been submitted, thatis not received by HPN within twelve (12) months afterthe date Covered Services were provided. Inno event
will HPN pay more than HPN's Eligible Medical Expenses orthe Recognized Amount, whenapplicable, forsuch services.

| 11.18 Gender References |

Whenevera masculine pronoun is used in this EOC, it also includes the feminine pronoun.

| 11.19 Legal Proceedings |

No action oflaw orequity shallbe brought to recover onthe Plan priorto the expiration ofsixty (60) days after proofofclaimhas
been filed in accordance with the requirements ofthe Plan. No suchaction shallbe broughtat any time unless brought within the time
limit allowed by the laws ofthe jurisdiction ofissue.

If the laws ofthe jurisdiction ofissue donot designate the maximum length oftime in which such actionmay be brought, no action
may be brought after the expiration ofthree(3) years fromthe time proofofloss is required by the Plan.

[11.20  Availability of Providers |

HPN does notguarantee the continued availability ofany specific Plan Provider.

| 11.21 Physician Incentive Plan Dis closure |

You are entitled to askif HPN has special financial arrangements with their contracted Physicians thatmay affect Referral services,
such as lab tests and hospitalizations that you might need. To receiveinformationregarding contracted Physician payment
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arrangements, please callthe Member Services Department at the number listed onpage 3 ofthis EOC. This information will be sent
to you within thirty (30) days ofthe date that you make yourrequest.

HPN will provide information on the financial arrangements thatthey have with their contracted Physicians to any requesting

Member. The following information is available uponrequest, to current, previous and potential Plan Members:

1.  Whetherthe managed care organizations’ contracts or subcontracts include Physicianincentive plans that affectthe useof
Referral services.

2. Information on the typeofarrangements used.

3. Whetherspecialinsurance called stop-loss protection is required for Physicians or Physician groups.

11.22 Provisions Deemedto be in Compliance for National Accounts

This Plan meets the requirements for a Federally Qualified HMO foronly " those Groups defined as National Accounts. Forthe
purposes ofthis Plan, a National Account is defined as a company with a principal office located outside the state of Nevada, with
employees located in multiple states, to include Nevada. With respectto National Accounts, provisions ofthe HPN EOC that are
determined by theappropriateregulatory agency not to be in compliance or agreement with applicable regulations for Federally
Qualified HMOs, are hereby amended in accordance with such requirements.

11.23 Authorized Representative

A Membermay elect to designate an “Authorized Representative” to acton their behalfto pursue a Claim for Benefits orthe appeal of
an Adverse Benefit Determination. The termMemberalso includes the Member’s Authorized Representative, where applicable and
appropriate. To designate an Authorized Representative, a written notice, signed and dated by the Member, is required. The notice
must include the fullname ofthe Authorized Representative and must indicate specifically for which Claim for Benefits orappeal the
authorizationis valid. The notice should be sent to:

Health Plan of Nevada, Inc.

Attn: Customer Response and Resolution Dept.
P.O. Box 15645

Las Vegas, NV 89114-5645

Any correspondence fromHPN regarding thespecified Claim for Benefits orappeal will be provided to boththe Member and his
Authorized Representative.

In case ofan UrgentCare Claim, a healthcare professional with knowledge ofthe Member’s medical condition shall be permitted to
act as an Authorized Representative ofthe Member without designation by the Member.

11.24 Failure to Obtain Prior Authorization

The Member’s Provider must initiate allrequests for Prior Authorization. Ifa Physician or Member fails to follow the Plan’s
procedures for filing a request for Prior Authorization (Pre-Service Claim), the Membershall be notified ofthe failure and the proper
procedures to be followed in order to obtain Prior Authorization. The Member’s request for Prior Authorization must be received by
an employee orby the department ofthe Plan customarily responsible forhandling benefit matters. The original requestmust
specifically name the Member, the specific medical condition or symptomand the specific treatment, service or product for which
approvalis requested. The Membernotification of correct Prior Authorization procedures fromthe Plan shallbe provided as soonas
possible, butnotlaterthan five (5) days (twenty-four (24) hours in the case ofan Urgent Care Claim) following the Plan’s receiptof
the Member’s originalrequest. Notificationby HPN may be oralunless specifically requested in writing by the Member.

11.25 Timing of Notification of Benefit Determination

Concurrent Care Decision - [f HPN has approved an ongoing course oftreatmentto be provided over a period oftime ornumber of
treatments and reduces or terminates coverage of such course oftreatment (other than by Plan amendment or termination) before the
end of such period oftime ornumber of treatments, HPN will notify the Member at a time sufficiently in advance ofthe reduc tionor
termination to allow the Member to appeal and obtaina determination before the benefit is reduced or terminated. Subjectto the
following paragraph, suchrequestmay be treated as a new Claim for Benefits and decided within the timeframes applicable to eithera
Pre-Service Claim or a Post-Service Claim, as appropriate. Provided, however, any appeal of such a determination must be made
within a reasonable time and may not be afforded the full 180 day period as described in the Appeals Procedures Section herein.

Any request by a Memberto extend the course oftreatment beyond the period oftime or number of treatments for an UrgentCare

Claim shallbe decided as soon as possible. HPN shallnotify the Member within twenty-four (24) hours afterreceiptofthe Claim for
Benefits by the Plan, provided that the requestis received at leasttwenty-four (24) hours prior to the expiration ofthe authorized
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period oftime ornumber oftreatments. Ifthe request is notmade at least twenty-four (24) hours priorto theexpiration ofthe
authorized period oftime or number of treatments, the request will be treated as an Urgent Care Claim.

11.26 Notification of an Adverse Benefit Determination

If youreceive an Adverse Benefit Determination, youwill be informed in writing of the following:

e Thespecific reason orreasons forupholding the A dverse Benefit Determination;

e Reference to the specific Plan provisions on which the determination is based;

e A description ofany additional material or information necessary for the Claim for Benefits to be approved, modified orre versed,
and an explanation of why such material or information is necessary;
A description ofthe review procedures and the time limits applicable to such procedures;
ForMember’s whose coverageis subjectto ERISA, a statementofthe Member’s rightto bring a civil action under ERISA
Section 502(a) following an appeal ofan Adverse Benefit Determination, ifapplicable;

e A statementthat anyinternalrule, guideline, protocol or other similar criteria that was relied on in making the determination is
available free of charge uponthe Member’s request; and

e Ifthe Adverse Benefit Determination is based on Medical Necessity or Experimental, Investigational or Unproven treatment or
similar exclusion or limit, either an explanation ofthe scientific or clinical judgment ora statementthat such explanation will be
provided free of charge.

| 11.27 Prior Healthcare Coverage |

If the Member has prior coverage that, as required by state law, extends benefits for a particular condition or a disability, HPN will not
pay benefits for health care services for thatcondition or disability until the prior coverage ends. HPN will pay benefits as o fthe day
coveragebegins underthe Plan forall other Covered Services thatare not related to the condition or disability for which the Member
has othercoverage.

SECTION 12. Pharmacy Provisions [

| 12.1  Obtaining Covered Drugs |

Benefits for Covered Drugs are payable subject to the following conditions:

e A DesignatedPlan Pharmacy must dispensethe Covered Drug, except as otherwisespecifically provided herein.

e A Generic Covered Drug will be dispensed when available, subjectto the prescribing Provider’s “Dis pense as written”
requirements.

e Benefits for Specialty Covered Drugs as defined herein are payable subject to the applicable tier Copayment and/or Coinsurance
for up to a 30 day supply. Ifyourequire certain Covered Drugs, including, butnotlimited to, Specialty Drugs, HPN may direct
you to a Designated Plan Pharmacy with whomHPN has an arrangementto provide those Covered Drugs. Ifyou choose not to
use the Designated Plan Pharmacy and instead havethe Specialty Covered Drugs dispensed by a non-Designated Plan Retail
Pharmacy, you will be responsible for paying the two times amount ofthe Specialty Covered Drug Tier cost-share as stated in the
applicable plan Attachment A, Schedule of Benefits.

e  When aPrescription Drug is packaged or designed to deliver in a mannerthat provides more thana consecutive thirty (30) day
supply, the Cost-share thatapplies will reflect the number of days dispensed.

12.2  Designated Plan Pharmacy Benefit Payments |

Benefits for Covered Drugs obtained at a Designated Plan Pharmacy are payable according to the applicable benefit tiers described
below, subjectto the Member obtaining any required Prior Authorization or meeting any applicable Step Therapy requirement.

Tier I —is the low Cost-share option for Covered Drugs.

Tier I —is the midrange Cost-share option for Covered Drugs.
Tier I —is the high Cost-share option for Covered Drugs.
Tier IV —is the highest Cost-share option for Covered Drugs.
Mandatory Generic benefitprovision applies when:

e aBrand Name Covered Drug is dispensed and a Generic Covered Drug equivalentis available. After satisfying any
applicable CYD, the Member will pay the applicable tier Copaymentand/or Coinsurance plus the difference between the
Eligible Medical Expenses orthe Recognized Amount, when applicable, ofthe Generic Covered Drug and ofthe Brand
Name Covered Drug to the Designated Plan Pharmacy for each Therapeutic Supply. The difference in the amount between
such Brand Name and Generic Covered Drug paid by the Member does not accumulate to any otherwise applicable plan
Calendar Year Prescription Drug Deductible, overall plan CYD or annual Out of Pocket Maximum.
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When a Drug is dispensed through the Mail Order Plan Pharmacy, benefits are subject to theapplicable tier Copaymentand/or
Coinsurance per Mail Order Therapeutic Supply.

12.3  Emergency or Urgently Needed Services Prescription Drugs |

Dispensedby a Plan Pharmacy. When a prescriptionis written by a Non-Plan Provider in connection with Emergency Services or
Urgently Needed Services as defined in the HPN EOC, the Member will pay to the Plan Pharmacy at the time the Covered Drug is
dispensed, the Cost-share amountsubject to the applicable tier benefit.

Dispensedby a Non-Plan Pharmacy. When a prescription is written by a Non-Plan Provider in connection with Emergency
Services or Urgently Needed Services as defined in the HPN EOC, the Member will pay to the Non-Plan Pharmacy at the time the
Covered Drug is dispensed, the fullcostofthe Covered Drug subjectto the Non-Plan Pharmacy Benefits Paymentsubsection.

12.4  Non-Plan Pharmacy Benefit Payments |

In order for claims for Covered Drugs obtained at a Non-Plan Pharmacy to be eligible for benefit payment, the Member must complte
and submit a Pharmacy Reimbursement Claim Form with the prescription label andregister receiptto HPN orits designee.

Benefit payments are subject to the limitations and exclusions set forth in the HPN EOC as follows:

1. WhenanyCovered Drugis dispensed, the benefit payment willbe subject to HPN’s Eligible Medical Expenses or the Recognized
Amount, whenapplicable, and any applicable tier Copaymentand/or Coinsurance. The Member is responsible forany amounts
exceeding HPN’s benefit payment.

2. The Mandatory Generic benefit provisionapplies when any Brand Name Covered Drug is dispensed and a Generic Covered Drug
equivalentis available. The benefit payment is subject to HPN’s Eligible Medical Expenses or the Recognized Amount, when
applicable, ofthe Generic Covered Drug less the applicable tier Copayment and/or Coinsurance. The Member is responsible for
any amounts exceeding HPN’s benefit payment.

3. No benefits are payable if HPN’s Eligible Medical Expenses orthe Recognized Amount, when applicable, ofthe Covered Drug is
less than the applicable Copaymentand/or Coinsurance.

12.5 90 Day Retail Plan Network (¥ and Mail Order Plan Pharmacy Benefit Payments

Benefits for Covered Drugs are available when dispensed by an HPN Retail® and Mail Order Plan Pharmacy subjectto theapplicable
tier Copayment. Information onhow to obtain Mail Order Drugs is provided in the Mail Order Brochure provided after enrollment
with HPN.

™ Applies toselect retail pharmacies, please consult your Provider directory.

12.6  Limitations |

Prior Authorization or Step Therapy may be required for certain Covered Drugs.

Benefits are available forrefills of Covered Drugs, including prescription eye drops and opioids, only when dispensed as ordered
by aduly licensed health care provider. Refills are provided once a given amountofthe Covered Drug is used throughthecourse
of therapy; amounts vary by thetype of Covered Drug. Refill dates of Covered Drugs can be aligned so that drugs thatare
refilled at the same frequency canbe refilled concurrently.

e A pharmacy may refuse to fill or refill a prescription order when in the professional judgmentofthe pharmacistthe prescrip tion
shouldnot befilled.

e Benefits forprescriptions for Mail Order Drugs submitted following HPN’s receipt ofnoticeof Member’s termination will be
limited to the appropriate Therapeutic Supply fromthe date suchnotice ofterminationis received to the Effec tive Date of
termination ofthe Member.

e Benefits are not payable ifthe Member is directed to a Designated Plan Pharmacy and chooses not to obtain the Covered Drug
from that Designated Plan Pharmacy.

e [fHPN determines thatthe Member may be using Prescription Drugs in a harmful or abusive manner, or with harmful frequency,
the Member’s selection of Plan Pharmacies may be limited. If this happens, HPN may require the Member to select a single Plan
Pharmacy that will provide and coordinate all future pharmacy services. Benefit coverage willbe paid only if the Memberuses
the assigned single Plan Pharmacy. Ifa selection is notmade by the Member within thirty-one (31) days ofthedateof
notification, then HPN will select a single Plan Pharmacy forthe Member.

e  Certain Specialty Prescription Drugs may be dispensed by the Designated Pharmacy in fifteen (15) day supplies up to ninety (90)
days andat a pro-rated Copayment or Coinsurance. The Member will receive a fifteen (15) day supply ofthe Specialty
Prescription Drug Productto determine ifthe Member will tolerate the Specialty Prescription Drug Productprior to purchasing a
full supply. The Designated Pharmacy will contact theMember each time prior to dispensing the fifteen (15) day supply to

22H KN_EOC_STATE RX Page 43



Evidence of Coverage
confirmif the Member is tolerating the Specialty Prescription Drug Product. The list ofthese certain Specialty Prescription
Drugs is available throughreview ofthe HPN Prescription Drug List (PDL).

e [fa Prescription Drugis excluded fromcoverage, theMember or representative may requestan exceptionto gain access tothe
excluded Prescription Drug. Exceptions donotapply to drugs that are considered benefit exclusions, such as drugs forsexual
dysfunction, cosmetic products and in fertility.

To make a request, contact HPN in writing or call the toll-free number on yourID card. Please note, ifthe request foran
exception is approved by HPN, the Member may incurthe cost ofthe excepted Prescription Drugat the highesttier. If the request
requires immediate action and a delay could significantly increase a healthrisk orthe ability regain maximum function, call HPN
as soonas possible. HPN will provide a written or electronic determination within seventy-two (72) hours. Ifthe Memberis not
satisfied with HPNs determination ofthe exclusion exception, they may request an External Review. Please referto the Appeals
Procedure sectionherein for further information.

e HPN may have certain programs in which the Member may receive an enhanced or reduced benefit based on their actions such as
adherence/compliance to medication or treatmentregimens, and/or taking partin health management programs. Questions about
these programs can be directed to the Member Services telephone number on your ID card.

e HIV preventativedrugs, subject to reasonable managementtechniques as determined by Nevada state law, when prescribed by a
participating Pharmacist.

e Coverage forself-administered hormonal contraceptives, provided without a prescription, when a Pharmacistcomplies with the
providing requirements protocols ofthe State Board of Pharmacy.

12.7  Coverage Policies and Guidelines

HPNs Prescription Drug List (PDL) Management Committee is authorized to make tier placement changes on HPN’s b ehalf. The PDL
Management Committee makes the final classification ofan FDA -approved Prescription Drug to a certain tier by considering a
number of factors including butnot limited to, clinical and economic factors. Clinical factors may include, but are notlimited to,
evaluations ofthe placein therapy, relative safety orrelative efficacy ofthe Prescription Drug, as well as whether certain supply limits
or prior authorization requirements should apply. Economic factors may include, but are notlimited to, the Prescription Drug’s
acquisition costincluding, but not limited to, available rebates and assessments ofthe cost effectiveness ofthe Prescription Drug.

Some Prescription Drugs are more costeffective for specific indications as compared to others; therefore, a Prescription Drug may be
listed on multiple tiers according to the indication for which the Prescription Drug was prescribed, oraccordingto whether it was
prescribed by a Specialist Physician.

When considering a Prescription Drug for tier placement, the PDL. Management Committee reviews clinical and economic factors
regarding covered persons as a general population. W hether a particular Prescription Drug is appropriate foran individual covered
personis a determinationthat is made by the covered person and the prescribing Physician.

NOTE: the tier status ofa Prescription Drug may changeperiodically based onthe process described abovebut only at times
specified by NRS 687B.4095 . As aresult ofsuchchanges, you may be required to pay more orless for that Prescription Drug.

Questions about HPN’s PDLshouldbe directed to the Member Services Department at 1-877-545-7378 orthe PDL and the Pharmacy
Reimbursement Claim Form is available at http://healthplanofnevada.cony~/media/Files/HPN/pdf/Forms/OptumRx-
Reimbursement.ashx?la=en.

Coupons

HPN may not permit certain coupons or offers frompharmaceutical manufacturers or their affiliates to apply to theMember’s annual
CYD and/or Out of Pocket Maximumor to reduce the Member’s Copayments and/or Coinsurance. Costs defrayed forthe Memberas
a result of pharmaceutical coupons are not Eligible Medical Expenses, or the Recognized Amountwhenapplicable. Questions
regarding which coupons or offers are available canbe addressed at healthplanofnevada.com.

At various times, HPN may send mailings or provide other communications thatinclude a variety of messages, including informa tion
about prescription and non-prescription drugs. These communications may include offers that enable the Memberto purchase the
described productat a discount. In some instances, non-HPN entities may supportand/or provide content for these communications
and offers. Only the Member and the Provider can determine whether a change in prescription and/or non-prescription drug regimen is
appropriate forthe Member’s medical condition.

Variable Copayment Program

Certain Specialty Prescription Drugs are eligible for coupons or offers frompharmaceutical manufacturers or affiliates that may
reduce the cost forthe Member’s Prescription Drug and HPN may help the Member determine whether the Specialty Prescription
Drug is eligible for this reduction. Ifthe Memberredeems a coupon froma pharmaceutical manufacturer or affiliate, the Copayme nt
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and/or Coinsurance may vary. Please contact thetelephone number on your ID card foran available list of Specialty Prescription
Drugs. Ifthe Member chooses not to participate, they will pay the Copaymentor Coinsuranceas described in the Outpatient
Prescription DrugRider.

The amount ofthe couponwill not count toward any applicable Calendar Year Deductible or Out of Pocket Maximums.

Rebates and Other Payments

HPN may receive rebates for certain drugs included on the Prescription Drug List, including those drugs that a Member purchased
priorto meeting any applicable deductible. As determined by HPN, a portion ofanyrebates may be passed on to the Member and may
be taken into account in determining any applicable Copaymentand/or Cost-share.

HPN, and anumber of our affiliated entities, conduct business with pharmaceutical manufacturers separate and apart fromthe
Outpatient Prescription Drug benefit. Suchbusiness may include, but is notlimited to, data collection, consulting, educational grants
and research. Amounts received frompharmaceutical manufacturers pursuantto such arrangements are not related to this Outpatient
Prescription Drug benefit and, therefore, such amounts do not pass onto the Member.

SECTION 13. Appeals Procedures

The HPN Appeals Procedures are available to you in the eventyou are dissatisfied with some aspect ofthe Plan administration oryou
wish to appeal an Adverse Benefit Determination. This procedure does not apply to any problemofmisunderstanding or
misinformation that can be promptly resolved by the Plan supplying the Member with the appropriate information.

If a Member’s Plan is governed by ERISA, the Member mustexhaust the mandatory level ofappeal before bringing a claimin court
for a Claim of Benefits.

Concerns aboutmedical services are best handled at themedical servicesite level beforebeing broughtto HPN. If a Member c ontacts
HPN regarding an issuerelated to the medical service siteand has notattempted to work with the site staff, the Member may be
directed to that site totry to solve the problemthere, if the issueis not a Claim for Benefits.

The following Appeals Procedures will be followed if the medical service site matter cannotbe resolved at thesite orifthe concern
involves the Adverse Benefit Determination ofa Claim for Benefits. All Appeals willbe adjudicated in a manner designed to ensure
independence and impartiality on the part ofthe persons making the decision.

Informal Review: An AdverseBenefit Determination or medicalsite service complaint/concern which is directed tothe HPN
Member Services Department via phone or in person. Ifan Informal Review is resolved to the satisfaction ofthe Member, the matter
ends. The Informal Review is voluntary.

1%t Level Formal Appeal: Anappealofan Adverse Benefit Determination filed either orally orin writing which HPN’s Customer
Response and Resolution Department investigates. Ifa 1% Level Formal Appealis resolved to the satisfaction ofthe Member, the
appealis closed. The 1st Level Formal Appeal is mandatory if the Member is not satis fied with the initial determination and the
Memberwishes toappeal such determination.

2" Level Formal Appeal: Ifa 1* Level Formal Appealis notresolved to the Member’s satis faction,a Member may then file a 2™
Level Formal Appeal. A 2™ Level Formal Appealis submitted either orally orin writing and reviewed by the Grievance Review
Committee. The 2™ Level Formal Appealis voluntary forall Adverse Benefit Determinations. Appeals that meet expedite criteria are
not eligible for 2" Level Formal Appealand may be processed through the Expedited External Review process.

Grievance Review Committee: A committee in which the majority ofthose individuals who are voting members must be members
of an HPN Health Benefit Plan.

Member Services Representative: An employee of HPN that is assigned to assistthe Member orthe Member’s Authorized
Representativein filing a grievance with HPN orappealing an Adverse Benefit Determination.

13.1 Informal Review

A Member who has received an Adverse Benefit Determination ofa Claim for Benefits may request an Informal Review. All Informal
Reviews must be made to HPN’s Member Services Department within 180 days ofthe Adverse Benefit Determination. Informal
Reviews not filed in a timely manner will be deemed waived. The Informal Review is a voluntary level ofappeal.

Upon the initiation of an Informal Review, a Member must provide Member Services with at least the following information:
e the Member’s name (orname of Memberand Member’s Authorized representative), address, and telephone number;
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e the Member’s HPN membership number and Group name; and
e abriefstatementofthe nature ofthe matter, the reason(s) for the appeal, and why the Member feels thatthe A dverse Benefit
Determination was wrong,

The Member Services Representative will inform the Member thatuponreview and investigation ofthe rele vant information, HPN
will make a determination ofthe Informal Review. The determination will be made as soon as reasonably possible but will not exceed
thirty (30) days unless more time is required for fact-finding. Ifthe determination ofthe Informal Review is not acceptable to the
Memberand the Member wishes to pursue the matter further, the Member may file a 1* Level Formal Appeal.

13.2  1%tLevel Formal Appeal

When an Informal Review is not resolved in a manner that is satis factory to the Member or when the Member chooses notto file an
Informal Review and the Member wishes to pursue the matter further, the Member must file a 1®* Level Formal Appeal. The 1% Level
Formal Appealmust be submitted orally orin writing to HPN’s Customer Response and Resolution Department within 180 days of an
Adverse Benefit Determination. Such 180 days will run concurrently with the 180 day time period applicable to an Informal Review
as set forth herein. NOTE: 1* Level Formal Appealsnotfiled in a timely manner will be deemed waived with respectto the Adverse
Benefit Determination to which they relate.

The 1" Level Formal Appealshall contain at leastthe following information:

e the Member’s name (orname of Memberand Member’s Authorized Representative), address, and telephone number;

e the Member’s HPN membership number and Group name; and

e abriefstatementofthe nature ofthe matter, the reason(s) forthe appeal, and why the Member feels thatthe A dverse Benefit
Determination was wrong.

Additionally, the Member may submit any supporting medical records, Physician’s letters, or other information that explains why
HPN should approve the Claim for Benefits. The Member can request the assistance ofa Member Services Representativeat any time
during this process.

The 1* Level Formal Appeals should be sent or faxed to the following:
Health Plan ofNevada, Inc.
Attn: Customer Response and Resolution Department
PO Box 14865
Las Vegas,NV 89114

HPN will investigate theappeal. Whenthe investigationis complete, the Member will be informed in writing of the resolution within

thirty (30) days ofreceipt ofthe request forthe 1 Level Formal Appeal. This period may be extended one (1) time by HPN for up to

fifteen (15) days, provided thatthe extension is necessary due

e tomatters beyond the controlof HPN and

e HPN notifies the Member priorto the expiration ofthe initial thirty (30) day period ofthe circumstances requiringt he extension
and the date by which HPN expects torendera decision. Ifthe extensionis necessary dueto a failure ofthe Member to submit the
information necessary to decidethe claim, the notice of extensionshall specifically describe the required info rmationandthe
Membershallbe afforded at least forty-five (45) days fromreceipt ofthe notice to provide the information.

If HPN is unable to resolve the Members appeal as additional information is required, HPN will contact the Member to obtain their
permission to withdraw the appeal. The Member will receive written notification that the appeal has been withdrawn and advise of the
ninety (90) day timeframe in which to reopentheirappeal.

If the 1** Level Formal Appealresultsin an Adverse Benefit Determination, the Member will be informed in writing ofthe following:

e thespecific reasonorreasons forupholding the Adverse Benefit Determination;

o reference to the specific Plan provisions on which the determination is based;

e astatement that the Memberis entitled toreceive, upon request and free of charge, reasonable access to, and copies of, all
documents, records, and other information relevant to the Member’s Claim for Benefits;

e astatement describingany voluntary appeal procedures offeredby HPN and the Member’s right to receive additional information
describing such procedures;

o for Member’s whosecoverageis subjectto ERISA, a statementofthe Member’s right tobring a civilaction under ERISA Section
502(a) following an Adverse Benefit Determination, ifapplicable;

e astatement that any internal rule, guideline, protocol or other similar criteria that was relied on in making the determinationis
available free of charge uponthe Member’s request; and

o if the Adverse Benefit Determinationis based on Medical Necessity or Experimental, Investigational or Unproven treatmentor
similar exclusion or limit, either
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o anexplanation ofthe scientific or clinical judgment or
o astatement that such explanation will be provided free of charge as well as information regarding the Member’s right to
requestan External Review by the State of Nevada’s Office for Consumer Health Assistance (OCHA).

Limited extensions may be required ifadditional information is required in order for HPN to reach a resolution.
If the resolutionto the 1* Level Formal Appealis not acceptable to the Member and the Member wishes to pursue the matter further,

the Member is entitled to file a 2™ Level Formal Appeal. The Member will be informed of'this right at the time the Member is
informed ofthe resolutionofhis 1* Level Formal Appeal.

13.3  Expedited Appeal — 1% Level Formal Appeal

The Member can ask (either orally or in writing) for an Expedited Appealofan Adverse Benefit Determination fora Pre -Service
Claim that involves an Urgent Care Claim if the Member or his Physician believe that thehealth ofthe Member could be seriou sly
harmed by waiting fora routine appeal decision. Expedited Appeals are not available for appeals regarding denied claims for benefit
payment (Post-Service Claim) or for Pre-Service Claims that are not Urgent Care Claims. Expedited Appeals must be decided nolater
than seventy-two (72) hours after receipt ofthe appeal, provided allnecessary information has been submitted to HPN. If the initial
notification was oral, HPN shall provide a written or electronic explanation to the Member within seventy-two (72) hours afterthe
expedited appeal being filed.

If insufficient information is received, HPN shall notify the Member as soon as possible, but no later than twenty -four (24) hours after
receipt ofthe claim ofthe specific information necessary to complete the claim. The Member will be afforded a reasonable amount of
time, taking into accountthe circumstances, but not less than forty-eight(48) hours, to provide the specified information. HPN shall
notify the Member ofthe benefit determinationas soonas possible, butin no caselater than forty-eight (48) hours aftertheearlier of:
e HPN’s receipt ofthe specified information, or

e Theend ofthe period afforded the Member to provide the specified information.

If the Member’s Physician

e requestsan Expedited Appeal, or

e supportsa Member’s request for an Expedited Appeal, and indicates that waiting for a routine appeal could seriously harmthe
health ofthe Member orsubjectthe Member to unmanageable severe pain that cannotbe adequately managed without care or
treatment thatis the subject ofthe Claimfor Benefits,

HPN will automatically grant an Expedited Appeal.

If a requestforan Expedited Appealis submitted withoutsupport ofthe Member’s Physician, HPN shalldecide whether the
Member’s healthrequires an Expedited Appeal. Ifan Expedited Appealis not granted, HPN will provide a decision within thirty (30)
days, subject to the routineappeals process for Pre-Service Claims.

13.4 2" Level Formal Appeal

When a 1* Level Formal Appealis not resolved in a mannerthat is satisfactory to the Member, the Member may initiate a 2™ Level
Formal Appeal. This appeal must be submitted orally or in writing within thirty (30) days after the Member has been informed ofthe
resolutionofthe 1% Level Formal Appeal.

Exhaustion ofthe 1¥' Level Formal Appeal procedure is a precondition to filing a 2" Level Formal Appeal. A 2™ Level Formal Appeal
not filed in a timely mannerwill be deemed waived with respect to the Adverse Benefit Determination to which it relates. The 2™
Level Formal Appealis voluntary forall Pre-Service and Post-Service Claims for Benefits.

Expedited appeals are not eligible for 2" Level Formal Appeal. Expedited appeals may be processed through the Expedited External
Reviewprocess. Pleasereference Expedited External Review ofthis plan document.

The notice to theMember orthe Member’s Authorized Representative will also include

e a HIPAA compliant authorization formby which the Member or the Member’s Authorized Representative can authorize HPN and
the Member’s Physician to disclose protected health information (“PHI”), including medical records, that are pertinent to the 2"
Level Formal Appealand

e any other forms as required by Nevadalaw orregulation.

The 2™ Level Formal Appeal review cannot be scheduled without the written authorization fromthe Member or the Member’s
Authorized Representative.
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The Membershall be entitled to the same reasonable access to copies of documents referenced above underthe 1st Level Formal
Appeal. Anynew oradditional information considered, relied upon or generated by the Plan will be provided tothe Member, free of
charge and in advance ofthe date on which the notice ofthe final internal adverse determination is required, in orderto give the
Member a reasonable opportunity to respond prior to this date.

The Member can request the assistanceofa Member Services Representative at any time during this process.

Upon request, the Memberis entitled to presenttelephonically and provide a formal presentationon a 2™ Level Formal Appeal. If
such a hearingis requested, HPN shall make every reasonable effort to schedule a mutually convenient time for the parties involved.
Repeated refusal on the partofthe Memberto cooperatein the scheduling ofthe formal presentation shallrelieve the Grievance
Review Committee of the responsibility ofhearinga formal presentation, but not ofreviewing the 2™ Level Formal Appeal. Ifa
formal presentation is held, the Member will be permitted to provide documents to the Grievance Review Committee and to have
assistance in presenting the matter to the Grievance Review Committee, including representation by counsel. However, HPN must be
notified at least five (5) business days before the date ofthe scheduled formal presentation ofthe Member’s intent to be re presented by
counseland/or to have others present during the formal presentation. Additionally, the Member must provide HPN with copies ofall
documents the Member may use at the formal presentation five (5) business days before the date ofthe scheduled formal presentation.
Upon HPN’s receipt ofthe written request, therequest will be forwarded to the Grievance Review Committee along with allavailable
documentationrelating to the appeal.

The Grievance Review Committee shall:

e considerthe 2™ Levelof Appeal;

e schedule and conduct a formal presentationifapplicable;

e obtain additional information fromthe Memberand/or staffas it deems appropriate; and

e make a decision and communicateits decisionto the Member within thirty (30) days following HPN’s receipt ofthe request for a
2" Level Formal Appeal.

If the resolution ofthe 2" Level Formal Appealresults in an Adverse Benefit Determination, the Member will be informed in writing
of'the following:

e thespecific reasonorreasons forupholding the Adverse Benefit Determination;

e reference to the specific Plan provisions on which the benefit determination is bas ed;

e astatement describinganyadditional voluntary levels ofappeal; and

e astatement describingthe Member’s External Appeals Rights, ifapplicable, orjudicial review.

Limited extensions may be required ifadditional information is required or a formal presentationis requested and the Member agrees
to the extension oftime.

13.5 External Review

HPN offers to the Member orthe Member’s Authorized Representativethe rightto an External Review of an adverse determinatio n.
Forthe purposes ofthis section,a Member’s Authorized Representative is a personto whoma Member has given express written
consentto represent the Member in an External Review ofan adverse determination; ora personauthorized by law to provide
substituted consent fora Member; or a family member of a Member orthe Member’s treating provider only whenthe Member is
unable to provide consent.

Adverse determinations eligible for External Review set forth in this sectionare only those relating to Medical Necessity,
appropriateness of service, healthcare service, healthcaresetting, orlevel of care or effectiveness ofa healthcare service. HPN will
provide the Membernotice of such an adverse determination which will include the following statement:

HPN has deniedyourrequest for the provision or payment of a requested healthcare service or course oftreatment. You
may have the right to have our decision reviewed by health careprofessionals who have no association withus ifour
decision involved making a judgment as to the Medical Necessity, appropriateness, health caresetting, level of care or

effectiveness ofthe health careservice or treatment yourequested by submitting a request for External Reviewto the Office
for Consumer Health Assistance (OCHA).

Additionally, as perapplicable law and regulations, the notice will provide the Member the information outlined hereinas well as the
following:

e  Thetelephonenumber for the Office for Consumer Health Assistance forthe state ofjurisdiction of the health carrier and the state
in which the Memberresides.

e Therightto receive correspondence in a culturally and linguistically appropriate manner.

22H KN_EOC_STATE RX Page 48



Evidence of Coverage

The notice to theMember orthe Member’s Authorized Representative will also include:

e a HIPAA compliant authorization formby which the Member orthe Member’s Authorized Representative can authorize HPN and
the Member’s Physician to disclose protected health information (“PHI”), including medical records, that are pertinent to the
External Review and

e any other forms as required by Nevadalaw orregulation.

The Member orthe Member’s Authorized Representativemay submit a request directly to OCHA for an External Review of an
adversedetermination by an Independent Review Organization (“IRO”) within four (4) months ofthe Member or the Member’s
Authorized Representative receiving notice of such determination. The IRO must be certified by the Nevada Division of
Insurance. Requests foran External Review must be made in writing and submitted to OCHA at the address following and should
include the signed HIPA A authorization form, authorizing therelease of your medical records. The entire External Review process
and any associated medical records are confidential.

Office ofthe Governor, Consumer Health Assistance
555 East Washington Ave., #4800, Las Vegas, NV 89101
Telephone: 702-486-3587 Toll-free: 1-888-333-1597
Web: dhhs.nv.gov/Programs/CHA/

Email: cha@govcha.state.nv.us

The determination ofan IRO concerning an External Review in favor ofthe Member ofan adverse determination is final, conclusive
and binding. Ifyourplanis governedby EmployeeRetirement Income and Security Act (ERISA), you may have the right to file a
civil action under ERISA if all required mandatory reviews of your claimhave beencompleted. Upon receipt ofthe notice ofa
decision by the IROreversing an adverse determination, HPN shall immediately approve coverage ofthe recommended orrequested
health care service or treatment that was the subjectofthe adverse determination. The costofconductingan External Review of an
adversedetermination will be paid by HPN.

13.6 Standard External Review

The Member may submit a request foran External Review of an adverse determination under this section only after

e the Memberhas exhausted allapplicable internal HPN Appeals Procedures provided under this Plan or

e if HPN fails to issue a written decision to the Member within thirty (30) days after the date the Appeal was filed, and the Member
or Member’s Authorized Representative did not requestoragree to a delay or,

e if HPN agrees to permit the Member to submit the adverse determination to OCHA withoutrequiringthe M ember to exhaustall
internal HPN Appeals Procedures.

In such event, the Member shall be considered to have exhausted the applicable internal HPN Appeals Process.

Within five (5) days after OCHA receives a request for External Review, OCHA shallnotify the Member, the Member’s Authorized
Representativeand HPN that such request has beenreceived and filed. As soonas practical, OCHA shallassignan IRO to review the
case.

Within five (5) days afterreceiving notification specifying the assigned IRO from OCHA, HPN shallprovide to theselected IRO all

documents and materials relating to the adverse determination, including, without limitation:

e any medicalrecords ofthe Memberrelating to the adverse determination;

e acopy ofthe provisions ofthe healthcare Plan upon which theadverse determination was based;

e any documentsused and the reason(s) givenby HPN’s Managed Care Programfor the adverse determination; and

e if applicable,alist that specifies each Provider who provided healthcare to the Member and thecorresponding medical records
from the Providerrelating to the adverse determination.

Within five (5) days afterthe IRO receives the required documentation fromHPN, they shallnotify the Member or the Member’s
Authorized Representative, ifany additional information is required to conduct thereview. Ifadditional informationis required, it
must be provided to the IRO within five (5) days afterreceiving therequest. The IRO will forward a copy ofthe additional
information to HPN within one (1) business day afterreceipt.

The IRO shallapprove, modify, orreverse the adverse determination within fifteen (15) days after it receives the informatio nrequired
to make such a determination. The IRO shall submit a copy ofits determination, includin g the basis thereof, to the:

e Member;

e Member’s Physician;

e Member’s Authorized Representative, ifany; and

e HPN.
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| 13.7  Expedited External Review

A requestforan Expedited External Review may be submitted to OCHA when the mandatory 1% Level Appeal has been exhausted
and afterit receives proof fromthe Member’s Provider that theadverse determination concerns:

e aninpatient admission;

e availability ofinpatient care;

e continuedstay orhealth care service for Emergency Services while still admitted to an inpatient facility; or

e failure to proceedin an expedited manner may jeopardize the life or health ofthe Member.

The OCHA shallapproveordeny this request for Expedited External Review with in seventy-two (72) hours afterreceiptofthe above
required proof. IfOCHA approves the request, it shall assignthe request to an IROno laterthan one (1) business day after approving
the request. HPN will supply allrelevant medical documents and information used to establish theadverse determinationto the IRO
within twenty-four (24) hours afterreceiving notice fromthe OCHA.

The IRO shallcomplete its Expedited External Review within forty -eight (48) hours afterinitially being assigned the case unless the
Member orthe Member’s Authorized Representative and HPN agree to a longer time period.

The IRO shallnotify the following parties no later than twenty-four (24) hours after completing its Expedited External Review:
e Member;

e Member’s Physician;

e Member’s Authorized Representative, ifany; and

e HPN.

The IRO shall then submit a written copy ofits determination within forty -eight (48) hours to the applicable parties listed above.

13.8  Requestfor an External Review Due to Denial of Experimental, Investigational or Unproven Healthcare Service or
Treatment.

A Standard or Expedited External Review of an adverse determination dueto a requested or recommended healthcare service or
treatment being deemed Experimental, Investigational or Unproven is available in limited circumstances as outlined in the following
sections.

| 13.9 Standard External Review

The Member or Member’s Authorized Representative may within four (4) months afterreceiving noticeofan adverse determination
subject tothis section, submit a requestto the OCHA foran External Review. All requests for standard external review must be made
in writing to the Office for Consumer Health Assistance.

OCHA will notify HPN and/or any other interested parties within one (1) business day afterthereceipt ofthe request for External
Review. Within five (5) business days after HPN receives suchnotice and, subject to applicable Nevada law and regulation an d
pursuantto this section, HPN will make a preliminary determination of whether the caseis complete and eligible for External Review.

Within one (1) business day of making such a determination, HPN will notify in writing, the Member or the Member’s Authorized
Representativeand OCHA, accordingly. IfHPN determines that thecase is incompleteand/or ineligible, HPN will notify the Member
in writing of such determination. Such noticeshallinclude therequired additional information or materials needed to make the
requestcomplete and, ifapplicable, state thereasons for ineligibility and also statethatsuch determination may be appealed to OCHA.
Upon appeal, OCHA may overturn HPN’s determination that a request for External Review of an adverse determination is ineligib le,
and submit the request to External Review, subjectto allofthe terms and provisions o fthis Plan and applicable Nevada law and
regulation.

Within one (1) business day afterreceiving the confirmation ofeligibility for External Review from HPN, OCHA will assignth eIRO
accordingly andnotify in writing the Member orthe Member’s Authorized Representativeand HPN that the requestis complete and
eligible for External Review and provide the name ofthe assigned IRO. HPN, within five (5) days afterreceipt of such notic e from
the OCHA, will supply allrelevant medical documents and informationusedto establishthe adverse determinationto the assigned
IRO who will select and assign oneormore clinical reviewers to the External Review.

The IRO shallapprove, modify, orreverse the adverse determination pursuant to this section within twenty (20) days afterit receives
the information required to make such a determination.

The Independent Review Organization shall submit a copy ofits determination, including the basis thereof, to the:
e Member;
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e  Member’s Physician;
e  Member’s Authorized Representative, ifany; and
e HPN.

| 13.10 Expedited External Review

The Member orthe Member’s Authorized Representative may request in writing, an internal Expedited Appealby HPN and an

Expedited External Review from OCHA simultaneously

o if the adversedetermination ofthe requested or recommended service or treatment is determined by HPN to be Experimental,
Investigational or Unprovenand

o if thetreating Provider certifies, in writing, that such service or treatment would be less effective if not promptly initiated.

An oralrequestforan Expedited External Review may be submitted directly to the OCHA upon the written submission of proof from
the Member’s Providerto OCHA. Upon receipt of suchrequest and proof, OCHA shall immediately notify HPN accordingly.

HPN will immediately determine if the request meets therequirements for Expedited External Review pursuantto this section and
notify the Member or the Member’s Authorized Representative and the OCHA ofthe determination. IfHPN determines the request to
beineligible, the Memberwill be notified that the requestmay be appealedto OCHA.

If OCHA approves the request for Expedited External Review, it shall immediately assigntherequest to anIRO and notify HPN. The
IRO has one (1)business dayto selectone ormore clinical reviewers. HPN must submit the documentationused to support the
adversedetermination to the IRO within five (5) business days. IfHPN fails to provide the information within thespecified time, the
IRO may terminate the External Review and reversethe adverse determination.

The Member or Member’s Authorized Representative may, within five (5) business days afterreceiving notice ofthe assigned 1RO,
submit any additional information in writing to the IRO. Any information submitted by the Member or the Member’s Authorized
Representativeafter five (5) business days to the[IROmay be consideredas well. Any information received by the Member orthe
Member’s Authorized Representative must be submitted to HPN by the IRO within one (1) business day.

The clinical reviewers have no more than five (5) days to providean opinion to the IRO. The IRO has forty -eight (48) hours to review
the opinion ofthe clinical reviewers and make a determination.

The IRO shallnotify the following parties no later than twenty-four (24) hours after completing its External Review:
e Member;

e Member’s Physician;

e Member’s Authorized Representative, ifany; and

e HPN.

The IRO shallthen submit a written copy ofits determination within forty -eight (48) hours to the applicable parties listed above.

13.11 No Surprise Act

The No Surprise Act (NSA) establishes federal standards to protect the Member frombalance billing for defined items, forservices
provided by specified doctors, hospitals and airambulance carriers on an out of network basis.

A formal appeal with HPN is not required for the services obtained, froma Non-Plan Provider, thatfall within the No Surprise Act.
The Member, orthe Member’s Authorized Representative, has the rightto an External Review ofthe adverse determination under the
NSA.

Services thatfallunderthe No Surprise Act:
e Outofnetworkemergency services, includingairambulance (excludes ground ambulance).
e Outofnetworknon-emergent, Ancillary Services provided at an in network facility. e.g.:
o a bill from a non-emergency out of network Provider of Ancillary Services, or
o amedicalprofessional thatprovides specialty services needed to respond to unexpected complications, suchas those
delivered by aneonatologistor cardiologist.
e Non-emergency, non-Ancillary Services providedat an in network facility when the Provider did not get the Member’s prior
consent.

The Member, orthe Member’s Authorized Representative, may submit a requestdirectly to OCHA foran External Review of an
adversedetermination. Requests foran External Review must be made in writing and submitted to OCHA ; therequest should include

the signed HIPA A authorization form, authorizing the release ofthe Member’s medical records. The entire External Review proc ess

22H KN_EOC_STATE RX Page 51



Evidence of Coverage

and any associated medicalrecords are confidential. Please referto the External Review subsection herein for OCHA contact
information.

| 13.12 Office for Consumer Health Assistance

e (702) 486-3587 in the Las Vegas area
o 1-888-333-1597 outside the Las Vegas area(toll free)

[ SECTION 14. Glossary

This sectiontells you meanings of' some ofthe more important words in the Evidence of Coverage. Please read it carefully. It will help
you to understand the restofthe Evidence of Coverage.
< “Adverse Benefit Determination” means a rescissionofcoverage; a decisionby HPN to deny, reduce, terminate, fail to
provide, ormake payment fora benefit, includinga denial, reduction termination, or failure to provide, or make a payment
for abenefit thatis based on:
e anindividual’s eligibility;
e adeterminationthat a benefit is not a Covered Service;
e theimposition ofa limitation ofan otherwise Covered Service; or
e adeterminationthat a benefit is Experimental, Investigational or Unproven ornotMedically Necessary or appropriate.

External Review is only available fora Final Adverse Benefit Determination based on Medical Necessity, appropriateness,
health care setting, level of care, or effectiveness ofa Covered Service. An Adverse Benefit Determinationis finalif the
Member has exhausted allcomplaint and Appeal Procedures set forth herein for the review of such Adverse Benefit
Determination.

4 “Alternate Facility” means a health care facility that is not a Hospital. It provides one or more ofthe following services on
an outpatient basis, as permitted by law:

e Surgicalservices.

e Emergency Services.

e Rehabilitative, laboratory, diagnostic or therapeutic services.

An Alternate Facility may also provide Mental [llness or Substance-Related and A ddictive Disorders Services on an
Outpatient or Inpatient basis.

< “Ambulance” means a ground orair vehicle licensed to provide Ambulance services.
< “Ambulatory Surgical Facility” means a facility that:

e Islicensed by thestatewhere itis located.
e [sequippedandoperated mainly to provide for surgeries or obstetrical deliveries.
o Allows patients to leave the facility the same day thesurgery ordelivery occurs.

< “Ancillary Services” means items and services provided by a Non-Plan Provider at a Plan facility that are any of'the

following:

e related to emergency medicine, anesthesiology, pathology, radiology,and neonatology;

e provided byassistant surgeons, hospitalists, and intensivists;

e diagnostic services, includingradiology and laboratory services, unless such items and services are excluded fromthe
definition Ancillary Services as determined by the Secretary;

e provided bysuchotherspecialty practitioners as determined by the Secretary; and

e provided bya Non-Plan Provider whenno other Plan Provideris available.

<& “Applied Behavior Analysis” or “ABA” means the design, implementation and evaluation of environmental modifications
using behavioral stimuliand consequences to producesocially significant improvement in human behavior, including, butnot
limited to, the use of direct observation, measurementand functional analysis oftherelations between environment and
behavior.

< “Authorized Representative” means a person designated by the Member to acton his behalfin pursuing a Claim for

Benefits, to file an appeal of an adverse determination., or in obtaining an External Review of an adverse determination. The
designation mustbe in writing unless the claimorappealinvolves an Urgent Care Claim and a healthcare professional with
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knowledge ofthe Member’s medical conditionis seekingto act onthe Member’s behalfas his Authorized Representative.

“Autism Spectrum Disorders” means a condition that meets the diagnostic criteria for autismspectrumdisorder published
in the current edition ofthe Diagnostic and Statistical Manual of Mental Disorders published by the American Psychiatric
Associationorthe edition thereofthat was in effect at the time the condition was diagnosed or determined.

“Benefit Schedule” means the briefsummary ofbenefits, limitations and Copayments givento the Subscriberby HPN. 1t is
AttachmentA to this EOC.

“Biosimilar Prescription Drug” means a biological Prescription Drugapprovedbased onshowing that it is highly similar to
a Reference Product, and has no clinically meaningful differences in terms of safety and effectiveness fromthe Reference
Product.

“ Brand Name Drug” means a Prescription Drug which is marketed under or protected by:
e aregistered trademark; or

e aregistered tradename; or

e aregisteredpatent.

“Calendar Year” means January 1 through December 31 of the same year.

“Calendar Year Out of Pocket Maximum” means the maximum amount of Out of Pocket expenses a Member is required
to pay for Covered Services in a Calendar Year, as outlined in the Attachment A, Schedule of Benefits. Once the Calendar
Year Out of Pocket Maximum is met, no further cost share is required for the remainder ofthe Calendar Year. For purposes
of accumulating benefits paid toward any applicable benefit maximums underthe Plan, the period of such accumulation will
coincide with the time period ofthe Calendar Year applicable to the Group.

The Out of Pocket Maximum does notincludeany amounts:

e resulting fromthe Member’s failure to comply with HPN’s Managed Care Program, including the inappropriate use of
an emergency roomfacility fora condition which does notrequire Emergency Services;

e in excess of Eligible Medical Expenses orthe Recognized Amount, when applicable,;

e forservicesthat are notCovered Services; forservices that are not Prior Authorized through HPN’s Managed Care
Program; or

e in excess ofthe Calendar Year, perlllness orany other benefit maximums as set forth in Attachment A Benefit Schedule.

“Claim for Benefits” means a request for a Plan benefit or benefits made by a Member in accordance with the Plan’s
Appeals Procedures, including any Pre-Service Claims (requests for Prior Authorization) and Post-Service Claims (requests
for benefit payment).

“COBRA” means the Consolidated Omnibus Budget Reconciliation Actof 1985 as amended.

“Coinsurance” means thepercentage ofthe charges billed or the percentage of Eligible Medical Expenses or the Recognizd
Amount, whenapplicable,, whicheveris less, that a Membermustpay a Provider for Covered Services. Coinsurance
amounts are to be paid by the Member directly to the Provider who bills forthe Covered Services. (See Attachment A,
Benefit Schedule.)

“Compound” means to form or create a Medically Necessary customized composite product by combining two (2) or more
different ingredients according to a Physician’s specifications to meet an individual patient’s need.

“Contract Year” means the twelve (12) months beginning with and following the Effective Date ofthe Group Enrollment
Agreement (GEA).

“Convenient Care Facility” means a facility that provides services for Medically Necessary, non-urgent or non-emergent
injuries orillnesses. Examples ofsuch conditions include:

blood pressurechecks;

diagnostic laboratory services;

general health screenings;

minor illnesses (cold/flu);

minor wound treatmentand repair;

treatment ofburns and sprains.

Sk =
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“Copayment” or “Cost-share” means theamount the Member pays at thetime a Covered Service is received.

“Covered Drug” means a Brand Name or Generic Prescription Drug or diabetic supply or equipment which:
can only be obtained with a prescription;

has been approved by the Food and Drug A dministration (“FDA”) for general marketing;

is dispensed by a licensed pharmacist;

is prescribed by a Plan Provider, except in the case of Emergency Services and Urgently Needed Services;
is a Prescription Drugthatdoes nothavean over-the-counter Therapeutic Equivalent available;and

is not specifically excluded herein.

“Covered Services ’means the health services, supplies and accommodations for which HPN pays benefits under this Plan.

“Covered Transplant Procedure” means any Medically Necessary, human-to-human, organ or tissue transplants performed
upon a Member who satisfies medical criteria developed by HPN for receiving transplant services.

“Custodial Care” means care that mainly provides roomand board (meals) for a physically or mentally disabled person.
Such care does notreduce the disability so that theperson canlive outsidea Hospital ornursing home. Examples of
Custodial Care include:

Non-Skilled Nursing Care.

Supervisory careby a Physician in a custodial facility to meet regulatory requirements.

Training orassistance in personal hygiene.

Other forms of' self-care.

“Deductible” means the portion of Eligible Medical Expenses orthe Recognized Amount, when applicable,, excluding
Copayments, that a Member must pay, either in the aggregate or fora particular service, before HPN will make any benefit
payments for Covered Services. (See Attachment A Benefit Schedule.)

“Dependent” means an Eligible Family Member ofthe Subscriber's family who:

e meets the eligibility requirements ofthe Plan as set forthin Section 1 ofthis EOC;
e isenrolled underthis Plan; and

e for whompremiums have been received andaccepted by HPN.

“Domestic Partner” is as defined in NRS 122A.030.

“Designated Plan Pharmacy” means a pharmacy that has entered into an agreement with HPN to provide specific Covered
Drugs and/or supplies to Members. The fact thata pharmacy is a Plan Pharmacy does notmean thatit is a Designated Plan
Pharmacy. Forthe purposes ofthe Prescription Drug Benefit, pleasereferto the HPN PDL on the website or contact Member
Services forthe specific Designated Plan Pharmacy for your Covered Drug and/or supply/equipment.

“Dispensing Period” as established by HPN means 1) a predetermined period oftime; or2) a period oftime up to a
predetermined age attained by the Member that a specific Covered Drug is recommended by the FDA to be an appropriate
course of treatment when prescribed in connection with a particular condition.

“Durable Medical Equipment” or “DME” means medical equipment that:

e can withstandrepeated use;

is used primarily and customarily fora medical purposerather than convenience or comfort;
generally is notusefulto a person in the absence ofan Illness or Injury;

is appropriate foruse in the home; and

is prescribed by a Physician.

“Effective Date” means the initial date on which Members are covered for services under the HPN Plan provided any
applicable premiums havebeenreceived and accepted by HPN.

“Eligible Medical Expenses” or “EME” means the maximum amount HPN will pay fora particular Covered Service as
determined by HPN in accordance with HPN’s Reimbursement Schedule.

“Eligible Employee” means a natural personthat meets the following criteria:
e [semployed full-time;
e [sin anactive employment status;
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e  Works at least the minimum number ofhours per week indicated by the Group in the Attachment A to the GEA
(typically 30 hours);

Meets the applicable waiting period indicated by the Group in the Attachment A to the GEA;

Enrolls during an enrollment period;

Lives orwork in HPN’s Service Area; and

Works foran employerthatmeets the minimum employer contribution p ercentage forthe applicable coverageas set
forth in the Attachment A to the GEA.

“Eligible Family Member” means a member ofthe Subscriber’s family that is or becomes eligible to enroll for coverage
underthis Plan as a Dependent.

“Emergency Services ”means Covered Services provided fora medical condition with symptoms severeenoughto cause a
prudentperson to believe that lack of immediate medical attention at a Hospital or Emergency department could result in
serious:

e jeopardy to his health;

e jeopardy to the health ofan unborn child;

e impairment ofa bodily function;or

e dysfunctionofany bodily organ orpart.

Emergency Services includeitems and services otherwise covered by HPN when provided by a Non-Plan Provider or facility
(regardless ofthe departmentofthe Hospital in which the items and services are provided) after the patient is stabilized and
as part of outpatient observation, or an inpatient or outpatientstay thatis connected to the original Emergency, unless eachof
the following conditions are met:

e Theprovideror facility, as described above, determines the patientis able to travelusing nonmedical transportation or
non-Emergency medical transportation.

e Theprovider furnishing the additional items and services satisfies notice and consent criteria in accordance with
applicable law.

e Thepatientis in sucha condition to receive information as stated in b) aboveand to provide informed consent in
accordance with applicable law.

e Any otherconditions as specified by the Secretary.

“Enrollment Date” means the first day of coverage under this Plan or, if there is a Waiting Period, the first day ofthe
Waiting Period. Ifan individualreceiving benefits under the employer’s Health Benefit Plan changes benefit packages, orif
the employer changes Health Benefit Plan carriers, the individual’s Enrollment Date does not change.

“ERISA” means Employee Retirement Income Security Act 0f 1974, as amended, including regulations implementing the
Act.

“Essential Benefits” include the following: ambulatory services; Emergency Services; hospitalization; maternity and
newborn care; mental healthand substance abuse disorder services (including behavioral health treatment); prescription
drugs;rehabilitativeand Habilitative Services and devices; laboratory services; preventive and wellness services and chronic
diseasemanagement; and pediatric services; including oral and vision care.

Such benefits shall be consistent with thoseset forth under the Patient Protection and A ffordable Care Act 02010 and any
regulations issued pursuant thereto.

“Evidence of Coverage” or “FOC” means this document, including Attachment A Benefit Schedule and any other
Attachments, Endorsements, Riders or Amendments toit, the Member’s Enrollment Form, health statements, Member
Identification Card, and all other applications received by HPN.

“Expedited Appeal” means if a Memberappeals a decision regarding a denied request for Prior Authorization (Pre-Service
Claim) for an Urgent Care Claim, the Member or Member’s Authorized Representative can requestan Expedited Appeal,
eitherorally orin writing. Decisionsregardingan Expedited Appeal are generally made within seventy -two (72) hours from
the Plan’s receipt of the request.

“Experimental or Investigational” means medical, surgical, diagnostic, psychiatric, mental health, substance-related and
addictive disorders or other health care services, technologies, supplies, treatments, procedures, drug therapies, medications
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or devices that, at the time HPN makes a determination regarding coverage in a particular case, are determined to beany of
the following:

. Not approved bythe U.S. Food and Drug Administration (FDA) to be lawfully marketed for the proposed use andnot
identified in the American Hospital Formulary Service or the United States Pharmacopoeia Dispensing Information
as appropriate forthe proposed use.

. Subject to review and approval by any institutional review board for the proposed use. (Devices whichare FDA
approved underthe Humanitarian Use Device exemption are not Experimental or Investigational.)

o The subject ofan ongoing clinical trial that meets thedefinition ofa Phase I, Il or III clinical trial set forth in the FDA
regulations, regardless of whether the trialis actually subject to FDA oversight.

Exceptions:
o Clinical trials for which benefits are available as described herein.
. HPN may, as we determine, consider an otherwise Experimental or Investigational serviceto be a covered healthcare
service forthatillness or condition if:
Ll The Memberis not a participant in a qualifying clinicaltrial, as herein: and
= The Memberhas an illness or condition that is likely to causedeath within one year ofthe request for
treatment.

Prior to such a consideration, HPN must first establish that there is sufficient evidenceto concludethat, eventhough
unproven, the servicehas significant potential as an effective treatment for thatillness or condition.

“External Review”’ means an independent review ofan Adverse Benefit Determination conducted by an Independent
Review Organization.

“Final Adverse Benefit Determination” means the upholding ofan Adverse Benefit Determination at the conclusion ofthe
internal appeals process oran Adverse Benefit Determination in which the internal appeals process has been deemed
exhausted.

External Review is only available fora Final Adverse Benefit Determination based on Medical Necessity, appropriateness,
health care setting, level of care, or effectiveness ofa Covered Service.

“Free Standing Diagnostic Center” means a licensed establis hment which has permanent facilities thatare equipped and
operated primarily for the purpose of performing outpatient diagnostic services.

“Free Standing Emergency Facility” means a facility, structurally separateand distinct froma hospital, which provides
limited services forthe treatmentofa medical emergency andlicensed as ascribed in NAC449.61032 — NAC449.61384.

“Gender Dysphoria” means a disorder characterized by diagnostic criteria classified in the current edition ofthe Diagnostic
and Statistical Manual of the American Psychiatric Association.

“Generic Drug” means an FDA -approved Prescription Drug which does not meet the definition ofa Brand Name Drug as
defined herein.

“Genetic Disease Testing” means the analysis of human DNA, chromosomes, proteins or other gene products to d etermine
the presenceof disease related genotypes, mutations, phenotypes or karyotypes for clinical purposes. Such purposes include
those tests meeting criteria for the medically accepted standard of care for the prediction of disease risks, identification of
carriers, monitoring, diagnosis or prognosis, butdo not include tests conducted purely forresearch.

“Group” means an employeror legal entity thathas completed and signed the Group Enrollment A greement and the
Attachment A to the Group Enrollment A greement (Group Application) with HPN for HPN to provide Covered Services.

“Group Enrollment Agreement” or “GEA” means the agreementsigned by HPN and Group that states the conditions for
coverage, eligibility and enrollment requirements and premiums.

“Health Benefit Plan” means a policy, contract, certificate or agreement offered by a carrier or similar agreement offered by
an employerorother legal entity, to provide for, arrange for paymentof, pay for or reimburse any ofthecosts ofhealthcare
services. This termincludes Short-Termand catastrophic health insurance policies, and a policy that pays ona cost-incurred
basis. Health Benefit Plans do not include:
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e Coverage foraccidentonly,dental only, vision only, disability income insurance, long-termcare only insurance, hospital
indemnity coverage or other fixed indemnity coverage, limited benefit coverage, specific disease/Illness coverage, credit-
only insurance;

Coverage issued as a supplementto liability insurance;

Liability insurance, including general liability insurance and automobile liability insurance;

Workers’ compensation insurance;

Coverage formedical payments under a policy ofautomobile insurance;

Coverage for on-site medical clinics; or

Medicare supplemental health insurance.

“Health Maintenance Organization” or “HMO” means an organization that is formed in accordance with state law to
provide managed healthcare services.

“Health Plan of Nevada” or “HPN” means Health Plan of Nevada, Inc.,a Nevada corporation licensed by the Nevada
Insurance Commissioner under Nevada law. HPN is a federally qualified Health Maintenance Organization.

“HPN Reimbursement Schedule” means the schedule showing the amount HPN will pay for Eligible Medical Expenses or

the Recognized Amount, when applicable, to Providers. Eligible Medical Expenses orthe Recognized Amount, when

applicable, will be applicable to Non-Plan Providers including Non-Plan Facilities. HPN Reimbursement Schedule is based

on:

e theamount mostconsistently paid to the Provider; or

e the amount paid to other Providers with the same or similar qualifications; or

e therelative value and worth ofthe service compared to other services which HPN determines to be similar in complexity
and nature with reference to other industry and governmental sources, examples of these sources include published rates
allowed by the Centers for Medicare and Medicaid Services (CMS) for Medicare for the same or similar services within the
geographicmarket, a gap methodology, or Eligible Medical Expenses or the Recognized A mount, when applicable, could
bebasedon a percentage ofthe provider’s billed charge.

ForNon-Plan Provider Emergency Services, HPN will pay the greater of:

e theamount we havenegotiated with Plan Providers forthe Emergency Services received (and if there is more than one
amount, the median ofthe amounts); or

e 100% ofthe Eligible Medical Expenses orthe Recognized Amount, when applicable, for Emergency Services provided
by a Non-Plan Providerunderyour Plan; or

e theamountthat would be paid forthe Emergency Services under Medicare.

“Home Healthcare” means healthcare services givenby a Home Healthcare agency undera Physician’s orders in the
person’shome. Itis care given to persons who are homebound for medical reasons and physically not able to obtain
necessary medical care on an outpatient basis. A Home Healthcareagency mustbe licensedby thestate where it is located.

“Hospice” means an establishmentlicensed by the state where it is located that furnishes a centrally administered programof
palliative and supportive services. Suchservices are provided by a teamofhealthcare Providers and directed by a Physician.
Services includephysical, psychological, custodial and spiritual care for patients who are terminally ill and their families .
Forthe purposes ofthis benefit only, "family" includes the immediate family, the person who primarily cared forthe patient
and other persons with significant personal ties to the patient, whether ornot related by blood.

“Hospice Care Services” means acutecare providedby a Hospiceifthe Member has less than six(6) months tolive as
certified by the treating Physician, and the Member is not receiving or intending to receive any curative treatment. Care may
be providedin the home, at a residential facility or at a medical facility at any time ofthe day ornight. Theseservices
include bereavement care provided to the patient’s family after the patientdies.

“Hos pital” means a facility that:

e s licensed by the state where it is located and is Medicare-certified;

e provides 24-hournursingservices by registered nurses (RNs) on duty orcall; and

e providesservices underthe supervision ofa staffofone ormore Physicians to diagnose and treatill or injured bed
patients hospitalized for surgical, medical or psychiatric conditions.

Hospitaldoes not include:
e Ambulatory Surgical Facilities ;
e  Christian Science sanataria;
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e Free Standing Emergency Facilities;

health resorts;

institutions for exceptional children;

nursing homes;

Residential Treatment Centers;

Physician offices;

private homes; or

Skilled Nursing Facilities, places thatare primarily for the care of convalescents.

“Illness” means an abnormal state ofhealth resulting fromdisease, sickness or malfunction ofthe body; ora congenital
malformation, which causes functional impairment. Forpurposes ofthis EOC, Illness also includes sterilization or
circumcision. Illness does not include any state of mental health ormental disorder other than Mental [liness as it is defined
in this EOC.

“Independent Review Organization” means an entity that:
e  Conducts an independent External Review of an adverse determination; and
o Iscertified by the NevadaCommissioner of Insurance

“Initial Enrollment Period” means the period oftime during which an eligible personmay enrollunder this Plan, as shown
in the GEA signed by the Group.

“Injury” means physical damage to the body inflicted by a foreign object, force, temperature, or corrosive chemical.

“Inpatient” means being confined in a Hospital, Skilled Nursing Facility or Residential Treatment Center as a registered bed
patient under a Physician's order.

“Licensed Assistant Behavior Analyst” means a person who holds current certification as a Board Certified Assistant
Behavior Analyst issued by the Behavior Analyst Certification Board, Inc., orany successor in interestto that organization,
who is licensed as an assistantbehavior analyst by the A ging and Disability Services Divisionofthe DepartmentofHealth
and Human Services and who provides behavioral therapy under the supervision ofa licensed b ehavior analystor
psychologist.

“Licensed Behavior Analyst” means a person who holds current certification as a Board Certified Behavior Analyst issued
by the Behavior Analyst Certification Board, Inc., orany successor in interest to that organizationandis licensedas a
behavioranalystby the Aging and Disability Services Division ofthe Department of Health and Human Services.

“Mail Order Plan Pharmacy” means a duly licensed pharmacy that has an independent contractor agreement with HPN to
provide certain Covered Drugs to Members by mail.

“Managed Care Program” means the process that determines Medical Necessity and directs care to themost appropriate
settingto provide quality care in a cost-effective manner, including Prior Authorization of certain services.

“Manual Manipulation” means the diagnosis, treatmentor maintenance by a Practitioner for the treatment of:
e musculoskeletal strain surrounding vertebra, spine, broken neck; or
e subluxationofvertebra.

Manual Manipulation does not include diagnosis or treatment requiring general anesthesia, surgery or Hospital confinement.
“Medical Director” means a Physiciannamed by HPN to review use ofhealth services by Members.

“Medically Necessary” means a service or supply needed to improve a specific health condition orto preservethe Member’s
health and which, as determined by HPN is:

e consistentwith the diagnosis and treatment ofthe Member’s Illness or Injury;

e themostappropriate level of servicewhich canbe safely provided to the Member; and

e notsolely forthe convenience ofthe Member, the Provider(s) or Hospital.

In determining whethera service orsupply is Medically Necessary, HPN may give considerationto any orall ofthe
following:
e thelikelihood ofa certain service or supply producinga significant positive outcome;
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e reports in peer-review literature;

e evidence basedreports and guidelines published by nationally recognized professional organizations that include
supporting scientific data;

e professionalstandards ofsafety and effectiveness thatare generally recognized in the United States for diagnosis, care or
treatment;

e theopinions ofindependentexpert Physicians in the health specialty involved when such opinions are based on broad
professional consensus; or

e otherrelevantinformationobtained by HPN.

When applied to Inpatientservices, “Medically Necessary” further means thatthe M ember’s condition requires treatment in a
Hospitalratherthanin any othersetting. Services and accommodations will not automatically be considered Medically
Necessary simply becausethey were prescribed by a Physician.

“Medically Necessary for External Review” means healthcare services or products that a prudent Physician would provide
to a patient to prevent, diagnose or treat an Illness, Injury or disease or any symptoms thereofthat are necessary and:

e provided in accordance with generally accepted standards of medical practice;

clinically appropriate with regard to type, frequency, extent, location and duration;

not primarily provided forthe convenience ofthe patient, Physician or other Provider ofhealthcare;

required to improve a specific health conditionofa Member orto preserve his existing state ofhealth; and

the most clinically appropriate level ofhealthcare that may be safely provided to the Member.

“Medicare” means Medicare Part A and Medicare Part Bhealthcarebenefits that a Memberis receivingunder Title X VIII of
the Social Security Act 0f 1965 as amended.

“Member” means a person who meets the eligibility requirements of Section 1., who has enrolled under this Plan and for
whompremiums have been receivedand accepted by HPN.

“Mental Health Professional” means any person qualified and licensed to provide assessments, diagnosis and therapy for
mental health conditions or Substance-Related and A ddictive Disorder.

“Mental Illness” means a pathological state of mind producing clinically significantpsychological or physiological
symptoms together with impairment in one or more major areas of functioning where improvement canreasonably be
anticipated with therapy. MentalIllness does not include any Severe Mentallllness as defined in the EOC and otherwise
covered under the Severe Mental lllness Covered Services section, or any ofthe following when they represent the primary
need fortherapy:

e behaviordisorders;

e chronic organic brain syndrome;

learning disabilities;

marital or family problems;

intellectual disability;

personality disorder; or

social, occupational, or religious maladjustment.

“Minimum Essential Coverage (MEC)” means any insurance planthatmeets the A ffordable Care A ct requirement for
having health coverage. To avoid thepenalty fornot having insurancea personmust be enrolled in a plan that qualifies as
minimum essential coverage (sometimes called “qualifying health coverage”). Examples of plans that qualify includ e:
job-based plans;

Marketplace plans;

Medicare; and

e Medicaid & CHIP.

“Non-Medical 24-Hour Withdrawal Management” means an organized residential service, including those defined in
American Society of Addiction Medicine (ASAM) criteria, providing 24-hour supervision, observation, and support for
patients who are intoxicated or experiencing withdrawal, using peer and social supportrather than medical and nursing care.

“Non-Plan Pharmacy” means a duly licensed pharmacy that does not have an independent contractor agreement with HPN
to provide Covered Drugs to Members.
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“Non-Plan Provider” means a Provider who does not have an independent contractor agreement with HPN.
“Qccupational Illness or Injury” means any Illness or Injury arisingoutoforin the courseofemployment for pay or profit.

“Open Enrollment Period”’ means an annual thirty-one (31) day period oftime during which Eligible Employees and their
Eligible Family Members may enrollunder this Plan without giving HPN evidence of good health.

“Orthotic Devices” means an apparatus used to support, align, prevent or correct deformities or to improve the function of
movable parts ofthe body.

“Physician” means anyone qualified and licensed to practicemedicine and surgery by the state where the practice is located
who has the degree of Doctor of Medicine (MD) or Doctor of Osteopathy (DO). Physician also means Doctor of Dentistry,a
DoctorofPodiatric Medicine ora Chiropractor whenthey are acting within the scope oftheir license.

“Physician-assisted Suicide” means a physician facilitates a patient’s death by providing the necessary means and/or
information to enable the patientto performthe life-ending act (e.g., thephysician provides sleeping pills and information
about thelethal dose, while aware that the patient may commit suicide).

“Physician Extender/Physician Assistant” means a health care provider who is not a physician (MD/DO) but who perfoms
medical activities typically performed by a physician. It is most commonly a nurse practitioner or physician assistant.

“Placed (or Placement) for Adoption” means the assumptionandretentionofa legal obligation for total or partial support
of achild by a personwith whomthe child has been placed in anticipation ofthechild’s adoption. The child’s Placement for
Adoptionwith such personends uponthe termination ofsuchlegal obligation.

“Plan” means this Evidence of Coverage (EOC), including the Attachment A Benefit Schedule and any other A ttachments,
Endorsements, Riders or Amendments to it, the Member’s Enrollment Form, health statements, the Member Identification
Card, and all otherapplications received by HPN.

“Plan Pharmacy” is a duly licensed pharmacy that has an independent contractor agreement with HPN to provide Covered
Drugs to Members. Unless otherwise specified as Mail Order Plan Pharmacy herein, Plan Pharmacy services are retail
services only and do not include Mail Orderservices.

“Plan Provider” means a Provider who has an independent contractor agreement with HPN to provide certain Covered
Services to Members. A Plan Provider’s agreement with HPN may terminate, and a Member will be required to select
another Plan Provider.

“Post-Service Claim” means any Claim for Benefits under a Health Benefit Plan regarding payment ofbenefits that is not
considered a Pre-Service Claim or an Urgent Care Claim.

“Practitioner” means any person(s) qualified and licensed to practice thehealing arts when they are acting within the scope
of theirlicense.

“Prescription Drug” means a Federallegend drug or medicine thatcan only be obtained by a prescription order or that is
restricted to prescription dispensing by state law. It also includes insulin and glucagon.

“Prescription Drug List (PDL)” means a list of FDA approved Generic and Brand Name Prescription Drugs established,
maintained, and recommended foruseby HPN.

“Pre-Service Claim” means any Claim for Benefits under a Health Benefit Plan with respect to which the terms ofthe Plan
conditionreceiptofthe benefit, in whole orin part, on approval ofthe benefit in advance of obtaining medical care.

“Primary Care Physician” or “PCP” means a Plan Provider who has an independent contractor agreement with HPN to
assume responsibility for arranging and coordinating the delivery of Covered Services to Members. A Primary Care
Physician’s agreement with HPN may terminate. In the event thata Member’s Primary Care Physician’s agreement
terminates, the Member will be required to select another Primary Care Physician.

“Prior Authorization” or “Prior Authorized” means a systemthat requires a Providerto getapproval fromHPN before
providing non-emergency healthcare services to a Member for those services to be considered Covered Services. Prior
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Authorization is notan agreementto pay fora service.

“Procurement” means obtaining Medically Necessary human organs ortissue fora Covered Transplant Procedure as
determined by HPN and includes donor search, testing, removal, preservation and transportation of the donated organor
tissue. Procurement will also apply to medically appropriate donor testing services including, but not limited to, HLA typing,
subject to any maximum procurement benefit amount. Procurementdoes notincludemaintenance ofa donor while the
Member is awaiting the transplant.

“Prosthetic Device” means a non-experimental device that replaces all or part ofan internal or external body organ or
replaces all orpart ofthe function ofa permanently inoperative or malfunctioning internal or external organ.

“Provider” means a:

e Ambulatory Surgical Facility;

Dentist;

Hospital;

Physician;

Practitioner;

Podiatrist;

Skilled Nursing Facility;

Urgent Care Facility, or

otherpersonororganization licensed by the state where his/the practiceis locatedto provide medical or surgical
services, supplies, and accommodations acting within the scope ofhis/thelicense.

“Recognized Amount” means the amount which the Copayment, Coinsuranceand any applicable CYD, is based on forthe
below Covered Services when provided by Non-Plan Providers. The amountis based on either:

e Applicable state law, or
e The qualifying paymentamount as determined under applicable law for the following Covered Services:
o Non-Plan Emergency Covered Services.

o Non-Emergency Covered Services received at certain Plan facilities by Non-Plan Providers, when suchservices are
either Ancillary Services, ornon-Ancillary Services that havenotsatisfied the noticeand consent criteria of section
2799B-2(d) ofthe Public Service Act. Forthe purpose ofthis provision, "certain Plan facilities " are limited to a
hospital (as definedin /861(e) ofthe Social Security Act),ahospital outpatientdepartment, a critical access hospital
(as defined in 186 1(mm) (1) of the Social Security Act),an ambulatory surgical center described in section
1833(i)(1)(A) ofthe Social Security Act,and any other facility specified by the Secretary.

Note: Covered Services that use the Recognized Amount to determine the Member costsharing maybe higher or
lower than if costsharing for these Covered Services were determinedbased upon the Higible Medical Expenses.
“Reference Product” means a biological Prescription Drug.

“Referral” means a recommendation fora Memberto receive a service or care fromanother Provider or facility.
“Residential Treatment Center” means a sub-acute facility or acute care facility which delivers twenty-four (24) hours/
seven (7) days a week assessment, diagnostic services and activebehavioral health treatmentto Members. The levelofcare
and length of'stay, in a facility with the appropriate licensure level, is authorized through the HPN Managed Care program.
“Retrospective” or “Retrospectively” means areview ofan event afterit has takenplace.

“Rider” means a provision added to the A greement or the EOCto expand benefits or coverage.

“Secretary” means as that termis applied in the No Surprises Act ofthe Consolidated Appropriations Act (P.L. 116-260).
“Service Area” means the geographical area where HPN is licensed to operate. Itis shownin AttachmentB. Subscribers

must live or work in the Service Area to be coveredunder this Plan. Dependent childrenthat are covered under this Plan, due
to a court order, do not haveto reside within HPN’s Service Area.
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“Severe Mental Illness” means any ofthe following Mental [llnesses that are biologically based and for which diagnostic
criteria are prescribed in the Diagnostic and Statistical Manual of Mental Disorder (DSM), fourth edition, published by the
American Psychiatric Association:

e Bipolar disorder;

e Majordepressive disorders;

e  Obsessive-compulsive disorder;
e Panicdisorder;

e Schizoaffective disorder;and

e Schizophrenia.

“Short-Term” means the time required for treatment ofa condition that, in the judgment ofthe Member's PCP and HPN, is
subject to significantimprovement within sixty (60) consecutive calendar days fromthe first day oftreatment.

“Short-Term Habilitation Services” means occupational therapy, physical therapy and speech therapy prescribed by the

Member's treating Physician pursuant to a treatment planto develop a function notcurrently present as aresult ofa

congenital, genetic, or early acquired disorder.

e A '"congenital or genetic disorder" includes, butis not limited to, hereditary dis orders.

e An"early acquired disorder" refers to a disorder resulting from Sickness, Injury, trauma or some other eventor condition
suffered by a Member prior to that Member developing functional life skills such as, but notlimited to, walking, talking,
or self-help skills.

“Short-Term Rehabilitation” means Inpatientor outpatient rehabilitation services which are provided within the applicable
number of visits as set forthin the Plan’s Attachment A Benefit Schedule. This includes speech therapy, occupational
therapy and physical therapy.

“Skilled Nursing Care” means services requiring the skill, training or supervision oflicensed nursing personnel.

“Skilled Nursing Facility” means a facility ordistinctpart ofa facility that is licensed by the state where it is located to
provide Skilled Nursing Care instead of Hospitalization and that has an attending medical staff consisting of one or more
Physicians.

“Small Employer” or small group means as ascribed in 42 U.S.C. § 18024(b)(2).

“Special Enrollee” means an Eligible Employee or Eligible Family Member who applies for coverage during a Special
Enrollment Period following a Special Enrollment Event.

“Special Enrollment Event” means the occurrenceofone ofthe events described below whichallows an Eligible Employee
and/or Eligible Family Member to enrollunder this Plan during a Special Enrollment Period, as follows:

Special Enrollment Event Upon Loss of Coverage Under Another Health Benefit Plan. In the event ofaloss of
coverageunder a Health Benefit Plan that is not COBRA continuation coverage, except where the loss of coverage is due
to failure ofthe Eligible Employee or Eligible Family Member to pay premiums on a timely basis ortermination of
employment forcause. Lossofcoverage undera Health Benefit Plan can be the result of:
e Legal separation, divorce, cessation of Dependent status, death, termination of employment (not for cause) ora
reductionin hours ofemployment;
e Meeting orexceedinga lifetime Health Benefit Plan limit on all benefits undersuch coverage;
Termination of employer contributions for the Eligible Employee or Eligible Family Member’s coverage;
Exhaustion of COBRA continuation coverage.

Note: Voluntary cancellation ofhealthcare coverageis not considered a Special Enrollment Event.

“Special Enrollment Period” means the thirty-one (31)-day period following a Special Enrollment Event during which an
Eligible Employee and/orany Eligible Family Members can enrollunder this Plan.

“Specialist Physician” or “Specialist” means a Plan Provider who has an independent contractor agreement with HPN to
assume responsibility forthe delivery of specialty medical services to Members. These specialty medical services include
any Physician services notrelated to the ongoing primary care ofa patient. A Specialist Physician’s agreement with HPN
may terminate. Inthe eventthata Member’s Specialist Physician’s agreement terminates, another Specialist Physician will
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be selected forthe Member ifthose services are still required.

“Specialty Drugs” are high-cost oral, injectable, infused or inhaled Covered Drugs as identified by HPN’s P& T Committee
that are either self-administered or administered by a healthcare Provider and used or obtained in either an outpatientor home
setting.

“Step Therapy” is a programfor Members who take Prescription Drugs for an ongoing medical condition, such as arthritis,
asthma or high blood pressure, which ensures the Member receives the most appropriate and cost-effective drug therapy for
their condition. The Step Therapy programrequires that before benefits are payable fora high cost Covered Drug that may
have initially been prescribed, the Member try a lower cost first-step Covered Drug. If the prescribing Physician has
documented with HPN why the Member’s condition cannot be stabilized with the first-step Covered Drug, HPN will review
a request for Prior Authorizationto move the Memberto a second-step drug, and soon, until it is determined by HPN that the
prescribed Covered Drugis Medically Necessary and eligible for benefit payment.

“Subrogation” means HPN's right to bring a lawsuit in the Member's name against any party whomthe Member could have
sued forreimbursement of covered medical expenses.

“Subs criber” means an employee ofthe Group who meets the eligibility requirements ofthis EOC and who has enrolled
under this Plan, and for whompremiums have beenreceived and accepted by HPN.

“Substance-Relatedand Addictive Disorder” as defined in the Diagnostic and Statistical Manual of Mental Disorder
(DSM), fifth edition, is a cluster of cognitive, behavioral, and physiological symptoms indicating thatthe individual
continues using the substance despite significant substance-related problems. Substance-Related and A ddictive Disorder
treatment:

e mustbeprovidedasapart ofatreatment plan with clearly defined goals thatare realistic and measurable. The plan must
address significant impairment or deterioration in the Member’s occupational or scholastic function, social function, or
ability to provide self-care.

e mustbe providedby state licensed professionals who are practicing within thescope ofthis licensure.

“Summary of Benefits” (“SBC”) means a concise documentdetailing, in plain language, simple and consistentinformation
about health planbenefits and coverage. The SBC helps consumers betterunderstand the coverage they have and allow them
to easily compare differentcoverage options. It will summarize the key features ofthe plan or coverage, such as the covered
benefits, cost-sharing provisions and coverage limitations and exceptions. Members will receive the summary when
shopping for coverage, enrolling in coverage, at each new plan year and within seven business days of requestinga copy
from theirinsuranceissuer or group healthplan.

“Telemedicine” means the delivery of Covered Services froma providerofhealthcare toa patientata different location
throughthe useof information and audio-visual communication technology, notincluding

facsimile or electronic mail. The term includes, without limitation, the delivery of services from aproviderofhealth
care to a patient at a different location through theuse of:

e Synchronous interaction oran asynchronous systemofstoring and forwarding information; and

e Audio-only interaction, whether synchronous or asynchronous.

“Therapeutic Equivalent” means that a Covered Drugcan be expected to produce essentially the same therapeutic outcome
and toxicity.

“Therapeutic Supply” means the maximum quantity of supplies for which benefits are available fora single applicable
Copayment or Coinsurance amount, ifapplicable, and may be less thanbutshallnot exceed a thirty (30)-day supply.

“Totally Disabled” means:

e thecontinuinginability ofa Subscriber to substantially performduties related to his employmentorto work for pay,
profit or gain at any job for which he is suited by reason ofed ucation, training or experience becauseofIllness or Injury;
or

e theinability ofa Dependent to engage in his regularand usual activities.

“Transitional Living” means Mental Health Care Services and Substance-Related and Addictive Disorders Services
provided through facilities, group homes and supervised apartments which provide twenty -four (24) hour supervision,
including those defined in the American Society of Addiction Medicine (ASAM) Criteria,and are either:
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e Soberliving arrangements such as drug-freehousing or alcohol/drug halfway houses. They provide stable and safe
housing, an alcohol/drug-free environment and support forrecovery. They may be used as an additionto ambulatory
treatment when it doesn't offer the intensity and structure needed to help you with recovery.

e Supervised living arrangements which are residences such as facilities, group homes and supervised apartments. They
provide stable and safe housing and the opportunity to learn how to manage activities of daily living. They may be used
as an addition to treatment when it doesn't offer the intensity and structure needed to help with recovery.

“Transplant Benefit Period” means the period beginning with the date the Member receives a written Referral from HPN
for care in a Transplant Facility and ending on the first ofthe following to occur:

a. thedate 365 days afterthe date ofthe transplant;or

b. thedate when the Memberis no longer coveredunder this Plan.

“Trans plant Facility” means a Hospital thathas an independent contractor agreementor other contractual relationship with
HPN to provide Covered Services to Eligible Members in connection with organ or tissue transplants relatedto a Covered
Transplant Procedureas defined in this EOC. Non-Plan Hospitals do not have any contractual relationship with HPN to
provide such services.

“Unproven” in the context of “Experimental, Investigational or Unproven”, means services, including medications, that are
not determinedto be effective for treatment ofthe medical condition ornot determined to have a beneficial effect on health
outcomes dueto insufficientand inadequate clinical evidence fromwell-conducted randomized controlled trials or cohort
studies in the prevailing published peer-reviewed medical literature.

e  Well-conducted randomized controlled trials. (Two or more treatments are compared to each other, and the patientis not
allowed to choose which treatmentis received.)

e  Well-conducted cohort studies frommore than one institution. (Patients who receive study treatmentare comparedto a
group ofpatients whoreceive standard therapy. The comparison group must be nearly identical to the study treatment

group.)

HPN has a process by which we compile and review clinical evidence with respectto certain health care services. Fromtime
to time, HPN will issue medicaland drugpolicies that describe the clinical evidence available with respect to specific health
care services. Thesemedical and drugpolicies are subjectto change without priornotice. The Member can view these
policies at https://healthplanofnevada.com/Provider/Medical-Policies

NOTE: Ifa Memberhas a life-threateningillness or condition (one thatis likely to cause death within one year ofthe request
for treatment) HPN may, as we determine, consider an otherwise unprovenservice to be a covered healthcare service forthat
illness or condition. Priorto sucha consideration, HPN must first establish that there is sufficient evidenceto concludethat,
even though Unproven, theservice has significantpotential as an effective treatment for thatillness or condition.

“Urgent Care Claim” means a Claim for Benefits that is treated in an expedited manner because theapplication ofthe time
periods for making determinations that are not Urgent Care Claims could seriously jeopardize the Member’s life, health or
the ability to regain maximum function by waiting fora routineappeal decision. An UrgentCare Claim also means a Claim
for Benefits that, in the opinion ofa physician with knowledge ofthe Member’s medical conditions, would subject the
Memberto severepain that cannotbe adequately managed without thecare or the treatment that is thesubject ofthe claim.
If an originalrequest for Prior Authorization ofan Urgent Care service was denied, the Member couldrequest an Expedited
Appeal forthe Urgent Care Claim.

“Urgent Care Facility” means a facility equipped and operated mainly to give immediate treatment for an acute Illness or
Injury.

“Urgently Needed Services” means Covered Services needed to prevent a serious deteriorationin a Member’s health. While
notas immediate as Emergency Services, these services cannotbe delayed untilthe Member can see a Plan Provider.

“Waiting Period” means theperiod oftime established by the Group that mustpass before coverage foran Eligible
Employee or Eligible Family Member can become effective. Ifan Eligible Employee or Eligible Family Member enrolls as a
Special Enrollee, any period before such Special Enrollment is not a Waiting Period.
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RE: Notice of Transition of Care

Dear Customer/Client,

As required by the No Surprises Act of the Consolidated Appropriations Act (P.L. 116-
260), group health plans must provide Benefits for transition of care. If you are currently
undergoing a course of treatment with a Physician or heath care facility that is out-of-
Network under this new plan, you may be eligible to receive transition of care Benefits.

This transition period is available for specific medical services and for limited periods of
time. If you have questions regarding this transition of care reimbursement policy, or
would like help to find out if you are eligible for transition of care benefits, please call
Member Services at the number on the back of your health plan ID card.

The Transition of Care form is available on your health plan’s website under Health Plan
Forms. If you need assistance filling out the form, please ask your provider’s office.

Sincerely,
The Health Plan of Nevada and Sierra Health and Life Team
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HEALTH PLAN OF NEVADA
A UnitedHealthcare Company

Attachment B

SERVICE AREA DESCRIPTION

To enroll in Health Plan of Nevada, you must work or reside in the Nevada Service Area:
Clark County (all zip codes)
Esmeralda County (all zip codes)
Lyon County (all zip codes)
Mineral County (all zip codes)
Nye County (all zip codes)

Washoe County (all zip codes)

Basic and Supplemental Health Services for Health Plan of Nevada, Inc.’s Service Area commenced in August 1982
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HEALTH PLAN OF NEVADA
A UnitedHealthcare Company

HPN Solutions HM O 25 Direct Access - State of Nevada V2

Attachment A Benefit Schedule

Amounts which the Member is required to pay as shownbelow in the Benefit Schedule are based on Eligible Medical Expenses (EME) or the
Recognized Amount, ifapplicable, as defined in the Evidence of Coverage.

The Calendar Year Out of Pocket Maximum is $5,000 per Memberand $10,000 per family.

The Out Of Pocket Maximum does notinclude: 1) amounts charged fornon-Covered Services, 2) amounts exceeding applicable Plan benefit
maximums or EME payments;or, 3) penalties fornot obtaining any required Prior Authorization or for the Member otherwise not complying
with HPN’s Managed Care Program.

Please note: Forall Inpatientand Outpatientadmissions, including those for Emergency or Urgent Care, in addition to specified surgical
Copayment/Cost-share amounts, the Member is also responsible forall other applicable facility and professional Copayments/Cost-share as
outlined in this Attachment A Benefit Schedule to the Evidence of Coverage (EOC).

The Member is responsible forany/allamounts exceeding any stated maximum benefit amounts and/or any/all amounts exceeding the Plan’s
payment to Non-Plan Providers under this Plan. Further, such amounts do not accumulate to the calculation ofthe Calendar Year Out of
Pocket Maximum.

IMPORTANT NOTE: This plan doesnot provideany services received froma Non-Plan Provider except for Emergency Services or
Medically Necessary services that are not available through a Plan Provider.

Referral or
Covered Services and Limitations Prior Auth. Tier I HMO Benefit*
Required!
Medical Office Visits/Consultations and Visits in an Outpatient
Setting (including Telemedicine Services)
Primary Care Services
» Convenient Care Facility No Memberpays $15 per visit.
* Physician Extenderor Assistant No Memberpays $15per visit.
* Physician No Memberpays $25 per visit.
Specialist Services
e  With Referral Yes Member pays $25 per visit.
o  Without Referral No Member pays $40 per visit.
Preventive Healthcare Services - Fora complete list of Preventive No Member pays $0per visit.
Services, includingall FDA approved contraceptives, goto
http://doi.nv.gov/Healthcare-RefornvIndividuals-Families/Preventive-
Care/.
If you have a questionaboutwhether ornot a serviceis “Preventive”,
please contact the HPN Member Services Department (1-800-777-
1840).

*Refer to the Limitations Section ofthe EOC for informationregarding EME and benefit maximums.
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Referral or

Covered Services and Limitations Prior Auth. Tier | HMO Benefit*
Required!
Non-preventive Routine Lab and X-ray Services Yes
The Copayment/Cost-share is in addition to the Physician office visit
Copayment/Cost-share and applies to services rendered in a
Physician’s office or at an independent facility.
+ Lab Member pays $0per visit.
* X-Ray Member pays $0per visit.
Virtual Visits (Available through NowClinic orselect contracted No Memberpays $0per visit.
Providers)
Urgent Care Facility No Memberpays $50 per visit.
Emergency Services
*  Emergency RoomFacility (includes Physician Services) No Member pays $600 per visit; waived ifadmitted
througha Hospital Emergency RoomFacility.

* Hospital Admission - Emergency Stabilization (includes Physician No Member pays $600 per admission.

Services)

Applies until patientis stabilized and safe for transferas

determined by the attending Physician.
Ambulance Services
*  Emergency Transport No Member pays $0 pertrip.
* Non-Emergency - HPN Arranged Transfers Yes Member pays $0.
Inpatient Hos pital Facility Services (Elective and Emergency Post- Yes Member pays $600 peradmission.
Stabilization Admissions)
* Physician Fees and Medical Services Yes Memberpays $600 per admission.
Outpatient Hospital Facility Services Yes Memberpays $350 persurgery.
Ambulatory Surgical Facility Services Yes Member pays $50 persurgery.
Anesthesia Services Yes Member pays $0persurgery.
Physician Surgical Services - Inpatient and Outpatient
» Inpatient Hospital Facility Yes Member pays $0persurgery.
* Outpatient Hospital Facility Yes Member pays $0 persurgery.
* Ambulatory Surgical Facility Yes Memberpays $0persurgery.
» Physician's Office

Primary Care Physician (Includes all physicianservices related to No Member pays $0per visit.

the surgical procedure)

Specialist (Includes all physicianservices related to the surgical

procedure)

e  With Referral Yes Member pays $25 per visit.
e  Without Referral No Member pays $45 pervisit.

*Refer to the Limitations Section ofthe EOC for information regarding EME and benefit maximums.
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Benefit Schedule

Referral or

Covered Services and Limitations Prior Auth. Tier | HMO Benefit*
Required!
Gastric Restrictive Surgery Services
HPN provides a lifetime benefit maximum ofone (1) Medically
Necessary surgery per Member.
* Physician Surgical Services Yes Member pays 50% of EME. Subject to maximum
benefit.
» Physician's Office Visit Yes Memberpays $25 per visit.
Organ and Tissue Transplant Surgical Services
» Inpatient Hospital Facility Yes Member pays $600 peradmission.
» Physician Surgical Services - Inpatient Hospital Facility Yes Memberpays $0persurgery.
» Transportation, Lodgingand Meals Yes Member pays $0 persurgery. Subject to maximum
The maximum benefit per Member per Transplant Benefit Period benefit.
for transportation, lodging and meals is $10,000. The maximum
daily limit for lodging andmeals is $200.
Post-Cataract Surgical Services
* Frames and Lenses Yes Memberpays $10perpair of glasses. Subject to
maximum benefit.
* Contact Lenses Yes Member pays $10perset of contactlenses. Subject
to maximum benefit.
Benefit is limited to one (1) pairof Medically Necessary glasses or set
of contact lenses as applicable per Member persurgery.
Home Healthcare Services (does notinclude Specialty Prescription Yes Member pays $0per visit.

Drugs)

*Refer to the Limitations Section ofthe EOC for information regarding EME and benefit maximums.
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Benefit Schedule

Referral or

Covered Services and Limitations Prior Auth. Tier | HMO Benefit*
Required!
Hospice Care Services
» Inpatient Hospice Facility Yes Member pays $600 peradmission.
» Outpatient Hospice Services Yes Memberpays $0per visit.
» Inpatient and Outpatient Respite Services Yes
Benefits are limited to a combined maximum benefit of five (5)
Inpatient days or five (5) Outpatient visits per Member per ninety
(90) days of Home Hospice Care.
° Inpatient Member pays $600 per admission. Subjectto
maximum benefit.
° Qutpatient Member pays $25 per visit. Subject to maximum
benefit.
* Bereavement Services Yes Memberpays $25 per visit. Subject to maximum
Benefits are limited to a maximum benefit offive (5) group benefit.
therapy sessions. Treatmentmust be completed within six(6)
months ofthe date of death ofthe Hospice patient.
SkilledNursing Facility Yes Memberpays $600 per admission; waived if
Subject to a maximum benefit of one hundred (100) days per Member admitted froman acute care facility. Subject to
per Calendar Year. maximum benefit.
Residential Treatment Center Yes Member pays $600 per admission; waived if
Subject to a maximum benefit of one hundred (100) days per Member admitted froman acute care facility. Subject to
perCalendar Year. maximum benefit.
Manual Manipulation
Applies to Medical-Physician Services and Chiropractic office visit.
Subject to a maximum benefit of twenty (20) visits per Member per
Calendar Year.
e  With Referral Yes Member pays $25 pervisit. Subject to maximum
benefit.
e  Without Referral No Member pays $45 per visit. Subject to maximum

benefit.

*Refer to the Limitations Section ofthe EOC for information regarding EME and benefit maximums.
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Benefit Schedule

Referral or

Covered Services and Limitations Prior Auth. Tier | HMO Benefit*
Required!
Short-Term Habilitation Services (includingbutnotlimited to
Physical, Speech and Occupational Therapy)
» Inpatient Hospital Facility Yes Member pays $600 per admission. Subjectto
maximum benefit.
*  Outpatient Yes Memberpays $25 per visit. Subject to maximum
benefit.
All Inpatient and Outpatient Short-TermHabilitation Services are
subject toa combined maximum benefit of one hundred twenty
(120)days/visits per Member per Calendar Year.
Short-Term Rehabilitation Services (including but not limited to
Physical, Speech and Occupational Therapy)
» Inpatient Hospital Facility Yes Member pays $600 peradmission. Subjectto
maximum benefit.
* Outpatient Yes Member pays $25 per visit. Subject to maximum
benefit.
All Inpatient and Outpatient Short-TermRehabilitation Services are
subject toa combined maximum benefit of one hundred twenty
(120)days/visits per Member per Calendar Year.
Durable Medical Equipment Yes Memberpays $0. Subject to maximum benefit.
Monthly rental or purchase at HPN’s option. Purchases are limited to
a single purchaseofatype of DME, including repair and replacement,
once every three (3) years.
Genetic Disease Testing Services
» Office Visit
e  With Referral Yes Memberpays $25 per visit.
e  Without Referral No Member pays $45 pervisit.
+ lLab Yes Memberpays 25% of EME.
Includes Inpatient, Outpatient and independent Laboratory
Services.
Infertility Office Visit Evaluation
Please referto applicable surgical procedure Copayment/Cost-share
and/or Coinsurance amountherein for any surgical infertility
procedures performed.
e  With Referral Yes Member pays $25 per visit.
o  Without Referral No Member pays $45 pervisit.

*Refer to the Limitations Section ofthe EOC for information regarding EME and benefit maximums.

22H KN_SOL_HMO 25 DA _SON V2 Page 5




Benefit Schedule

Referral or

Covered Services and Limitations Prior Auth. Tier I HMO Benefit*
Required!
Medical Supplies Yes Memberpays $0.

(Obtained outside ofa medical office visit)

Other Diagnostic and Therapeutic Services

The Copayment/Cost-share amounts are in addition to the Physician
office visit Copayment/Cost-share and applies to services rendered in
a Physician's office orat an independent facility.

» Anti-cancerdrugtherapy, non-cancer related drug therapy or other Yes Member pays $25 perday.
Medically Necessary therapeutic drug services.

* Dialysis Yes Memberpays $25 perday.
* Therapeutic Radiology Yes Memberpays $25 perday.
*  Complex Allergy Diagnostic Services (including RAST) and Yes Memberpays $25 per visit.
Serum Injections
* Otologic Evaluations Yes Member pays $25 per visit.
* Othercomplex diagnostic imaging services including: CT Scan Yes Memberpays $100 pertest orprocedure.

and MRI; vascular diagnostic and therapeutic services; pulmonary
diagnostic services; and complexneurological or psychiatric
testing or therapeutic services.

* Positron Emission Tomography (PET) scans Yes Member pays $100 pertest or procedure.
Prosthetic Devices Yes Memberpays $750 per device. Subjectto maximum
Purchases are limited to a single purchase ofa type of Prosthetic benefit.

Device, including repair and replacement, onceevery three (3) years.

Orthotic Devices Yes Memberpays $50 per device. Subject to maximum
Purchases are limited to a single purchase ofa type of Orthotic benefit.
Device, including repair and replacement, onceevery three (3) years.

*Refer to the Limitations Section ofthe EOC for information regarding EME and benefit maximums.
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Benefit Schedule

Referral or

Covered Services and Limitations Prior Auth. Tier | HMO Benefit*
Required!
Self-Management and Treatment of Diabetes
* Education and Training No Member pays $25 per visit.
*  Supplies (except for Insulin Pump Supplies) No Member pays $5 per therapeutic supply.
Insulin Pump Supplies Yes Memberpays $10 pertherapeutic supply.
* Equipment (except for Insulin Pump) Yes Memberpays $20 perdevice.
Insulin Pump Yes Memberpays $100 perdevice.
Special Food Products and Enteral Formulas Yes Memberpays $0.
Temporomandibular Joint Treatment Yes Member pays 50% of EME.
Mental Health and Severe Mental Illness Services
» Inpatient Hospital Facility Yes Member pays $600 peradmission.
* Outpatient Treatment (including Telemedicine Services) Yes Member pays $25 per visit.
Substance-Relatedand Addictive Disorder Services
+ Inpatient Hospital Facility Yes Memberpays $600 per admission.
* Outpatient Treatment (including Telemedicine Services) Yes Member pays $25 per visit.
Hearing Aids Yes Member pays $0. Subject to maximum benefit.
Purchases are limited to a single purchase ofa type of Hearing Aid
perhearing impaired ear, including repair and replacement, once
every three (3) years.
Applied Behavioral Analysis (ABA) for the treatment of Autism Yes Member pays $25 per visit. Subject to maximum

for Members up to age 22
Limited to one thousand five hundred (1,500) total hours oftherapy
perMember per Calendar Year.

benefit.

The Member’s Tier I Copayment/Cost-share will not be more than 50% ofthe allowed cost of providing any single service or supplying an
item to a Member, after the deductible, ifapplicable, has beenmet. A Membermay not contributeany more thantheindividual CYD amount
toward the family CYD amount. A Member may not contribute any more thantheindividual Calendar Year Out of Pocket Maximum toward
the family Calendar Year Out of Pocket Maximum amount.

(DReferral or Prior Auth. Required — Except as otherwise noted and, with the exception of certain Outpatient, non-emergency Mental Health,

Severe Mental lllness and Substance-Related and Addictive Disorder Services, all Covered Services notprovided by the Member’s Primary
Care Physicianrequire a Referral ora Prior Authorization in the formofa written referral authorization fromHPN. Please referto your HPN
Evidence of Coverage for additional information.

*Refer to the Limitations Section ofthe EOC for information regarding EME and benefit maximums.
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Form No. DomesticPartnerMAS(12/2011)

HEALTH PLAN OF NEVADA
A UnitedHealthcare Company

P.O. Box 15645, Las Vegas, NV 89114-5645

Domestic Partner Rider

This Domestic Partner Rider when attached to
the Health Plan of Nevada (“HPN”) Evidence
of Coverage (“EOC”) amends the document to
include Dependent coverage for a
Subscriber’s Domestic Partner. The
enrollment of a Subscriber’s Domestic Partner
is subject to the eligibility and enrollment
requirements contained herein. Dependent
coverage for a Subscriber’s Domestic Partner
is subject to the conditions, limitations and
exclusions contained in the EOC, the
Attachment A Benefit Schedule and any
applicable Endorsements or Riders.

To be eligible to enroll as a Subscriber’s
Domestic Partner under this Rider, a person
must on the date of enrollment meet the
following criteria:

a. provide proof of cohabitation; and

b. have attained the age of consent in his
state of residence; and

c. not be related by blood in any manner
that would bar marriage in the state of
the Domestic Partnership; and

d. have a committed and personal
relationship and be considered part of
the Subscriber’s family, and

e. not currently be a party to a valid
marriage or a Domestic Partnership
with anyone other than the Subscriber;
and

Page |

f. have registered as the Subscriber’s
Domestic Partner using the
Declaration of Domestic Partnership
form from the Nevada Secretary of
State’s office as proof of the Domestic
Partner relationship or using the
equivalent form of registration
documentation from the state in which
the Domestic Partnership is registered.

The Plan will require a notarized copy of the
required registration documentation as proof
of the Domestic Partner relationship.

A Domestic Partner's dependent children are
eligible for coverage when meeting the
Eligible Dependent criteria as set forth in the
EOC and any applicable Endorsements.
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HEALTH PLAN OF NEVADA
A UnitedHeatthcara Company

Real Appeal Rider

This Rider is a supplement to your Health Plan of Nevada, Inc. (“HPN”) Evidence of Coverage (“EOC”) and Attachment A Benefit Schedule
and amends your coverage to include benefits for virtual obesity counseling services for eligible Members through Real Appeal. There are no
deductibles, Copayments or Coinsurance you must meet or pay for when receiving these services. Unless otherwise specifically stated, these

provisions are effective on the first day of the new or renewing Plan Year or the Effective Date of Coverage.

Real Appeal
Benefits are provided for Real Appeal, which provides a virtual lifestyle intervention for weight-related conditions to eligible Members. The
goal is to help those at risk from obesity-related diseases. Real Appeal is designed to support Members thirteen (13) years of age or older.

This intensive multi-component behavioral intervention provides fifty-two (52) weeks of support. This support includes one-on-one coaching
and online group participation, with supporting video content delivered by a live virtual coach. The experience will be personalized for each
individual through an introductory online session.

These covered health care services will be individualized and may include, but are not limited to, the following:

e  Virtual support and self-help tools —
Personal one-on-one coaching;
Group support sessions;
Educational videos;
Tailored informational kits;
Integrated web platform; and
o Mobile applications.
e Education and training materials focused on goal setting, problem-solving skills, barriers and strategies to maintain changes.
e Behavioral change counseling by a specially trained coach for clinical weight loss.

O O O O O

If you would like additional information regarding these covered health care services, you may contact us through www.realappeal.com,
https://member.realappeal.com or Member Services at the number shown on your ID card.
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HEALTH PLAN OF NEVADA
A UnitedHealthcare Company

State of Nevada
4-Tier Outpatient Prescription Drug Rider to the HPN Group
Evidence of Coverage

THIS PRESCRIPTION DRUG BENEFIT RIDER CONTAINS A CALENDAR YEAR
DEDUCTIBLE (“CYD”)

The Prescription Drug Calendar Year Deductible (CYD) applies to Tier IV

$100 Prescription Drug Calendar Year Deductible per Member not to exceed $200 for all
Members in a Family.

Plan Retail Prescription Drug Benefits

Prescription Drug Tier Tier Il HM O Plan Benefit
Tier 1 Member pays $10 Copayment per Designated Plan Pharmacy Therapeutic Supply.
Member pays $40 Copayment per Designated Plan Pharmacy Therapeutic Supply.
Tier 11
Member pays $75 Copayment per Designated Plan Pharmacy Therapeutic Supply.
Tier III
Tier IV After CYD, Member pays 20% of EME per Designated Plan Pharmacy Therapeutic
(Specialty Drugs) Supply.

Prescription Drug Products from a Mail Order Network Pharmacy or 90 Day Retail Plan Network

Pharmacy
Member pays up to 2.5 times the applicable Tier Cost-share per Pharmacy Therapeutic Supply.

Please refer to the HPN Prescription Drug List (PDL) for the listing of Covered Drugs and for any Covered Drugs
requiring Prior Authorization and/or Step Therapy as outlined in the HPN EOC.

This Prescription Drug Benefit Rider is issued in consideration of: (a) Group’s election of coverage under this Rider,
(b) your eligibility for the benefits described in this Rider, and (c) payment of any additional premium.

This Prescription Drug Benefit Rider is a supplement to your Evidence of Coverage (EOC) and Attachment A Benefit
Schedule issued by Health Plan of Nevada, Inc., and amends your coverage to include benefits for Covered Drugs. This
coverage is subject to the applicable terms, conditions, limitations and exclusions contained in your HPN EOC and
herein.

Out of Pocket amounts paid for Covered Drugs accumulate to the Annual Out of Pocket Maximum as set forthin the HPN Attachment A
Benefit Schedule.
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HEALTH PLAN OF NEVADA
A UnitedHealthcare Company

Vision Care Services Rider
to the HPN Evidence of Coverage

Option 6: 12/12/24/10-10-100

The Vision Care Services Rider is issued in consideration of: (a) the Groups’s election of coverage under this Rider, (b) the Member’s

eligibility for the benefits described in this Rider, and (c) payment of any additional premium.

This Rider is a supplement to the Health Plan of Nevada (“HPN”) Evidence of Coverage (“EOC”) and Attachment A Benefit Schedule and

amends your coverage to include benefits for Vision Care Services.

|| SECTION 1. Vision Care Services

Subject to definitions, terms and conditions in the EOC, a Member is entitled to receive the vision care services set forth in this Rider. The
Member shall be entitled to vision care services only if a Plan Provider prescribes Lenses and Frames and the prescription was ordered while

the Member was enrolled in HPN.

Covered Services and Limitations

Copayment

Vision Examination

One (1) vision examination by a Plan Provider to include complete analysis of the eyes
and related structures to determine the presence of vision problems or other abnormalities
will be provided each twelve (12) consecutive calendar month period.

$10 copay for each examination by a Plan
Provider.
Subject to limitation.

Lenses (Plastic)

One (1) pair of Lenses will be provided during any \twelve (12) consecutive calendar
month period, when a prescription change is determined Medically Necessary by a Plan
Provider. Lenses are limited to single vision, bifocal, trifocal, lenticular and other complex
Lenses.

$10 copay for one pair of Lenses (Plastic).
Subject to limitation.

Frames

Expenses incurred in connection with Frames, from an approved frame selection will be
considered covered vision expenses once during each twenty-four (24) consecutive
calendar month period. Charges for Frames in excess of the maximum allowance shall be
the responsibility of the Subscriber. Discounts may be available through the Plan Provider
for those charges in excess of the maximum allowance.

$100 maximum allowance for Frames. Subject
to limitation.

Contact Lenses

Expenses incurred in connection with the purchase of one (1) pair of Contact Lenses
prescribed by a Plan Provider may be considered covered vision expense on the condition
that the Subscriber elects to receive an allowance for the purchase of such Contact Lenses
in lieu of all other vision benefit once during any twelve (12) consecutive month period
(with the exception of the annual vision examination which shall continue to be available).
Charges for Contact Lenses in excess of the Maximum allowance shall be the
responsibility of the Subscriber. Discounts may be available through the Plan Provider for
those charges in excess of the maximum allowance.

$250 maximum allowance for medically
necessary Contact Lenses. Subject to
limitation.

$115 maximum allowance for conventional or
disposable Contact Lenses. Subject to
limitation.
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Vision Care Service Rider
|| SECTION 2. Exclusions ||

This section tells you what services and supplies are not covered under the Evidence of Coverage. The following services and resulting
complications are excluded from coverage hereunder.

2.1 Any services and supplies not provided for in the EOC, not Medically Necessary as defined by the EOC or not required in accordance
with the accepted standards of vision practice of the community.

2.2 Services provided by non-participating vision care providers.

2.3 Charges for services by a vision Plan Provider to his or her Dependents.

2.4 Charges for care or services and supplies provided before the Effective Date or after the termination date of the Evidence of Coverage.
2.5 Services or materials that are experimental, investigational or unproven.

2.6 Services or materials provided under Workers’ Compensation or Employer’s Liability laws.

2.7 Services provided or paid for by governmental agency or under any governmental program or law, except charges which the member

is legally obligated to pay.
2.8 Services performed for cosmetic purposes or to correct congenital malformations.
2.9 Services and materials resulting from failure to comply with professionally prescribed treatment.
2.10 Services or materials provided as a result of a self-inflicted injury or illness.
2.11 Two pairs of eyeglasses in lieu of bifocals.
2.12 Visual therapy.

2.13 Replacement of lost or stolen eyewear.

| SECTION 3. Limitations |

3.1 The following options are excluded from coverage hereunder; however, if the Member wishes to pay the full cost of any option, it will
be made available by the Plan Provider. The Plan Provider will maintain a schedule listing the full cost of these options:

oversize Lenses;

cost of Frames in excess of Frames allowance;

tinted of photochromic Lenses;

coated Lenses;

cosmetic Contact Lenses

no-line bifocal Lenses;

plastic multi-focal Lenses;

two pairs of Lenses and Frames in lieu of bifocal Lenses and Frames; or
all prescription sunglasses.

|| SECTION 4. General Provisions ||

4.1 This Rider shall be effective on the effective date of the EOC.

4.2 This Rider shall terminate upon termination of the EOC and under the same terms and conditions specified in the EOC. Upon such
termination, Member shall cease to be entitled to any benefits provided in this Rider.

43 Nothing herein contained shall be held to vary, alter, waive or extend any of the terms, conditions, provisions agreements or
limitations of the EOC, other than as set forth in this Rider.
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Vision Care Service Rider
|| SECTION 5. Glossary ||

This section tells you meanings of some of the more important words in the Evidence of Coverage. Please read it carefully. It will help you to
understand the rest of the Evidence of Coverage.

5.1 “Blended Lenses” means bifocals which do not have a visible dividing line.

5.2 “Calendar Year” means January 1 through December 31 of the same year.

53 “Coated Lenses” means a substance which is added to a finished lens on one or both surfaces.

5.4 “Contact Lenses” means ophthalmic corrective Lenses, either glass or plastic, ground or molded as prescribed by a Plan Provider to

be fitted directly to the patient’s eyes.

55 “Course of Treatment” means an interdependent series of Medically Necessary Covered Services prescribed by a Vision Provider to
correct a specific optical condition.

5.6 “Eligible Vision Expenses” (EVE) means the maximum allowable amount the Company will pay for a particular Covered Service as
determined by the Company in accordance with the HPN Reimbursement Schedule. Vision Plan Providers have agreed to accept the
HPN Reimbursement Schedule as payment in full for Covered Services, less any applicable Copayment. In no event will HPN pay
more than the maximum payment allowance established in the HPN Reimbursement Schedule.

5.7 “Frames” mean standard eyeglass Frames adequate to hold two Lenses.
5.8 “Injury” means physical damage to the body inflicted by a foreign object, force, temperature, or corrosive chemical.
5.9 “Lenses” mean ophthalmic corrective Lenses, either glass or plastic, ground or molded as prescribed by a Vision Plan Provider to be

fitted into frames.

5.10 “Medically Necessary” means any vision care services or supplies required to preserve the Member’s visual health and which, as
determined by the Company’s Managed Care Program and or Medical Director, are:

consistent with the symptoms or diagnosis and treatment of the Member’s vision deficiency;
appropriate with regard to standards of good vision practice; and

not solely for the convenience of the Member or Provider; and

the most appropriate supply or level of service which can be provided to the Member.

Services, supplies, and accommodations will not automatically be considered Medically Necessary because they were prescribed by a
Provider. The Company may consult with professional consultants, or other appropriate sources for recommendations regarding the
services or supplies the Member receives are Medically Necessary.

5.11 “Non-Plan Vision Provider” means a Vision Provider who does not have an independent contractor agreement with HPN.

5.12 “Occupational Illness or Injury” means any Illness or Injury arising out of or in the course of employment for pay or profit.

5.13 “Orthoptics” means the teaching and training process for the improvement of visual perception and coordination of the two eyes for
efficient and comfortable binocular vision.

5.14 “Oversize Lenses” means larger than standard lens blank, to accommodate prescriptions.

5.15 “Photochromic Lenses” means lenses which change color with intensity of sunlight.

5.16 “Plano Lenses” means lenses which have no refractive power.

5.17 “Prior Authorization” or “Prior Authorized” means a system that requires a Provider to get approval from HPN before providing

non-emergency healthcare services to a Member for those services to be considered Covered Services. Prior Authorization is not an
agreement to pay for a service.
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Vision Care Service Rider

5.18 “Professional Service” means examination, material selection, fitting of glasses, related adjustments, etc.
5.19 “Tinted Lenses” means lenses which have additional substance added to produce constant tint (e.g., pink, green, gray, blue, etc).

5.20 “Vision Plan Provider” means a Provider who has an independent contractor agreement with HPN to provide certain Covered
Services to Members. A Vision Plan Provider’s agreement with HPN may terminate, and a Member will be required to select another

Vision Plan Provider.
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Advance Directives

DURABLE POWER OF ATTORNEY
DECLARATION OF LIVING WILL

NOTE: This document is not intended as a substitute for legal advice. You should seek qualified legal guidance to assist
you in completing and executing an Advance Directive in accordance with the law.

Introduction

There may come a time when you will be seriously injured or become gravely ill and unable to make healthcare decisions for yourself.
You may wish to choose in advance what kinds of treatments are administered and whether or not life support systems should be
maintained or withdrawn.

Most states allow a competent adult to execute a document which allows him or her to accept or refuse treatment in the event that he
or she has a terminal condition and is not able to make decisions for himself or herself. Many states do

not specify the particular form that a directive must follow to be effective, but you should check the laws in your own state to be sure.
However, we have included information for you on where you can get forms which may be available.

Glossary

Advance Directive - an instruction, such as a Declaration/Living Will or Durable Power of Attorney for Healthcare Decisions, to
withhold or withdraw life-sustaining procedures in the event of a terminal condition.

Attorney In Fact - a person authorized by another to act in his place either for some particular purpose, as to do a particular act, or
for the transaction of business in general which is not of a legal nature.

Life-sustaining Treatment - a medical procedure or intervention that uses mechanical or other artificial means to sustain, restore or
supplant a vital function. It only artificially postpones the moment of death of a patient in a Terminal Condition whose death is
imminent or will result within a relatively short time without the application of the procedure. The term does not include the
administration of medication or the performance of a medical procedure considered to be necessary to provide comfort or care, or to
alleviate pain.

Terminal Condition - an incurable and irreversible condition caused by injury, disease or illness that would result in death without
the application of life-sustaining procedures, according to reasonable medical judgement. The application of life-sustaining procedures
serves only to postpone the moment of the patient’s death.

Types of Advance Directives

A Declaration/Living Will is one type of Advance Directive. A Declaration/Living Will directs your attending physician to withdraw
treatment that

only prolongs a Terminal Condition. To be valid under law, a Declaration/Living Will must be signed by you as the declarant and
must also be signed by two witnesses who 1) are not related to you by blood or marriage, 2) are not mentioned in your will and 3)
would have no claim on your estate.

In addition the Declaration/Living Will may not be witnesses by your physician or by anyone working for your physician. If you are
in a healthcare

facility at the time you sign the Declaration/Living Will, you may not use as a witness any other patient, or employee of the facility if
they are involved in providing direct patient care to you or are directly involved in the financial affairs of the facility. The signatures
of the witnesses do not have to be notarized to make the Declaration/Living Will a valid legal document.

A Durable Power of Attorney for Healthcare Decisions may also be executed. This document allows you to appoint someone to
make a variety of healthcare decisions for you should you become unable to do so. Requirements under the law are very specific for
properly executing this document, and you should seek qualified legal guidance to assist you in completing and executing an Advance
directive in accordance with the law.
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Advance Directive

Advance Directives as Part of your Permanent Medical Record

Once you have executed an Advance Directive of any kind, please notify your physician and provide a copy of it to him or her so that
it may be made a part of your permanent medical record.

Upon learning of the existence of an Advance Directive, a physician must make reference to the fact that you have an Advance
Directive in your permanent medical record.

Frequently Asked Questions

How long is an Advance Directive valid?

Generally, any Advance Directive is effective until it is revoked. You may want to consider initialing and dating your Advance
Directive periodically to show that it still expresses your wishes. You may revoke your Advance Directive at any time and in any
manner, without regard to your mental or physical condition. A revocation is effective when your attending physician or other
healthcare provider receives notice of the revocation from you or from a witness to the revocation. Pursuant to the law, to the extent
that a Durable Power of Attorney for Healthcare or Declaration/Living Will conflicts with a directive or treatment decision executed
under the law, the instrument executed later in time controls.

What will happen if I become terminally ill and I am unable to make healthcare decisions by myself, yet I
haven’t executed an Advance Directive?
In preparation for this possibility, you should, at the very least, make your wishes known to those you love. Laws in your state may

give a "surrogate decision maker" the authority to consent to the withholding or withdrawal of life-sustaining treatment for you. (This
consent must be in writing and attested by two witnesses.)

A "surrogate decision maker" is, in order of authority;

e your spouse;

e your adult child or, if you have more than one child, a majority of the adult children who are reasonably available to
consult;

e  your parents;

e  your adult sibling or, if you have more than one adult sibling, a majority of the adult siblings who are reasonably
available to consult;

e or your nearest other adult relative by blood or adoption who is reasonably available to consult.
If a class of "surrogate decision makers" entitled to consent is not reasonably available to consult and competent to decide, or

declines to decide, the next class is authorized to make the decision. An equal division in a class does not authorize the next class to
decide.

What if my doctor objects to the withholding or withdrawal of life-sustaining treatment?

Healthcare providers have varying beliefs regarding the implementation of an individual’s Advance Directive. An attending
physician or other provider of healthcare who is unwilling to honor your Advance Directive must take all reasonable steps as
promptly as possible to transfer your care to another physician or healthcare provider.

How will my execution of an Advance Directive affect my health and life insurance policies?

The making of an Advance Directive does not affect the sale, purchase or issuance of a life insurance or annuity policy, nor does
it affect the terms of an existing policy. It also cannot be prohibited or required as a condition of being insured for, or receiving,
healthcare.

What are our policies on the administration of life-sustaining treatment?

As a company we are committed to the preservation of life and the alleviation of suffering. If, however, you wish to have life-
sustaining treatment withheld or withdrawn in the event you become terminally ill, we will make every effort to see that your
wishes are honored. If you have already executed an Advance Directive, please give a copy to your doctor(s) to be placed in your
medical record.
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Advance Directive

Where can I obtain a Declaration/Living Will or Durable Power of Attorney for Healthcare Decisions
form?

Forms are available from a variety of sources, including some physicians, attorneys, and healthcare facilities.

Once you have completed an Advance Directive, discuss your decisions with your family, next of kin, or other responsible parties, and
give your attorney and each one of your doctors a copy to be placed in all of your medical records. It is also advisable to keep a copy
with you at all times.

Conclusion

It is difficult for people to make good decisions when they are under pressure or emotional strain, particularly in areas where there are
no clear-cut answers about life-sustaining treatment. These issues require a great deal of discussion and careful thought. The information
provided here

has been presented in the hope that you will discuss it with your doctor and others and come to a decision that is right for you or
someone you love.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 07/01/2021 - 06/30/2022
Health Plan of Nevada: HPN Solutions HMO 25 Direct Access - State of Neva $10/$40/$75/30% Coverage for: Subscriber Only | Plan Type: HMO

=

. The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you

E_ and the plan would share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided
separately. This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, www.healthplanofnevada.com.
For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the

Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary or call 1-800-777-1840 to request a copy.

Important Questions Answers Why This Matters:
What is the overall $0 See the Common Medical Events chart below for your costs for services this
deductible? plan covers.
Are there services covered | Not Applicable Not Applicable
before you meet your
deductible?
Are there other deductibles |Yes. $150/Member, $300/Family deductible for Tier 4 for You must pay all of the costs for these services up to the specific deductible
for specific services? prescription drug coverage. There are no other specific amount before this plan begins to pay for these services.

deductibles.

What is the out-of-pocket $5,000 / Member and $10,000 / Family The out-of-pocket limit is the most you could pay in a year for covered
limit for this plan? services. If you have other family members in this plan, they have to meet their

own out-of-pocket limits until the overall family out-of-pocket limit has been met.
What is not included in the | Penalties for not obtaining any required prior authorization, | Even though you pay these expenses, they don't count toward the out-of-
out-of-pocket limit? premiums, balance-billing charges, and health care this pocket limit.

plan doesn't cover.
Will you pay less if you use |Yes. See www.healthplanofnevada.com/Member/Doctor- | This plan uses a provider network. You will pay less if you use a provider in

a network provider? or-Provider or call 1-800-777-1840 for a list of Plan the plan's network. You will pay the most if you use an out-of-network provider,
Providers. and you might receive a bill from a provider for the difference between the

provider's charge and what your plan pays (balance billing). Be aware your
network provider might use an out-of-network provider for some services (such
as lab work). Check with your provider before you get services.

Do you need a referral to see | No You can see the specialist you choose without a referral.

a specialist?

*For more information about limitations and exceptions, see the plan or policy document at www.healthplanofnevada.com Page 1 of 7
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; All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay
Common HMO Provider Limitations, Exceptions & Other Important

Services You May Need Non-Plan Provider

LI (You will pay the least)  (You will pay the most) [ieIE T
If you visit a health care| Primary care visit to treat an |$25 copay/visit Not Covered None
provider's office or injury or iliness
clinic Specialist visit $25 copay/visit Not Covered Member pays for cost of services if prior authorization is not

obtained. The copay listed in the column "What You Will Pay"
is for Plan Providers seen with a referral. Plan Providers seen
without a referral is a $40 copayvisit.

Preventive care/ screening/ |No charge Not Covered You may have to pay for services that aren't preventive. Ask
immunization your provider if the services needed are preventive. Then
check what your plan will pay for.
If you have a test Diagnostic test (x-ray, blood |X-ray: No charge Not Covered Member pays for cost of services if prior authorization is not
work) Lab: No charge obtained.
Imaging (CT/PET scans, PET Scan: $100 Not Covered
MRIs) copay/service

MRI: $100 copay/service
CT: $100 copay/service

*For more information about limitations and exceptions, see the plan or policy document at www.healthplanofnevada.com Page 2 of 7



Common

Medical Event

If you need drugs to
treat your illness or
condition

More information about
prescription drug
coverage is available at
www.healthplanofnevada
.com

Services You May Need

Tier 1

What You Will Pay

HMO Provider
(You will pay the least)

$10 copay/prescription
(retail); deductible does
not apply

$25 copay/prescription
(mail); deductible does not

apply

Non-Plan Provider

(You will pay the most)

Not Covered

Tier 2

$40 copay/prescription
(retail); deductible does
not apply

$100 copay/prescription
(mail); deductible does not

apply

Not Covered

Tier 3

$75 copay/prescription
(retail); deductible does
not apply

$187.50
copay/prescription (mail);
deductible does not apply

Not Covered

Tier 4

30% coinsurance (retail)
30% coinsurance (mail)

Not Covered

Limitations, Exceptions & Other Important
Information

Covers up to a 30-day retail supply or up to a 90-day mail
order supply. Member pays for cost of services if prior
authorization or step therapy is not obtained.

If you have outpatient
surgery

Facility fee (e.g., ambulatory
surgery center)

Hospital: $350

copay/surgery
Ambulatory Surg Center:

$50 copay/surgery

Not Covered

Physician/surgeon fees

Hospital: No charge
Ambulatory Surg Center:
No charge

Not Covered

Member pays for cost of services if prior authorization is not
obtained.

*For more information about limitations and exceptions, see the plan or policy document at www.healthplanofnevada.com
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Common
Medical Event

Services You May Need

What You Will Pay

HMO Provider
(You will pay the least)

Non-Plan Provider
(You will pay the most)

Limitations, Exceptions & Other Important
Information

If you need immediate

Emergency room care

ER Physician: No charge

ER Physician: No

You may be balance billed from Non-Plan Providers.

medical attention ER Facility: $750 charge
copay/visit ER Facility: $750
copay/visit
Emergency medical No charge No charge
transportation
Urgent care $50 copay/visit $50 copay/visit You may be balance billed from Non-Plan Providers.
If you have a hospital |Facility fee (e.g., hospital $750 copay/admit Not Covered Member pays for cost of services if prior authorization is not
stay room) obtained.
Physician/surgeon fees No charge Not Covered
If you need mental Outpatient services $25 copay/visit Not Covered Member pays for cost of services if prior authorization is not
health, behavioral obtained.
health, or substance |Inpatient services $750 copay/admit Not Covered
abuse services
If you are pregnant Office visits No charge Not Covered Routine prenatal care obtained from a Plan Provider is
covered at no charge. Maternity care may include tests and
services described elsewhere in the SBC (i.e. Lab).
Childbirth/delivery Surgical: No charge Not Covered Childbirth/delivery professional services includes Anesthesia
professional services Anesthesia: No charge and Physician Surgical Services; each service has a separate
cost-share. Member pays for cost of services if prior
authorization is not obtained.
Childbirth/delivery facility $750 copay/admit Not Covered Member pays for cost of services if prior authorization is not
services obtained.
If you need help Home health care No charge Not Covered Does not include Specialty Prescription Drugs. Member pays
recovering or have for cost of services if prior authorization is not obtained.
other special health Rehabilitation services $25 copay/visit Not Covered Coverage is limited to a combined Inpatient and Outpatient
needs benefit of 120 days/visits per year. Member pays for cost of
services if prior authorization is not obtained.
Habilitation services $25 copay/visit Not Covered Coverage is limited to a combined Inpatient and Outpatient

benefit of 120 days/visits per year. Member pays for cost of

services if prior authorization is not obtained.

*For more information about limitations and exceptions, see the plan or policy document at www.healthplanofnevada.com
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What You Will Pay
Common my Limitations, Exceptions & Other Important

Services You May Need Non-Plan Provider

LI (You will pay the least)  (You will pay the most) [
If you need help Skilled nursing care $750 copay/admit Not Covered Coverage is limited to 100 days. Member pays for cost of
recovering or have services if prior authorization is not obtained.
other special health Durable medical equipment |No charge Not Covered For purchase or rental at HPN's option. Purchases are limited
needs to a single type of DME, including repair and replacement,

every 3 years. Member pays for cost of services if prior
authorization is not obtained.

Hospice services $750 copay/admit Not Covered Member pays for cost of services if prior authorization is not
obtained.
If your child needs Children's eye exam Not Covered Not Covered Your plan may include certain vision and/or dental services.
dental or eye care Please refer to your plan documents for more information.
Children's glasses Not Covered Not Covered
Children's dental check-up  |Not Covered Not Covered

Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

* Abortion (except for rape, incest, life at risk) * Dental care (Adult) * Routine eye care (Adult)
* Acupuncture * Long-term care * Routine foot care
* Cosmetic surgery * Non-emergency care when traveling outside the U.S. * Weight loss programs

Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document.)

* Bariatric surgery - One (1) per Lifetime * Hearing aids - One (1) every three (3) years (including ~ * Private-duty nursing
repair/replace)
* Chiropractic care - 20 visits per calendar year * Limited infertility treatment

Your Rights to Continue Coverage:

There are agencies that can help if you want to continue your coverage after it ends. For group health coverage subject to ERISA, contact the Department of Labor's
Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform.

Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance Marketplace. For more information
about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

*For more information about limitations and exceptions, see the plan or policy document at www.healthplanofnevada.com Page 5 of 7
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Your Grievance and Appeals Rights:

There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance or appeal. For more information
about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete information on how to submit a
claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact the Department of Labor's Employee
Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform or the Nevada Department of Insurance at 888-872-3234 or www.doi.nv.gov
or call 1-800-777-1840

Does this plan provide Minimum Essential Coverage?

Yes. Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid,
CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet Minimum Value Standards?
Yes. If your plan doesn't meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:

Sparush (Espariol): Para obtener asistenca en esparicl, llame al nimero de teléfoneo de serviae al cliente que se incluye en este documento.

Tagalog (Tagalog): Para sa tuleng sa Tagalog, tawagan ang numero ng serbisyo sa customer na kabilang sa dokumentong ito.

Chinese (F30): 35 W EF L hEh, HRITEHFARNZE P RFEIE-

Mavajo (Dine): Dine k'ehji shich'i' hadoodzih ninizingo, koji' hodiilnih dine yikah 'anidaalwoiji e binumber dii naaltsoos bikaa doo.

To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

/. This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different depending on
; the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles, copayments and

coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under different health plans. Please note these
coverage examples are based on self-only coverage.

Peg is Having a baby Managing Joe's type 2 diabetes Mia’'s Simple Fracture

(9 months of in-network pre-natal care and a hospital (a year of routine in-network care of a well-controlled (in-network emergency room visit and follow up

delive oo:a_zo:v
M The plan's overall deductible $0.00 mmThe plan's overall deductible $0.00 mThe plan's overall deductible $0.00
mSpecialist copayment $25.00 mmSpecialist copayment $25.00 mmSpecialist copayment $25.00
mHospital (facility) copayment $750.00 mmHospital (facility) copayment $350.00 mmHospital (facility) copayment $350.00
= (Other copayment $0.00 =mOther copayment $0.00 =mOther copayment $0.00
This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Specialist office visits (prenatal care) Primary care physician office visits (including Emergency room care (including medical supplies)
Childbirth/Delivery Professional Services disease education) Diagnostic test (x-ray)
Childbirth/Delivery Facility Services Diagnostic tests (blood work) Durable medical equipment (crutches)
Diagnostic tests (ultrasounds and blood work) Prescription drugs Rehabilitation services (physical therapy)
Specialist visit (anesthesia) Durable medical equipment (glucose meter)
Total Example Cost $12,700.00  Total Example Cost $5,600.00  Total Example Cost $2,800.00
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing

Deductibles $0.00  Deductibles $0.00  Deductibles $0.00

Copayments $1,500.00 Copayments $700.00 Copayments $600.00

Coinsurance $100.00  Coinsurance $0.00  Coinsurance $0.00

What isn't covered What isn't covered What isn't covered

Limits or exclusions _ $80.00 Limits or exclusions $40.00 Limits or exclusions $0.00

The total Peg would pay is $1,680.00  The total Joe would pay is $740.00  The total Mia would pay is $600.00

The plan would be responsible for the other costs of these EXAMPLE covered services.
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We do nottreat members differently because of sex, age, race, color, disability or
national origin.

If you think you were treated unfairly because of your sex, age, race, color, disability or
national orngin, you can send a complaintto the Civil Rights Coordinator.

Online: UHC Civil Rights@uhc.com

Mail. Civil Rights Coordinator. UnitedHealthcare Civil Rights Grievance. P.O. Box
30608 Salt Lake City, UTAH 84130

You must send the complaint within 60 days of when you found outaboutit. A decision
will be sent to you within 30 days. If you disagree with the decision, you have 15 days
to ask us to look at it again.

If you need help with your complaint, please call the phone number listed within your
Summary of Benefits and Coverage (SBC).

You can also file a complaintwith the U.5. Dept. of Health and Human Services.
Online: htips://ocrportal .hhs.gov/ocr/portal/lobby jsf

Complaint forms are available at http//www hhs gov/ocr/office/file/index_html.

Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD)

Mail: U.5. Dept. of Health and Human Services. 200 Independence Avenue, SW Room
509F, HHH Building Washington, D.C. 20201

We provide free services to help you communicate with us. Such as, letters in other
languages orlarge print. Or, you can ask for an interpreter. To ask for help, please call
the phone number listed within your Summary of Benefits and Coverage (SBC).

English: You have theright to get help and information in your language at no cost. To
request an interpreter, call the phone number listed within this Summary of Benefits and
Coverage (5BC).

This letter is also available in other formats like large print. To requestthe documentin

another format, please call the phone number listed within your Summary of Benefits
and Coverage (SBC).

Espaiiol (Spanish): Usted tiene derecho a recibir ayuda e informacion en su idioma sin
costo. Para pedir un intérprete, llame al numero de teléfono que figura en este
Resumen de Beneficios y Cobertura.

Tagalog (Tagalog): May karapatan kang makatanggap ng tulong at impormasyon sa

Iyong wika nang libre. Upang humiling ng interpreter, tawagan ang numero ng telepono
nanakalista sa Buod naito ng Mga Benepisyo at Saklaw (Summary of Benefits and
Coverage o0 SBC).

B b7 (Chinese):
rEEA LR S ER BIRE RIS - HEREIERTS BT AEMEE (SBO)
Y E S ©

ot 0l(Korean): Flocl= T2 Z Flotel AHE
gl SEAE ’éﬁh’xlﬁﬁ = ol B PHE 5k




Tiéng Viét (Viethamese): Quy vi cé quyén nhan hé tro va théng tin bang ngén ngi¥ cla
quy vi mién phi. Dé yéu ciu théng dich vién, hdy goi s6 dién thoai duocliét ké trong
Tém tat quyén loi va khodn dai tho (Summary of Benefits and Coverage, SBC) nay.
ho1cF (Amharic):- PATPT° @ep, ACEAT 0L PTITTE 0PI F AAPT= AOHCATL ACPMEFT (IHY

Summary of Benefits and Coverage/¢r#729°+¢ fi47 Imeaf (SBC) @nr ¢+HLHLDT
PEART 70 BEDexs

aunlna (Thai):
aadlaniiuanuzhawmdavasiauailussraaaadldlasbidar11anale 9
draadnisaruuia Tilse Tnsdwidananaan Tnsawriiaguanais
"aszdrdanimdunailszlamivaznisauasas (Summary of Benefits and Coverage w3a
SBC)" 4l

H#AZE (Japanese):

THFLEOEBTHR-FEFIEY, BEEAFLEVTL 2N TEET, #&idh
I ER A, BIRE ZHRLEOESE. F MRESIUHTORIE] (Summary of
Benefitsand Coverage, SBC) & h TW A BREFFILHEZEL 3w,

E_J.:..ulll _'n:l-'-.a_"'l Pyt M'I ».,_;.7.._)1.@ _llnl ‘LEE _;._g...\i'.j;il anlioall _,__"E, _]_;...:.:L"'I s _’_q:._"l d'g...] :{Arﬂbic} 4 gl
(SBC) s &l Ll 5o s 8

Pyccknin (Russian): Bul ENnpaee nony4yaTts NOMOLLEL M MHDOPMALWID HA POOHOM A3bIKE
De3 pononHWTENLHOW onnaTel. YTobk! 3aKa3aTe yCnyrv nepeeofdynka, obpawanTecs no
HOMEpY, yKa3aHHOMY B JaHHoM OD30pe NbLroT K CTpaxoBoro NOKPeITHA (Summary of
Benefits and Coverage, SBC)

Frangais (French): Vous avez le droit d'obtenir gratuitement de I'aide et des
renseignements dans votre langue. Pourdemander I'aide d'un interpréte, veuillez
appeler le numero de teéléephone figurant dans ce Sommaire des prestations et de la
couverture.

el € caly A s a B0 sk 1 el 5 Jlasl 48 w5l e Lad (Persian) -
hg__);lg_l b sl aB {SBC} v PURPE K P ERT B TR LY. P P KA TR N PRL PERET

Gagana fa'a Samoa (Samoan): E iai lau aia tatau e maua ai le fespasoanima
faamatalaga i lau gagana e aunoa ma se totogi. Ina ia talosaga mo se tagata faaliliu,
telefoniile numera o lisi atu i totonu o lenei Otootoga o Faamanuiaga ma le Kavaina
(SBC).

Deutsch (German): Sie haben das Recht, kostenlos Hilfe und Informationenin lhrer
Sprache zu erhalten. Zur Anforderung eines Dolmetschers wenden Sie sich bitte
telefonisch an die in dieser Zusammenfassung der Leistungen und des
Versicherungsschutzes aufgefuhrte Rufnummer.

llokano (llocano): Addaan ka ti karbengan nga makaala iti tulong ken impormasion
ayan iti lenguahemnga awan bayad na. Tapno agkiddaw iti tagapataros, awagan fi
numero ti telepono nga nakalista iti uneqiti Dagup dagiti Benipisyo ken Pannakasakup
(SBC).
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